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ORIGINAL CLINICAL REPORT

ICU Admission Preferences in the Hypothetical 
Event of Acute Critical Illness: A Survey of Very 
Old Norwegians and Their Next-of-Kins
OBJECTIVES: To explore older patients’ ICU admission preferences and their 
next-of-kins’ ability to predict these preferences.

DESIGN: Self-administered survey.

SETTING: Three outpatient clinics, urban tertiary teaching hospital, Norway.

PATIENTS: Purposive sample of outpatients 80 years old or older regarded as 
potential ICU candidates and their next-of-kins.

INTERVENTIONS: None.

MEASUREMENTS AND MAIN RESULTS: We asked about the patients’ ICU 
admission preferences in three hypothetical scenarios of acute critical illness. 
Next-of-kin respondents were asked to make a proxy statement regarding the 
older respondents’ wishes regarding ICU admission. For each treatment choice, 
all respondents could provide their level of confidence. Additionally, we sought to 
identify demographic and healthcare-related characteristics that potentially influ-
enced ICU admission preferences and proxy accuracy. Of 202 outpatients 80 
years old or older, equal proportions opted for (39%; CI, 33–45%) and against 
(40%; CI, 34–46%) ICU admission, and one in five (21%; CI, 17–26%) did not 
wish to engage decision-making. Male gender, religiosity, and prior ICU expe-
rience increased the likelihood of older respondents opting for ICU admission. 
Although next-of-kins’ proxy statements only weakly agreed with the older respon-
dents’ true ICU admission preferences (52%; CI, 45–59%), they agreed with 
the next-of-kins’ own ICU admission preferences (79%; CI, 73–84%) to a signif-
icantly higher degree. Decisional confidence was high for both the older and the 
next-of-kin respondents.

CONCLUSIONS: In this purposive sample of Norwegian potential ICU candi-
dates 80 years old or older, we found substantial variation in the ICU admission 
preferences of very old patients. The next-of-kins’ proxy statements did not align 
with the ICU admission preferences of the older respondents in half of the pairs, 
but next-of-kins’ and older respondents’ confidence levels in rendering these judg-
ments were high.

KEYWORDS: aged, 80 and over; critical illness; decision making; patient 
preference; proxy

Very old patients (in this context, ≥ 80 yr old or older and hereafter re-
ferred to as older) constitute 10–20% of all ICU admissions in Europe, 
and the proportion is expected to rise (1, 2). However, the benefit of 

ICU admission remains controversial for the older critically ill (3, 4). Cultural 
context and other factors unrelated to the patient have been shown to affect the 
treatment intensity offered to very old, critically ill patients (5, 6).

Patients’ preferences are paramount, especially when such invasive treat-
ment’s benefits are unclear. Still, more than four in five older ICU patients are 
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incapacitated within the first 24 hours of ICU admis-
sion (7). In these circumstances, the medical team typ-
ically makes decisions regarding treatment intensity in 
consultation with the patient’s next-of-kin, acting as 
a proxy for the patient. A large body of evidence has 
shown that proxy accuracy is weak regarding patient 
preferences for life-sustaining treatment (LST) (8–10). 
Notwithstanding, most studies were published over 20 
years ago and had questionable validity (11). Measures 
to improve proxy accuracy have shown little effect (12).

Older patients’ and their proxies’ thoughts, wishes, 
and values about intensive care have yet to be well char-
acterized. Hence, octogenarians’ LST preferences have 
been identified as a key research priority (13, 14). We 
sought to explore the ICU admission preferences of older 
Norwegians and their next-of-kin’s knowledge regarding 
these preferences using a self-administered questionnaire 
with hypothetical scenarios. Additionally, we aimed to de-
scribe the respondents’ confidence in their decisions and 
factors that may influence older patients’ ICU admission 
preferences and proxy accuracy.

MATERIALS AND METHODS

The questionnaires and methodology for this study 
were approved by the Regional Committee for Medical 
Research Ethics Western Norway (REK Vest) on 
September 08, 2021 (projectidentifier [ID] 277504, 
title “Intensivbehandling av eldre: Hva ønsker de 
selv?”). The study was carried out in accordance with 

the ethical standards of the responsible committee 
(REK Vest) and with the Helsinki Declaration of 1975. 
The respondents were given written information on 
the study and consented to participate by completing 
and returning the questionnaire. The study was prereg-
istered on ClinicalTrials.gov NCT05149040 (October 
31, 2021).

Target Population and Sampling Frame

We administered the questionnaire to a purposive 
sample of potential ICU candidates 80 years old or 
older. We excluded patients who would not typically be 
regarded as candidates for ICU admission in Norway 
(e.g., with very low physical and/or cognitive function) 
due to ethical concerns regarding exposure of older 
adults to hypothetical treatment choices that they 
would not be offered in real life. We had limited know-
ledge of whether older Norwegians may perceive a 
questionnaire addressing critical illness and treatment 
preferences as burdensome. Consequently, we selected 
an approach wherein informants had a short face-to-
face encounter with one of the investigators upon en-
rollment, at which they could ask questions or express 
concern regarding the study. They were also offered an 
opportunity to reconnect by telephone or e-mail.

Recruitment of Survey Participants

Clinic receptionists and study personnel approached 
consecutive patients 80 years old or older at the or-
thopedic, ophthalmologic, and ear, nose, and throat 
outpatient clinics at Haukeland University Hospital be-
tween November 2021 and March 2023. We excluded 
patients who did not consent to participate, were blind, 
not fluent in Norwegian, living in permanent care 
facilities, or could not meet for in-person consultation 
without assistance. Patients with multiple appoint-
ments during the study period were only approached 
once. We recorded the age and gender of patients who 
were excluded or who did not respond.

Questionnaire Development

The multidisciplinary study team designed the ques-
tionnaire assisted by a user advisory group of three 
laypeople representing senior interest organizations. 
To generate items, we conducted a mapping review of 
the existing literature on older patients’ treatment and 

 
KEY POINTS

Question: Do very old patients wish to be admit-
ted to an ICU in the event of acute critical illness?

Findings: In this purposive sample of Norwegian 
potential ICU candidates 80 years old or older, 
ICU admission preferences showed significant in-
dividual variation unrelated to prognostic factors of 
ICU survival. Next-of-kins’ ability to predict these 
preferences was limited, contrasted by high levels 
of confidence.

Meaning: Even though subject to large individual 
and cultural variation, these findings call atten-
tion to the complexity and uncertainty inherent in 
treatment-intensity decisions for very old, critically 
ill patients.



Original Clinical Report

Critical Care Explorations	 www.ccejournal.org          3

end-of-life preferences and proxy accuracy. Additional 
items were identified from discussions among the 
investigators.

Questionnaire Testing

The questionnaire was tested and refined in four pre-
defined steps: pre-testing, face-, and content-validity 
testing, pilot testing, and clinical sensibility testing 
(15). Supplement 2 (http://links.lww.com/CCX/B440) 
contains a detailed description of questionnaire devel-
opment and testing.

Questionnaire Administration

All prospective respondents received an informa-
tion leaflet about the study upon registration. If they 
expressed interest in participation, they received two 
questionnaires: one for the older participant and one 
for the next-of-kin identified by the older participant 
as the most likely to act as a proxy in the event of acute 
critical illness. The only exclusion criterion for next-
of-kin was age younger than 18 years. The respondents 
were asked to complete the questionnaires independ-
ently and return them in a supplied stamped return en-
velope. No incentives or compensation were offered, 
and no reminders were sent.

Questionnaire Formatting

All participants were asked to make an ICU admission 
choice for each of three clinical scenarios describing 
escalation from ward care to intensive care in a case 
of acute critical illness in advanced age. Participants 
were instructed to assume they were the patient in 
the vignette but with their background and current 
health. Older participants were asked about “their 
own preferences,” while their next-of-kin were asked 
to indicate both the “likely preference of the older par-
ticipant” (i.e., acting as a proxy) and “their own prefer-
ence.” For each scenario, we provided three mutually 
exclusive response options: 1) wishing admission to 
intensive care, 2) not wishing admission to intensive 
care, and 3) wishing to not engage in the decision. 
Confidence in the choices made was assessed on a 
5-point scale. For each participant/next-of-kin pair, 
the three vignettes were randomly chosen from 20 hy-
pothetical patient histories of acute life-threatening 
illness causing organ failure.

To assess framing effects, the vignette patient’s 
gender was randomly framed to be either female or 
male. Similarly, the estimated short- and long-term 
outcomes were randomly framed as either mortality 
or survival. Additionally, the questionnaires in-
cluded variables postulated to influence treatment 
preferences and proxy accuracy: demographic data 
(age, gender, country of birth, marital status, reli-
gion), education, profession, prior experience with 
intensive care (as a patient or a next-of-kin) and 
communication about serious illness, Comorbidity-
Polypharmacy Score (16), Clinical Frailty Scale, 
Version 2 (17), and health-related quality of life 
(EuroQol 5D-5L, registration ID: 30864) (18). 
See Supplement 3 for questionnaire construction 
(http://links.lww.com/CCX/B440).

Statistical Analysis

Supplement 4 (http://links.lww.com/CCX/B440) con-
tains a detailed description of the statistical analyses. 
Briefly, we report descriptive statistics for the survey 
participants, both for the overall cohort and stratified 
by ICU admission preference. The reported ICU ad-
mission preferences are marginal proportions with 
corresponding 95% CIs. Sample size calculations 
showed that with 200 older informants, we could es-
timate the preference proportions with an absolute 
margin of error of less than 7%, based on 95% CIs, 
which we deemed sufficient.

To investigate factors associated with ICU admission 
preferences, we fitted mixed-effect logistic regression 
models with “wanting ICU admission” as the outcome. 
Explanatory variables included the experimental fram-
ing effects and demographic and health-related char-
acteristics of the older respondents, with the vignette 
included as a random intercept. In the main anal-
ysis, we report the results for the first scenario since 
we regard these answers to be least influenced by the 
responses to the other two scenarios. Missing answers 
were handled by complete-case analysis or by multiple 
imputation.

To assess the next-of-kins’ ability to predict their 
family member’s preference, we report the overall 
percentage agreement with corresponding 95% CIs 
between the next-of-kins’ proxy preference and the 
older patients’ actual preference (“proxy accuracy”). 
Similarly, we report percentage agreement between 

http://links.lww.com/CCX/B440
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the next-of-kins’ proxy preference and their own pref-
erence (“assumed similarity”) and between the next-
of-kins’ own preference and the older patient’s actual 
preference (“true similarity”).

Furthermore, we used mixed-effects logistic  
regression to examine factors associated with  
“correct prediction.” We included only responses 
where the older respondent had a preference 
(“wants ICU admission” or “does not want ICU ad-
mission”) (11).

All proportions were calculated using Generalized 
Estimating Equation models with an “exchangeable” 
correlation structure to account for the dependence 
between multiple vignettes per participant.

Analyses were conducted using statistical software 
R (Version 4.2.3; R Core Team, Vienna, Austria, 2023), 
and p values below 0.05 were considered statistically 
significant.

RESULTS

Study Cohort

The study cohort included 202 older outpatients and 
153 next-of-kin (140 complete pairs). The overall re-
sponse rate was 27% (Fig. 1). Although significantly 
more women consented to participation (p = 0.02), 
significantly more men returned the completed ques-
tionnaire (p < 0.001). The age of the older respondents 

Figure 1. Study cohort derivation.
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and nonrespondents was similar. In Supplement 5, 
eTable 5.1 (http://links.lww.com/CCX/B440), we pre-
sent data on the representativeness of the study cohort.

Missing Answers

Beforehand, a respondent was defined as a study par-
ticipant who made at least one ICU admission choice. 
Of the 202 older respondents, 190 (94%), 8 (4%), 
and 4 (2%) completed three, two, and one scenarios, 
respectively. All next-of-kin answered all three sce-
nario questions. Nearly two-thirds of the older par-
ticipants (130/202, 64%) and slightly more next-of-kin 
(108/153, 71%) returned questionnaires without miss-
ing answers. For each variable, missing answers ranged 
from 0% to 6% for the older participants and from 1% 
to 14% for the next-of-kin, as more next-of-kin did not 
provide their own demographic data. Missing answers 
increased with respondent age, both among older and 
next-of-kin respondents.

Framing Effects

Based on the first scenario, framing the vignette 
patient’s gender as male was associated with a not sta-
tistically significant 34% reduction in the odds of the 
older participant opting for ICU admission. Framing 
the outcome in terms of survival was associated with 
a not statistically significant estimated 76% increase in 
the odds of opting for ICU admission. The survival/
mortality framing effect estimates were quantitatively 
similar for the other two scenarios, while the estimates 
for the gender framing were inconsistent (Supplement 
5, eTable 5.2, http://links.lww.com/CCX/B440).

ICU Admission Preferences of the Older 
Respondents

Similar proportions of the older respondents opted for 
(39%; CI, 33–45%) and against ICU admission (40%; 
CI, 34–46%), and a smaller proportion (21%; CI, 
17–26%) did not wish to engage in decision-making. 
Of all older respondents, 130 of 190 (68%) made the 
same ICU admission choice in all three scenarios.

Table 1 presents the characteristics of older respon-
dents for the study cohort, also stratified by ICU ad-
mission preferences. Male participant gender, being 
religious, and prior ICU experience were factors asso-
ciated with an increase in the odds of opting for ICU 

admission among older participants with consistent 
effect and small (but not always reaching significance 
level) p values across all three scenarios (Supplement 5, 
eTable 5.2, http://links.lww.com/CCX/B440).

ICU Admission Preferences, As Stated by the 
Next-of-Kins

Almost all older and next-of-kin respondents (98% in 
each group) wished for family involvement during the 
discussion about treatment intensity in case the older 
patient should fall acutely critically ill. The next-of-
kins’ proxy statements aligned in half of the pairs with 
the older participants’ true ICU admission preferences 
and, to a significantly larger extent, with the next-of-
kins’ “own” preferences.

Figure 2 shows percentage agreement alongside 
95% CIs for ICU admission preferences of: 1) the older 
respondents, 2) the next-of-kins acting as proxies on 
behalf of the older participants, and 3) the next-of-kins 
on their own behalf. Figure 3 illustrates the percentage 
distributions of the older respondents’ ICU admission 
preferences vs. the next-of-kin respondents’ own ICU 
admission preferences, stratified by the next-of-kins’ 
proxy statements.

Of all factors investigated, only the next-of-kin’s 
certainty regarding their proxy statement (higher 
certainty: higher proxy accuracy) and the age of the 
older respondents (higher age: lower proxy accu-
racy) significantly affected the odds of the next-of-
kin predicting correctly. Prior communication about 
treatment preferences had no effect (Supplement 
5, eTable 5.8, http://links.lww.com/CCX/B440). 
Furthermore, only 22% (28/127) of all older/next-of-
kin pairs agreed that they had had such a conversa-
tion before participating in the study. The remaining 
stated either that they had no communication on the 
topic (44%) or did not agree on whether they had 
such a conversation (34%).

Confidence Regarding ICU Admission Choices 
and Proxy Accuracy

Most older participants and their next-of-kin stated 
being either “very confident” or “somewhat confident” 
both in their ICU admission choices and in proxy ac-
curacy (Fig. 4). We show confidence levels stratified 
by ICU admission preference in Supplement 5, eTable 
5.9 (http://links.lww.com/CCX/B440).

http://links.lww.com/CCX/B440
http://links.lww.com/CCX/B440
http://links.lww.com/CCX/B440
http://links.lww.com/CCX/B440
http://links.lww.com/CCX/B440
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TABLE 1.
Demographic and Health-Related Characteristics of the Older Respondents and Their 
Answers Stratified by ICU Admission Preference

Respondent Characteristics

Cohort  
(n = 202 Older 
Outpatients)

ICU Admission Preferences in Up To Three Hypothetical 
Scenarios (n = 590 Answers)

Opting for ICU 
Admission  
(n = 228)

Opting Against 
ICU Admission  

(n = 238)

Not Wishing to 
Engage in the 

Decision (n = 124)

Age

 � Mean ± sd 85.6 ± 3.9 84.9 ± 3.5 85.4 ± 4.0 86.9 ± 4.2

 � 80–84 yr 90 106 (41%) 110 (42%) 45 (17%)

 � 85–89 yr 76 93 (42%) 89 (40%) 41 (18%)

  �≥ 90 yr 34 23 (23%) 39 (39%) 38 (38%)

Gender

 � Female 100 73 (25%) 151 (52%) 69 (24%)

 � Male 94 139 (51%) 83 (30%) 52 (20%)

Marital status

 � Single 12 12 (35%) 17 (50%) 5 (15%)

 � Married/partner 99 128 (44%) 106 (37%) 54 (19%)

 � Widowed 76 66 (29%) 103 (45%) 60 (26%)

 � Separated/divorced 9 14 (52%) 9 (33%) 4 (15%)

Religion

 � Christian 151 181 (41%) 174 (40%) 84 (19%)

 � Other religion 2 3 (50%) 3 (50%) 0 (0%)

 � No religion 41 35 (29%) 52 (43%) 34 (28%)

Highest education

 � Primary school 39 41 (37%) 37 (34%) 32 (29%)

 � Secondary school 31 30 (33%) 45 (50%) 16 (18%)

 � Vocational college 51 60 (40%) 61 (40%) 30 (20%)

 � University 78 93 (41%) 93 (41%) 43 (19%)

Healthcare professional

 � No 156 190 (42%) 168 (37%) 98 (22%)

 � Yes 35 25 (24%) 57 (55%) 21 (20%)

CPS

 � Mean ± sd 6.4 ± 4.0 6.8 ± 4.6 6.0 ± 3.5 6.5 ± 3.6

 � Mild (CPS 0–7) 126 145 (39%) 152 (41%) 73 (20%)

 � Moderate (CPS 8–14) 56 65 (39%) 68 (41%) 33 (20%)

 � Morbid (CPS ≥ 15) 9 16 (67%) 6 (25%) 2 (8%)

Hospital admission within last year

 � No 134 138 (35%) 163 (42%) 91 (23%)

 � Yes 68 90 (46%) 75 (38%) 33 (17%)

(Continued)
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DISCUSSION

In this cross-sectional 
survey of a purposive 
sample of Norwegian 
outpatients’ 80 years old 
or older, the majority had 
a clear and consistent 
ICU admission prefer-
ence. In hypothetical 
scenarios of acute critical 
illness, they opted for and 
against ICU admission 
equally often (approx-
imately 40%), while a 
minor proportion (21%) 
preferred to leave the 
decision to somebody 
else. Among respondent 

Respondent Characteristics

Cohort  
(n = 202 Older 
Outpatients)

ICU Admission Preferences in Up To Three Hypothetical 
Scenarios (n = 590 Answers)

Opting for ICU 
Admission  
(n = 228)

Opting Against 
ICU Admission  

(n = 238)

Not Wishing to 
Engage in the 

Decision (n = 124)

CFS

 � Mean ± sd 3.0 ± 1.3 3.0 ± 1.3 3.0 ± 1.3 2.8 ± 1.3

 � Fit (CFS 1–3) 133 149 (38%) 154 (39%) 89 (23%)

 � Vulnerable (CFS 4) 28 30 (37%) 42 (51%) 10 (12%)

 � Frail (CFS ≥ 5) 28 38 (47%) 28 (35%) 14 (18%)

Health-related quality of life 
(EuroQoL 5D Visual Analogue 
Scale)

 � Mean ± sd 71.7 ± 18.2 71.2 ± 19.3 72.1 ± 18.0 74.6 ± 15.5

ICU experience (as patient or 
relative)a

 � No 124 121 (33%) 165 (46%) 76 (21%)

 � Yes 68 97 (49%) 64 (32%) 39 (20%)

Communicated end-of-life  
preferences to nest-of-kin

 � No 137 162 (41%) 138 (35%) 200 (25%)

 � Yes 60 60 (34%) 93 (53%) 23 (13%)

CFS = Clinical Frailty Scale, CPS = Comorbidity-Polypharmacy Score.
aThe effect of prior ICU experience was similar regardless of the respondent having been a patient or a relative.

TABLE 1. (Continued)
Demographic and Health-Related Characteristics of the Older Respondents and Their 
Answers Stratified by ICU Admission Preference

Figure 2. Percentage agreement with 95% CIs for ICU admission preferences of: 1) the older 
respondents, 2) the next-of-kins acting as proxies on behalf of the older respondents, and 3) the next-
of-kins for themselves.
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characteristics, only male gender, religiosity, and prior 
ICU experience increased the likelihood of opting for 
ICU admission. The proxy statements of the next-of-
kin respondents aligned significantly more with the 
proxies’ own treatment preferences than with the older 
respondents’ true preferences. Overall, confidence 
levels were high in the choices made and in proxy 
accuracy.

Variations in Older Adults’ ICU Admission 
Preferences

The older respondents of this study expressed a large 
variation in ICU admission preferences, with two-
thirds having a consistent preference regardless of the 
acute illness scenario presented. Our findings align 
with evidence from other studies addressing treat-
ment intensity preferences of older patients in differ-
ent healthcare settings (19–21). Surprisingly, the most 
robust prognostic markers of ICU survival, such as 
age, frailty, and comorbidity (22, 23), did not signifi-
cantly alter the older respondents’ own ICU admission 
preferences.

We observed gender differences, with male gender 
increasing the odds of opting for ICU admission more 
than two-fold, which also persisted when adjusted 

for age, marital status, 
healthcare professional 
background, and other 
factors. Despite females 
living longer than men, 
more men vs. women are 
admitted to ICUs world-
wide. Male predomi-
nance in ICU utilization 
is mainly explained by 
biological and social dif-
ferences (24). A system-
atic review also found 
that women are more 
likely to have LST limi-
tations (25). Few studies 
have addressed gender 
differences in patients’ 
treatment preferences. 
Two studies have shown 
that older women and 
female cancer patients 

wished for lower treatment intensity than their male 
counterparts (26, 27).

Additionally, in our study, there was some evidence 
of religious respondents being more likely to opt for 
ICU admission, which corresponds to existing litera-
ture showing that religiosity correlates with treatment 
intensity regarding both patients, healthcare profes-
sionals, and healthcare context characteristics (28–31).

Finally, healthcare experience (especially ICU expo-
sure as a patient or relative) greatly impacted the like-
lihood of opting for ICU admission. The relationship 
between healthcare experience and treatment intensity 
preferences has been barely addressed so far; however, 
a recent study showed that most older survivors of 
major acute abdominal surgery would choose to un-
dergo the same procedure once again (32).

Proxy Accuracy, Assumed Similarity, and Family 
Involvement

Proxy accuracy was weak in our study, which aligns 
with existing evidence (9, 10). Paradoxically, this evi-
dence, alongside ethical concerns related to the substi-
tuted judgment standard (33, 34), has remained largely 
unrecognized in clinical practice and healthcare 
governance, where proxy statements are frequently 

Figure 3. Percentage agreement of the next of kins’ proxy prediction with the very old respondents’ 
true ICU admission preference (proxy accuracy) and the next of kins’ own ICU admission preference 
(assumed similarity).
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instrumentalized to bolster the autonomy of incapaci-
tated patients.

Additionally, we found that the next-of-kins’ proxy 
statements aligned more with their own preferences 
than with the older respondents’ preferences. This 
observation indicates an underlying cognitive error 
frequently referred to as “assumed similarity,” a term 
describing the convergence of how we perceive our-
selves and other individuals (35). Assumed similarity 
has been recognized in many areas of human interac-
tions but only infrequently in medical research (36, 
37). Its extent might still be underestimated in our 
sample, as we could not control interactions within re-
spondent pairs during survey completion.

We found a marked incongruence between limited 
proxy accuracy and high levels of confidence in proxy 
judgments among both older respondents and their next-
of-kin. However, acknowledging the weaknesses of proxy 
statements regarding treatment preferences should not 
devalue family involvement. Instead, family conferences 
might become an arena of shared uncertainty manage-
ment (38) and shared best-interest assessment when the 
patient’s treatment preferences remain unknown (39). 
Time-limited ICU trials may include these aspects (40). 
Furthermore, involving family members at earlier stages 
in advance care planning might improve the likelihood 
that they will know the older patient’s treatment intensity 
preferences in the event of critical illness (19).

Limitations

Our study has several weaknesses. First, although hypo-
thetical scenario research is an acknowledged method 
for exploring decision-making, it is based on counter-
factual conditionals and its validity has been debated 
(41–43). Second, the internal validity of the presented 
data may have been negatively affected by sampling 
and response bias, especially concerning gender differ-
ences and ICU experience. Third, the external validity 
of these findings in other contexts and settings is un-
known and may be limited. The Norwegian healthcare 
context is characterized by extraordinarily high levels 
of societal trust (44), and rates of ICU death after LST 
limitations are among the highest in the world (45, 
46). Additionally, we excluded immigrants with low 
levels of fluency in Norwegian, incapacitated patients, 
severely frail patients, and permanent nursing home 
residents from study participation. Further research is 
needed to study this unique and exceptionally vulner-
able patient population.

Implications

The findings of our study illustrate the complexity and 
multidimensional uncertainty clinicians’ face when 
making ICU admission decisions for older critically ill 
patients (47). They also elicit reflections on the ethical 

Figure 4. Percentage distribution of very old and next-of-kin respondents’ confidence in their ICU admission choices and in proxy 
accuracy on a 5-point scale.
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determinants of decision-making regarding treatment 
intensity for this large patient group (48, 49).

The survey instrument proved feasible and may be 
adapted to address this topic on larger random sam-
ples. Given anticipated demographic changes and ICU 
resource constraints (47), more research into older 
patients’ treatment intensity preferences and strategies 
for integrating these preferences in clinical decision- 
making will be increasingly important. Future studies 
addressing cultural differences between units, coun-
tries, and regions may yield interesting results.

Furthermore, geriatric intermediate care may offer 
more personally tailored treatment intensity with sim-
ilar outcomes at lower costs compared with intensive care 
(50). Patients’ and next-of-kins’ knowledge and percep-
tion of geriatric intermediate care and noninvasive organ-
support are not well described and may be explored with 
an adaptation of the presented instrument.

CONCLUSIONS

Many older respondents in this study had a clear and 
consistent ICU admission preference. We found large 
variations in their ICU admission preferences unre-
lated to their medical condition and other prognostic 
markers of ICU outcome. However, gender, religi-
osity, and prior ICU experience seemed to affect their 
ICU admission choices. The next-of-kin respondents’ 
ability to state the older participants’ ICU admission 
preferences was limited. Since most older patients do 
not retain capacity at the time of ICU admission, and 
proxy statements are prone to large errors, the older 
patients’ treatment preferences may remain unknown 
in the event of critical illness. Even though these find-
ings are derived from a selected Norwegian sample 
with limited generalizability, they illustrate the uni-
versal human quandary faced in geriatric intensive 
care, where treatment-intensity decisions are made 
under a wide range of uncertainty regarding the out-
come of intensive care and the patient’s likely will.
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