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Abstract

An 85-year-old male nursing home resident who is frail but enjoys his current quality of life is 

admitted with an acute high-grade small bowel obstruction potentially due to adhesions from prior 

abdominal surgery. The patient has significant tenderness on abdominal exam with involuntary 

guarding and signs of pneumatosis on the CT scan that are concerning for bowel ischemia. After 

discussing potential options for management, including surgical intervention and palliative care, 

the patient and his family express a desire to proceed with surgery because there is a small chance 

that he could return to his preoperative quality of life. The surgeon believes that his problem is 

potentially reversible but worries that the patient is at high risk for complications, which could 

lead to a prolonged ICU stay and subsequent death. How should the possibility of surgical 

complications be introduced? What plans, if any, should be made at this point for how to deal with 

complications if one or more occur?

Older adults with progressive geriatric conditions present difficult challenges in regards to 

surgical decision-making. For younger individuals and healthy older adults, decisions about 

how to treat an acute small bowel obstruction may be relatively straightforward; in these 

cases, surgery typically occurs as an isolated intervention intended to solve a discrete 

problem. Yet for older adults with cognitive impairment, advanced frailty, or severe 

comorbidity, deciding how to treat the same surgical problem may be far more complicated. 
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Beyond the initial operation, postoperative care following major surgical procedures 

frequently involves additional interventions, such as feeding tube placement, intubation, or 

re-operation as needed to support recovery and treat complications. In these contexts, major 

operations for surgical diseases may come to appear to individuals with prognosis-limiting, 

nonsurgical illnesses not as isolated interventions, but as part of an end of life characterized 

by one invasive procedure after another.

Typically, when patients agree to proceed with surgery, surgeons assume that patients are 

committed to aggressive treatments in general, including treatment of all the postoperative 

issues that come up.1 This perspective stems from a strong sense of personal responsibility 

for the life of the patient. However, this all-or-none mindset may not allow for older patients 

with pre-existing comorbidity and/or frailty a chance to return to their preoperative state and 

avoid subsequent burdensome treatments if they have a complicated postoperative course or 

when their goals are no longer achievable. For frail older patients with acute, potentially 

reversible surgical problems it is important to reconcile the patient's overall goals of care 

with wishes that patients may have to avoid escalating medical interventions near the end of 

life.

In contexts like these, the perspectives of geriatrics and palliative care can help surgeons, 

patients, and family members to communicate more effectively with each other. The concept 

of a “time-limited trial” represents a widely accepted approach to making decisions about 

invasive treatments—such as prolonged mechanical ventilation, tube feeding, or dialysis—in 

cases where the likely outcomes of such treatments are uncertain. As described by Timothy 

Quill and Robert Holloway, time-limited trials begin with a meeting between the care team, 

the patient, and the patient's family, if appropriate, to: (1) define the patient's acute problem 

and the patient's overall prognosis; (2) clarify the patient's goals and priorities; (3) identify 

objective markers for improvement or deterioration; (4) suggest a time frame, ranging from 

a few days to a month or more, for re-evaluation of the patients' status; and (5) define 

potential actions to take at the end of the trial or during the trial if complications arise.2

For geriatricians and palliative care specialists, time-limited trials are powerful tools that 

help to facilitate value-based, goal-oriented medical decisions that make sense within the 

broader context of a patient's prognosis and their priorities for care. Time-limited trials 

explicitly recognize the possibility that an individual's prognosis and goals of care can 

change over time. By providing a mechanism by which treatment decisions can be re-

evaluated in an iterative fashion using defined criteria for improvement or decline, time-

limited trials offer patients near the end of life an alternative to all-or-none commitments to 

unfamiliar and potentially burdensome and painful interventions. Time-limited trials have 

been used across a range of clinical contexts—including treatment decisions for the 

critically ill,3 post-stroke care,4 and the management of end-stage renal disease5 and chronic 

lung disease6—to tailor difficult care decisions to individual priorities and to highlight 

important considerations that might otherwise be overlooked.

In the context of surgery, time-limited trials can help patients, families, and physicians make 

better decisions as to how surgical diseases should be treated, particularly in cases where 

immediate outcomes are difficult to predict, the burdens of treatment are significant, and the 
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risk of experiencing a complication is high.3 In these situations, surgeons can use a time-

limited trial to place decisions about surgery and postoperative care in the context of the 

patient's larger prognosis and preferences for care,7 with subsequent reconsideration of these 

decisions over time. By building Quill and Holloway's five steps into their initial encounters 

with patients for whom surgery is being considered, surgeons can frame a major operation 

not as a discrete, isolated intervention, but as the beginning of an uncertain process that will 

require iterative re-evaluation (Table 1). As such, time-limited trials can offer patients the 

chance to have a good outcome—if surgery is effective and complications are avoided—but 

also allows them to change course if the burdens of treatment become too great or the 

likelihood of a positive long-term outcome is decreased by the occurrence of a complication. 

For patients near the end of life, time-limited trials can be paired with appropriate palliative 

care consultation to guide the management of distressing symptoms, assist the patient and 

family with goal setting, and prepare them for possible next steps in the event that 

treatments are not effective. In this way, time-limited trials can facilitate the effective use of 

palliative care to provide patients and surgeons with an additional layer of support during 

difficult cases.

By encouraging patients and surgeons to articulate and consider a range of potential positive 

and negative outcomes, time-limited trials can offer benefits for patients and surgeons that 

are both practical and emotional. For surgeons, this will require a major paradigm shift 

about the definition of surgical “success” through recognition that surgical “failure” occurs 

when overly burdensome, non-beneficial therapy is continued, even if the patient is still 

alive.8,9 This is especially important for older patients with life-limiting prognoses who 

often value quality over quantity of life and who may be more likely to forgo life-prolonging 

treatments that could result in functional or cognitive impairments. In these cases, time-

limited trials can help provide a means of acknowledging the limitations of medicine upfront 

and avoiding the sense of personal failure that surgeons often experience when patients 

cannot be saved.

Such changes could be encouraged by promoting the collection and reporting of data on 

surgical quality-of-care for frail older adults that de-emphasizes comparisons based on 30-

day mortality and instead rewards high-quality palliative care and patient engagement. A 

reporting system designed specifically for palliative surgery that measures how well surgical 

treatment represents purposeful care that is actually valued and desired by the patient and 

family could allow for variability in patient preferences and account for the change in 

individuals' priorities for care over time.10

In our practice, we have found time-limited trials to offer a useful, flexible approach to 

thinking through challenges inherent in surgical decision-making for older adults with 

limited prognoses. We have also found them to carry their own complexities; they require 

both a willingness to question traditional models of surgical decision-making and the 

collaboration of health professionals who may approach choices about surgery from 

markedly different perspectives.11 Ultimately, addressing these challenges and working to 

integrate the perspectives of geriatrics and palliative care into surgical decision-making for 

older patients represent important steps towards improving surgical care for adults with 

limited prognoses. By bringing these two perspectives together, time limited trials hold 
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potential not only to help surgeons, patients, and families to make better decisions as to 

which interventions to pursue and which to forego; further still, they offer a practical means 

of making it clear that decisions about an individual's care, no matter the context, are not 

foregone conclusions but rather choices for informed patients and their families to make at 

every stage of life.
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Table 1

Application of the time-limited trial model to a family discussion regarding care for a frail 85-year-old man 

with a high-grade small bowel obstruction.

Communication goal What we would say

1. Define acute problem and overall prognosis; define options 
for treatment of the acute problem. Characterize potential 
benefits and risks of treatment options.

You have a bowel obstruction and we need to discuss the best way to care 
for you.

We have a choice between operating on your bowels or focusing primarily 
on your comfort.

We can operate on your bowel obstruction and you might be able to get 
back to your life at the nursing home where you could live for several 
months or maybe even a year or two.

Based on your age and because you are quite frail, there is a high potential 
for complications. For example, the bowel could leak after surgery, or you 
could develop an abdominal infection; if one of these complications occurs, 
you would need to go back to the operating room for another surgery or 
need invasive treatments in ICU.

If your wishes are to avoid surgery, we can focus our efforts on helping you 
be comfortable and allow nature to take its course.

2. Clarify expectations for surgery and recovery; reconcile goals 
and treatment options.

From your perspective, what is the best outcome that we could have for you 
in this situation?

What do you think about that outcome?

3. Identify objective markers for improvement or deterioration 
with the selected course of treatment.

If you decide to go ahead with surgery, we are going to be following your 
recovery closely to look for signs that you are getting better.

If you are able to eat, breathe comfortably and have less pain after surgery 
that will indicate to us that you are getting better.

4. Identify a time at which the initial treatment choice can be re-
evaluated.

If you are still unable to eat one week after surgery, or if you are struggling 
to breathe and are very uncomfortable we should sit down and talk about all 
our options at that point.

5. Define potential actions during the trial and ask for initial 
preferences regarding subsequent treatments.

If you were to develop a leak or get an abdominal infection after surgery, 
you could become much sicker very quickly and a second surgery would be 
needed.

How would you feel about having more surgery or needing a breathing tube 
or other treatments in the ICU?
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