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Understanding advance directives as a component of advance care planning 

Walsh (2020) presents an argument against what she calls the received view of advance 

directives in the philosophical literature, suggesting instead a view that she believes is supported by 

“real clinical practice.” However, the argument she presents has radically disruptive implications for 

clinical practice and is greatly at odds with current expert clinical recommendations. For example, 

Walsh argues for more stringent regulation of advance directives, and goes so far as to suggest that 

websites that facilitate advance directive completion should be banned. Yet clinicians have argued 

that onerous legal requirements for advance directives have adverse consequences, particularly for 

vulnerable patients without access to the legal consultation that Walsh treats as essential (Castillo et 

al. 2011; Rolnick, Asch, and Halpern 2017), and have designed large-scale clinical trials to validate 

the efficacy of advance directive completion websites in diverse populations (Sudore et al. 2018). 

Walsh also extends her argument in passing to object to advance directives that designate surrogates 

or powers-of-attorney to decide on patients’ behalf, where expert clinical groups have advocated for 

such documents as essential components of patients’ care plans (Nuffield Council on Bioethics 

2009; Institute of Medicine 2015). While Walsh presents her position as a defense of clinical 

common sense, there is a chasm between her proposals and clinical best practices (as well as the 

clinical practice of the second author of this commentary). 

What accounts for the divergence between Walsh’s skepticism about advance directives and 

the importance placed on advance directives by clinicians? One problem appears to be Walsh’s 

antiquated and narrow conception of the role of advance directives in clinical decision-making. 
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Crucially, Walsh does not address the broader concept of advance care planning, of which advance 

directives are in most cases a critical component (Sudore et al. 2017). Advance care planning, 

understood as a process, has well-established clinical benefits for patients and families, including: 

improved communication between family members and clinicians, increased patient and family 

satisfaction, reduced family member stress and anxiety, and increased use of hospice care (Teno et 

al. 2007; Silveira et al. 2010; Detering et al. 2010). It is unfortunate that Walsh does not engage with 

this clinical literature. 

Several of Walsh’s arguments echo well-known limitations of advance directives in medical 

decision-making. It can be difficult to prognosticate a patient’s course and make advance decisions 

for predicted clinical states, and directives that refer too narrowly to specific treatments can fail to 

leave room for interpretation or to offer guidance about decisions beyond those envisioned. 

However, clinicians caring for patients with dementia have responded not by discounting the moral 

weight of advance directives or advocating legal barriers to advance directive completion. Rather, 

clinicians have adopted a conception of advance care planning focused on better understanding 

patients’ values and goals of care, to safeguard autonomy and ensure that patients’ wishes are 

respected in the event that they are unable to make their own care decisions. The goal of such 

planning is not to rigidly specify care decisions in advance, without regard for how patients’ 

preferences may be changed in the course of illness. Instead, clinicians have argued for a more 

inclusive conception that prepares for flexibility and shared decision-making, providing patients with 

the opportunity to explore their personal values and discuss their thoughts about future care with 

others (Sudore et al. 2017). 

Within this broader conception of advance care planning, advance directives are not seen as 

a goal or endpoint of planning—some patients may undergo planning without completing an 



advance directive, and unfortunately many patients who have advance directives have not done 

effective planning. Still, advance directives continue to serve several important purposes in advance 

care planning. First, these documents are tools to begin important discussions about end-of-life care, 

related goals and values, and, if desired, medical orders on particular treatment interventions. Second 

(though perhaps first in importance for patients with dementia), advance directives are used to 

identify surrogates capable of making decisions for the patient according to his or her values. Here it 

is not sufficient to merely designate a surrogate, as in Walsh’s case of Mr. White. The designation of 

a surrogate must be supplemented by conversations preparing the surrogate for the important role 

of decision-making on behalf of the patient in light of the patient’s values (which for most patients 

will include regard for the patient’s current well-being). Patients who have not identified a surrogate 

decision-maker, or have ill-prepared surrogates (as in Mr. White’s case), are more likely to be 

subjected to unnecessary interventions that are burdensome and inconsistent with their goals of 

care. Parenthetically, it is curious that one of Walsh’s cases involves the insertion of a feeding tube 

contrary to a patient’s advance directive, as tube feeding is associated with medical complications 

including pressure ulcers, often necessitates the use of physical or chemical restraints, has not been 

shown to promote survival or quality of life in dementia, and is considered a marker of low-quality 

dementia care (Mitchell 2015). Finally, advance directives confer appropriate legal authority to 

selected surrogates to make decisions on patients’ behalf when patients lose capacity, as all patients 

with dementia should prepare for the likelihood that they will lose decisional capacity in the course 

of illness. Without an authorized decision-maker, a court-appointed conservator or deputy (who may 

not know anything about a patient’s values or wishes) may be charged with making decisions for 

incapacitated patients; or family members may need to petition the court in order to make these 

decisions on behalf of patients, a costly and burdensome process that may do little to promote the 

patient’s interests or autonomy. 



The overall aim of advance care planning is to prepare patients, caregivers, and clinicians to 

navigate complex treatment decisions when patients are unable to do so themselves, while also 

ensuring that they have an adequate understanding of the values and goals that guide decision-

making. While the goals of advance care planning have shifted with recognition of the limitations of 

advance directives, such directives remain important to appropriate end-of-life decision-making and 

advance care planning. 

Funding: This work was supported by the National Institutes of Health, National Institute on 

Aging (R01AG058817) and National Institute on Mental Health (R01MH114860). The content is 

solely the responsibility of the authors and does not necessarily represent the official views of the 

National Institutes of Health. 



References: 

Castillo, L.S., B.A. Williams, S.M. Hooper, C.P. Sabatino, L.A. Weithorn, and R.L. Sudore. 2011. 

Lost in translation: the unintended consequences of advance directive law on clinical care. Annals of 

Internal Medicine 154(2): 121–8. doi: 10.7326/0003-4819-154-2-201101180-00012 

Detering, K.M., A.D. Hancock, M.C. Reade, and W. Silvester. 2010. The impact of advance care 

planning on end of life care in elderly patients: Randomised controlled trial. BMJ 340(7751): 1345. 

doi: 10.1136/bmj.c1345 

Institute of Medicine. 2015. Dying in America: Improving Quality and Honoring Individual Preferences Near 

The End of Life. Washington, DC: The National Academies Press. 

Mitchell, S.L. 2015. Advanced Dementia. New England Journal of Medicine 372(26): 2533–40. doi: 

10.1056/NEJMcp1412652 

Nuffield Council on Bioethics. 2009. Dementia: ethical issues. London: Nuffield Council on Bioethics. 

https://www.nuffieldbioethics.org/publications/dementia 

Rolnick, J.A., D.A. Asch, and S.D. Halpern. 2017. Delegalizing Advance Directives — Facilitating 

Advance Care Planning. New England Journal of Medicine 376(22): 2105–2107. doi: 

10.1056/NEJMp1700502 

Silveira, M.J., S.Y.H. Kim, and K.M. Langa. 2010. Advance directives and outcomes of surrogate 

decision making before death. New England Journal of Medicine 362(13): 1211–8. doi: 

10.1056/NEJMsa0907901 

Sudore, R.L., D. Schillinger, M.T. Katen, Y. Shi, W.J. Boscardin, S. Osua, and D.E Barnes. 2018. 

Engaging Diverse English- and Spanish-Speaking Older Adults in Advance Care Planning: The 

https://www.nuffieldbioethics.org/publications/dementia


PREPARE Randomized Clinical Trial. JAMA Internal Medicine 178(12): 1616–25. doi: 

10.1001/jamainternmed.2018.4657 

Sudore, R.L., H.D. Lum, J.J. You, L.C. Hanson, D.E. Meier, S.Z. Pantilat, … D. K. Heyland. 2017. 

Defining Advance Care Planning for Adults: A Consensus Definition From a Multidisciplinary 

Delphi Panel. Journal of Pain and Symptom Management 53(5): 821-32.e1. doi: 

10.1016/j.jpainsymman.2016.12.331 

Teno, J.M., A. Gruneir, Z. Schwartz, A. Nanda, and T. Wetle. 2007. Association between advance 

directives and quality of end-of-life care: A national study. Journal of the American Geriatrics Society 

55(2): 189–94. doi: 10.1111/j.1532-5415.2007.01045.x 


