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Best Interest Conflicting with Surrogate 
Decision-Making
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Abstract

In patients who have impaired decision-making capacity, an appointed surrogate 
(extended autonomy) or the best interests standard are used to make medical 
decisions. When these standards are in conflict with each other, clinicians are 
left in a conundrum. The case of a patient in a persistent vegetative state is 
used to illustrate the relevant principles and the conflicts that can arise. It is 
reviewed through the commentary of a student of medicine, and the role of 
managing physicians in consensus-building is explored as a potential solution to 
this dilemma.
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Introduct ion

The best interests standard1 is used in both ethics and law for the protection 
of vulnerable people2 such as young children and adults who lack the mental 
capacity to make decisions. In the context of medical decisions, best interests 
would encompass a thorough evaluation of the benefits and burden of the 
proposed treatment, as well as due consideration to the patient’s known values 
and preferences.

Patients can also appoint a surrogate decision-maker before losing capacity. 
In Singapore, there is a legally accepted process of selecting a donee with last-
ing power of attorney under the Mental Capacity Act. The word ‘lasting’ means 
that the power continues even after the donor loses mental capacity. Within 
the Mental Capacity Act, there are provisions to protect donors such as explicit 
definitions for loss of decision-making capacity, the use of best interests in the 
surrogate decision-making process and placing the ultimate responsibility for 
decisions that can affect the health of the patient on the medical professionals. 
In addition, the decision-specific nature of loss of capacity is used instead  
of a global definition of incapacity. Nevertheless, surrogate decisions can still 
appear to be in direct conflict with the best medical interests of patient as 
judged by the healthcare team. The way values and goals are framed can change 
how the same decision can be beneficial to one patient and yet harmful to 
another. This can result in frustration and moral distress when the integrity of 
clinical decisions for the patient’s benefit appears to be compromised. Conversely, 
the ‘beneficial’ treatment plan also appears to be in direct conflict with the 
expression of patient autonomy (surrogate decision).

Case

Mr C is a 59-year-old gentleman diagnosed with Multi System Atrophy. After 
an episode of aspiration pneumonia and consequent cardiac arrest, he suffered 
hypoxic ischemic encephalopathy resulting in a persistent vegetative state. Over 
the next two years, he was managed at the Intensive Care Units (ICU) of two 
hospitals. He suffered multiple episodes of hospital-associated pneumonia secondary 
to the inability to cough out secretions and protect his airway. If continued 
life support was desired, the standard of care would have been to perform a 
tracheostomy. This would have provided both a secure long-term airway as well 
as facilitated suctioning of airway secretions.

The medical team had explained the procedure to his wife, Mrs C, who 
was his next of kin. Although no formal lasting power of attorney had been 
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appointed by Mr C previously, his wife presented herself as the surrogate  
decision-maker through her legal counsel. This was based on the fact that she 
had supported him through his long neurological illness and cared for him as 
he became increasingly assisted in activities of daily living. She had also taken 
him to China to seek complementary therapy. She showed genuine care for 
him and had been deeply involved in all medical decisions even before mental 
capacity had been lost. Mr C’s siblings and teenage children deferred all decision-
making to her.

Mrs C objected to proceeding with tracheostomy on the basis that it would 
violate the patient’s bodily integrity. She also argued that he would have wanted 
continued life supportive care based on her understanding of his values and 
preferences. This was articulated as continuing to live in the hope of an  
imminent discovery of a complete cure of Multi System Atrophy. The impasse 
led to Mr C continuing to be managed on a ventilator and an endotracheal 
tube in the intensive care unit with recurrent episodes of ventilator-associated 
pneumonia. Hospital ethics committee consult recommended proceeding with 
tracheostomy as it was judged to be the standard of care and in the patient’s 
best medical interest. This was confirmed by second opinion recommendations 
by intensivists from other ICUs. Mrs C repeatedly obstructed the tracheostomy 
with legal threats. The hospitals responded through their legal advisors as well. 
However, progress was limited by Mr C’s fluctuating clinical course and the 
difficulties in arranging meetings with the next of kin because of her work 
commitments. In addition, the hospitals proceeded with caution because of a 
lack of precedent cases, coupled with the potential for medico-legal ramifications.

Discussion

This case highlights a potential conflict between beneficent decision-making in 
the patient’s best medical interest and the expression of his extended autonomy 
by proxy.3

Evidence Surrounding the Medical  Decis ion

Tracheostomy improves patient comfort4 by reducing the work of breathing5 
and enhancing the ease of suctioning airway secretions. With a secure airway 
in place, Mr C can be weaned off mechanical ventilation earlier6 and discharged 
from the ICU to be potentially nursed in a community setting. However, the 
survival advantage of tracheostomy over prolonged endotracheal intubation with 
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mechanical ventilation is unproven. Some studies suggest that tracheostomy does 
not necessarily improve the outcomes of patients requiring prolonged mechanical 
ventilation.7 However, a retrospective study of 506 patients shows that trache-
ostomy can be associated with lower risk of ICU and in-hospital death in 
multivariate analysis.8

Without clear data, clinical judgement has to be exercised to determine 
whether tracheostomy is indeed in Mr C’s best interests. Should reducing  
mortality be the primary consideration? Mr C has a poor neurological prognosis 
and is unlikely to ever recover. Thus, maximising comfort could be an alternative 
paradigm of care. That would include weaning him off the ventilator if pos-
sible and managing any further dyspnoea or secretions with palliative morphine 
and hyoscine. Alternatively, a tracheostomy would facilitate Mr C’s transfer and 
nursing in the community. However, his family would require additional resources 
and support to manage him. Unrecovered public hospital bills meant that  
Mr C was being supported in the ICU for many months at no direct financial 
cost to the family. These care and cost considerations may have influenced his 
wife. Despite her devotion to Mr C, as manifested by daily late night visits, 
she remained unwilling to engage with the healthcare team when practical steps 
towards ICU discharge were discussed.

Surrogates are considered an extension of a patient’s autonomy because deci-
sions are supposed to be made based on an understanding of the patient’s value 
system and preferences.9 However, several studies10,11,12 have shown that there is 
a significant discrepancy between a surrogate’s decision and the patient’s preferred 
choices. For instance, a review13 of 19,526 patient-surrogate responses from 
2,595 patient-surrogate pairs showed only a match of 68% in responses. Neither 
patient choice of surrogates nor prior discussion of patients’ treatment prefer-
ences improved surrogates’ predictive accuracy significantly. A separate study14 
suggested a cause for this discrepancy: prediction errors often represent sur-
rogates’ own wishes for the patient rather than a true proxy decision. Another 
study15 showed that surrogates considered not only the patient’s own values, 
beliefs and best interests, but also their personal self-interests and the overarch-
ing role of family as part of their decision-making process. The emotional needs 
of surrogates were also highlighted, in which family consensus was sought to 
distribute responsibility of the decision to several people and lessen the guilt 
felt when there was any perception of not fulfilling their obligations to the 
patient.16 This is corroborated by other data that report surrogate distress such 
as anxiety, guilt17 and post-traumatic stress.18
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Confl ic t  between Surrogate’s Decis ion and Best 
Interests

The dilemma arises because of the conflict between Mrs C’s decision to refuse 
a tracheostomy for the patient and what is deemed by the medical team to be 
in his best interests. Without moving forward on this decision, the patient is 
‘stuck’ in an ICU environment and kept alive by the successful management 
of the inevitable complications. Conventional wisdom suggests that the impasse 
can be solved via the legal route and for the hospital to a seek guardianship. 
However, true effort should be placed in consensus-building prior to such a 
confrontational effort.

Bui lding Consensus:  The Way Forward?

To resolve the conflict, skilful communication is necessary to build ‘bridges’ 
between the surrogate and the medical team.

Recent studies have been moving towards mediation19 and consensus-building20,21 
in medical decision-making. Both patients or surrogates and the medical team 
should actively exchange ideas, accept differences and work towards a common 
care plan with the patient’s best interests in mind. Data have shown that  
patients are receptive towards this idea.22

In Singapore, discussions with patients’ families about end-of-life care were 
infrequent, as shown in a retrospective study of 683 ICU patients.23 Without 
frequent discussion, it is challenging to foster relationships and establish con-
sensus when disagreements arise in patient care.

A conceptual model of consensus-building has been proposed through an 
interdisciplinary approach between clinical medicine, communication studies and 
medical ethics. The model describes three core components of consensus-building: 
(1) information processing, (2) relationship-building and (3) high-quality medical 
decisions. Information processing involves disclosure of appropriate information, 
adequate surrogate understanding and managing expectations. Relationship-building 
involves providing surrogates with emotional support, building trust and defining 
roles of the medical team and the surrogate in the care of the patient. High-
quality medical decisions are informed by clinical evidence, concordant with 
patient values and mutually endorsed. In another study, a fair and explicit 
process of communication and conflict resolution for non-beneficial treatment 
found that 94.6% of the cases were able to reach consensus. Building trust 
between the surrogate and the medical team, as well as emotional support for 
the surrogate, feature significantly in both these models.24,25
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In the presented case, a trusting relationship between the healthcare team 
and Mr C’s surrogate decision-maker had not been established. This prevented 
information processing and high-quality decision-making. Acknowledgment of 
her devotion and care coupled with the provision of adequate psychosocial  
support may have helped engage her.

Moderation26 is another key concept that could be applied in consensus-
building. It is based on the idea that not everything fits together neatly and 
true best interests can sometimes be a struggle between autonomy at one end 
and medical benefit at the other. Even in difficult cases such as this, when we 
start with great divisions, a coherent plan may be possible through compromise 
and proportional decisions. This case may never find its solution by taking into 
account only one viewpoint: it will require the clinician to ‘sail the storm’, 
making multiple shifts and decisions to keep an even keel along the general 
direction of the patient’s best interest.27

Conclusion

Decision-making in patients without capacity is complex and cannot be limited 
solely to the balance between autonomy and beneficence. A holistic approach 
is necessary. In meetings with the surrogate decision-maker, the medical team 
must be trained to anticipate potential conflict. There may be no perfect  
medical solutions and compromise should be considered. Pressure to alleviate 
the burden on scarce ICU beds complicates the issue and should not be part 
of the bedside decision-making process. Consensus-building through skilful com-
munication in these situations is crucial. The best interests of a patient must 
be viewed as a multidimensional concept, comprising treatment benefits/burdens; 
respect for patient beliefs and values; previously stated preferences; and the family 
dynamics/social context. Finally, the concept of moderation should be considered 
and applied appropriately such that the best possible outcome can be achieved.
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