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Introduction and Background
Most people want to make their own decisions about their life 
in general and of course also about their medical treatment and 
end-of-life care. Many elderly people prefer shared decision-
making and the participation of their relatives when important 
decisions about their health and medical treatment options have 
to be made [1]. In contrast many elderlies unfortunately experi-
ence that they are not included in decision-making [2]. Many 
elderly people experience a lack of participation in decision-
making concerning their daily life and medical treatment. This 
can for example lead to both everyday ethical challenges and to 
ethical challenges connected to medical treatment and end-of-
life decisions [2]. According to the World Health Organization 
(WHO) “one in two people are ageist against older people” 
[3]. The WHO states that “age is often used to categorize and 
divide people in ways that lead to harm, disadvantage and in-
justice and erode solidarity across generations [3]. Ageism is 
usually defined as discrimination, stereotypes and prejudice of 
people based on age and affects often elderly and old people 
[3]. Ageism is a threat to older people’s well-being and needs 
to be addressed in the whole society and in healthcare [4]. Age-
ism should always be kept in mind and avoided in healthcare 
and especially in geriatrics.

Case Report
The following case study describes a series of hospital admis-
sions and the treatment of an 88-year-old woman who was pre-
viously healthy and independent all her life despite of a past 
medical history of hypertension, gonarthrosis and cataract. Her 
husband had died nine months before her first hospital admis-
sion in August 2021 after she had cared for him for more many 
years in their own home. A list of the diagnoses that were found 
during the series of hospital admissions starting in August 2021 
is shown in Table 1. 

First Hospital admission August 2021: In August 2021 an 
88-year-old previously healthy female patient was admitted to 

a medical department of a local hospital because of dyspnoea, 
high blood pressure, heart insufficiency and acute decline of her 
general condition on a Friday directly after a visit to a special-
ist in cardiology. The patient had been sent to the cardiologist 
by her general practitioner because of dyspnoea und oedema of 
both legs. After arrival in the hospital a chest x-ray was taken, 
and pleural effusion diagnosed. The patient received therapy 
with diuretics and medication for her high blood pressure dur-
ing the hospital stay. She was discharged on Monday directly 
after the weekend without any further investigation what the 
cause of her acute heart insufficiency could have been. The pa-
tient and the relatives did not get relevant information about 
the cause of the disease or its further treatment. The patient was 
sent back home with the recommendation to be treated further 
by her general practitioner. 

Second hospital admission September 2021: A few weeks af-
ter the initial admission with her first-time acute heart insuf-
ficiency the patient had to be readmitted to the hospital due to 
dyspnoea and high blood pressure. More extensive diagnos-
tics were only started because of the patients and the families 
demand to find the cause of the underlying disease with new 
and severe symptoms over the last weeks. Until August 2021 
the 88-year-old lady had led an independent life without dys-
pnoea. She had been able to care for herself and to prepare 
her meals on her own without any help. The patient’s ejection 
fraction was found to be 33-35% and she had again pleural 
effusion. During the hospital stay a coronary angiography was 
performed and a stent inserted in the left main coronary arteria 
(LAD). The patient was set on medication with anticoagulants, 
a beta-blocker, and intensive diuretic treatment with sacubi-
tiril/valsartan, torasemide and spironolactone. 

After discharge from the hospital in the end of September the 
patient felt very weak, had still mild oedema of the legs, felt 
often dizzy and had to get up several times every night to go 
to the bathroom. Her son took the patient to his family home 
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in a town far away from the patients’ home to visit them and 
to support the patient during her recovery after the hospital ad-
missions. 

Third hospital admission November 2021: During the stay at 
her sons home the patient became acutely ill again with declin-
ing general condition and confusion. She was admitted to the 
local regional hospital due to a suspected infection and trouble 
with urinating. In the hospital a life-threatening condition with 
pneumonia, urinary tract infection and acute kidney failure was 
diagnosed and treated. The intensive medical treatment of the 
patient’s heart insufficiency was suspected to be a cause of the 
acute renal failure. Within the next week the patient recovered 
in part and a decision was made to transfer the patient to a ge-
riatric department for geriatric rehabilitation. 

Transfer to geriatric rehabilitation (in-hospital) November 
2021: The patient’s recovery was very slow and complicated 
by a gastrointestinal bleeding with the need for blood transfu-
sion. A gastroscopy revealed a bleeding in the duodenum and a 
treatment with high dose pantoprazole was started. In addition, 
a radiotherapy for her painful gonarthrosis was performed. Ge-
riatric testing included different tests including a Mini Mental 
State examination (MMSE) of 25/30 and mild impaired mobil-
ity and ability to care for herself. Although the patient and her 
son asked to extend the in-hospital geriatric rehabilitation the 
patient was discharged after 3 weeks (which is the usual length 
of a geriatric in-hospital rehabilitation). They were informed 
that an extension of the in-hospital treatment was not possible 
despite of the complicated medical condition with acute renal 
failure, heart insufficiency and gastrointestinal bleeding. 

Geriatric outpatient treatment December 2021: As there was no 
option to extend the in-hospital geriatric rehabilitation the pa-
tient was discharged to a short-term place in a nursing-home in 
combination with a geriatric outpatient treatment in a geriatric 
day-care facility connected to the geriatric department. Unfor-
tunately, the training with physiotherapists and other therapies 
were not as frequent as during the in-hospital geriatric treat-
ment. That hampered the further rehabilitation of the patient. 
During this period the patients heart insufficiency and general 
condition got worse again and the patient should be admitted 
again to treatment in the in-hospital geriatric department. 

Fourth hospital admission in December 2021: As the trust in 
the geriatric team was disturbed by the early discharge and 
lack of appropriate rehabilitation in the geriatric out-patient 
department the patient and her son preferred an admission to 

the cardiology ward of another hospital where the patient had 
been before. During this hospital treatment the patients heart 
insufficiency and chronic diminished renal function could be 
stabilized. The patients condition became better with less dys-
pnoea and less pleural effusion and a better overall physical 
function and ADL. The diuretic and antihypertensive therapy 
was reduced and less aggressive than before the hospital ad-
mission in November 2021. 

Table 2 provides an overview over the patient’s hospital ad-
missions, length of hospital treatment, main problems and 
comments. 

After discharge from the department of cardiology in January 
2022 the patients lived a short period in the short-term ward of 
a nursing-home before she returned home by ambulance.

Back home again January 2022:  After coming home again the 
patient received care by her general practitioner and a mobile 
nurse attending once or twice ca day. In the course of the next 
months the patient regained her ability to care for herself and 
got nurse visits only once a day. 

Long-term outcome and status in October 2023:  One and a half 
years later the patient is still living in her flat with minimal help 
from a mobile nurse visiting her once a day. Taking her age and 
her medical history into account the patients’ health is at pres-
ent quite stable and she has a very good self-reported quality of 
life. She has been a professional tailor before and is now able 
fill her day with tailoring cloth, learning languages (Spanish 
and English) and loves to listen to classical music. She enjoys 
visits of her children and grandchildren. To be prepared for the 
future she has gone through her advance care planning and has 
assigned two of her four children as surrogate decision-makers. 
So far, she still continues to make her own decisions but still 
prefers shared decision-making with inclusion of her family. 

Reflections on the treatment course: During the series of hos-
pital admissions, the patient and her family experienced age-
ism in a number of situations. During the first admission the 
patient did not receive appropriate diagnostic and treatment for 
the underlying condition. Diagnostic and therapy of her severe 
coronary stenosis was first performed after pressure from the 
family. Often the patient was not included or addressed in talk-
ing with the physician in the hospitals. Most physicians turned 
to the relatives when talking about decision-making although 
the patient was participating in the meetings. The patients wish 
to be hospitalized and treated until her rehabilitation would 

•                 Hypertension 
•                 Cataract
•                 Gonarthrosis (both sides)
•                 Heart insufficiency
•                 Atrial fibrillation
•                 First time cardiac decompensation with acute hear insufficiency in August 2021
•                 Coronary heart disease with high-grade LAD stenosis
•                 Percutaneous coronary intervention and LAD stent in September 2021
•                 Pleurocentesis and drainage of pleural effusion in September 2021
•                 Ischemic cardiomyopathy with a left-ventricular ejection fraction of 30-35%
•                 Acute renal failure connected to intensive diuretic and antihypertensive therapy in November 2021

Table 1: List of diagnoses of the patient.
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Type of medical department Length of stay in days Main problem / comments

Internal Medicine 4 First time acute heart insufficiency with pleu-
ral effusion
No further diagnostic started
Early discharge from the hospital

Internal Medicine 15 Acute kidney failure
Chronic heart insufficiency
Coronary heart disease with PCI and stenting
Diagnostic measures were first undertaken af-
ter complaints from the patient and her rela-
tives

Internal Medicine / Gastroenterology 8 Acute kidney failure
Infection

Geriatric rehabilitation (in-hospital) 21 Acute kidney failure
Chronic heart insufficiency
Infection
Ulcera duodeni with bleeding and the need for 
blod transfusion
Gonarthrosis with radiotherapy 
Early discharge from the hospital

Geriatric outpatient day-care unit combined 
with short term care in a nursing home

16 Acute kidney failure
Chronic heart insufficiency
Infection
Ulcera duodeni with bleeding and the need for 
blod transfusion
Gonarthrosis with radiotherapy

Internal Medicine / Cardiology 9 Acute kidney failure
Chronic heart insufficiency

Table 2: Hospital admissions of the patient in 2021.

enable her to live at home again was neglected. the patients 
and relatives’ impression were that the patients aim to be reha-
bilitated to be able to live on her own in her flat was not seen 
as possible or achievable with the existing option with an in-
hospital rehabilitation period of only three weeks and without 
taking the existing complications into account. Both patient 
and the relatives felt that she was discharged as soon as pos-
sible without respecting her aims and wishes for the treatment 
and wishes for her future living situation. Instead of helping 
the patient to reach her aim to be able to move back into her 
own home the advice of most physicians was to seek a place in 
a long-term care facility. That was strictly against the patients’ 
preferences. The present case study shows that this rehabilita-
tion in accordance with the patient’s wishes and preferences 
was possible. Unfortunately, the course of her rehabilitation 
was hampered due to early discharges from hospitals both after 
medical treatment and geriatric rehabilitation. 

Discussion and conclusion
The above shown case study illustrates that ageism is exist-
ing not only in health care in general but also in geriatrics. Al-
though a geriatric department should take care of old patients 
and try to find the best suited treatment and solution for the pa-
tients according to their wishes and preferences the presented 
case highlights that the patient was discharged too early during 
a possible rehabilitation to a short-term ward in a nearby nurs-
ing home. Although the patient had different diseases as heart 

insufficiency, acute renal failure, and a gastrointestinal bleed-
ing during her treatment in the geriatric department the stay 
was not extended and in contrast to the wishes of the patient 
and her relatives who had asked to prolong the stay to enable 
the patient to move home again. Instead, she was transferred to 
a nursing home with additional treatment in a day-care unit of 
the geriatric department. The patient had to live in a nursing-
home with daily transport to the geriatric day care instead of 
a longer stay in the geriatric department of the same hospital. 
During this period with daily care in the geriatric day care her 
health condition declined again.  

This led to a hospital readmission which might have been pre-
ventable by a longer stay during the previous admission. As 
shown by Gupta et al. may a discharge to a post-acute care 
facility indicate a worse prognosis [5]. Furthermore, readmis-
sion after discharge is the primary risk factor for additional 
readmissions and death [6].  Kerminen et al. recommend that 
the patient's functional ability, activities of daily living (ADL) 
need, and mobility problems should be addressed before dis-
charging a patient [7]. In the described case study, the patient 
was still in an ongoing rehabilitation phase working to regain 
her pre-illness activities of daily live ADL-level and mobility. 
This illustrates that it might be better to discharge a geriatric 
patient first when the patient is as stable as possible, and the 
treatment is definitively finished. From an ethical point of view 
the patient’s autonomy must be respected and his wishes and 
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preferences must be heard and addressed [8]. Shared-decision 
making should be a standard when caring for geriatric patients 
[1,2,8]. In contrast to that the patient in the current case study 
and her family felt that their opinion and wishes were not lis-
tened to during the hospital stay in the geriatric department. 
Therefore, the patient and her family decided to be transferred 
to a medical department of another hospital instead of readmis-
sion to the geriatric ward. This underlines that trust is an im-
portant part of the physician-patient-relative relationship and 
shared decision-making. During the last hospital admission in 
the cardiology department the patient decided to be discharged 
to her home by ambulance. She decided that she rather wanted 
to die at home than to continue the hospital treatment. After 
her return home in January 2022, she has not been admitted to 
hospital again and lives since with a very good quality of life. 
She has help from a nurse only once a day and regular follow 
up by her general practitioner and a cardiologist. In summary 
the presented case study has shown some important aspects 
of ageism and lack of shared decision-making in healthcare. 
These include:
1. Ageism as barrier for optimal diagnostics and treat-
ment
2. Lacking respect for patient autonomy and shared de-
cision-making
3. Too early discharge as problem for elderly patients

The associations for palliative geriatrics in Germany, Austria, 
Switzerland and Luxemburg have stated in a current policy pa-
per that the aims for treatment and living of elderly and old 
people have to be discussed with them and that their wishes 
must be respected [8].  Therefore, it is paramount to discuss 
these aims including the patient and relatives’ viewpoints and 
wishes and to engage in shared decision-making. This may 
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