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ensure that best interests meetings are
held and that family members are
involved properly in the process. 

It must be stressed that families
cannot make the decisions, but they
must be consulted about what the
patient’s views would have been. 
They should not be asked what their own
views are, as these are not relevant.

To save time and effort any best
interests meeting should consider:
•Any specific decision needed 
at the time
•Policies for likely or potential
situations requiring
— Immediate decisions - e.g. cardiac
arrest, other collapses
— Urgent decisions – e.g. transfer to
ITU, further operations
— Less urgent decisions – e.g. insertion
of a feeding tube
• In the later stages, policies on 
life-prolonging treatment

A suggested format fordocumenting
a best interests meeting is shown in
table 3, below, and the GP could give

decision needs to be made at a time. 
In reality decisions are being made
constantly. Many are too trivial to
warrant discussion (e.g. to turn the
patient in bed or to clean the patient’s
face) but there are also more
significant decisions currently usually
made without discussion, such as
initiating nasogastric feeding,
undertaking a tracheostomy and
inserting a percutaneous endoscopic
gastrostomy tube. 

Moreover, decisions are made about
acute treatments such as treating
hydrocephalus or infections late after
the injury also often without formal
consideration of the patient’s best
interests – would the patient have
wanted the intervention?

The GP has two vital roles in the best
interests process. Often the GP may
have information about the patient’s
views on healthcare, medical
treatments and what he or she might
want in the situation. Second, the GP
can inform and support families to

deputy or has been given power of
attorney in relation to healthcare
matters. Nevertheless family members
can, and should, be asked to give
information about the person’s wishes,
life choices etc as part of the best
interests decision-making process, 
and they should be involved in best
interests meetings 
•Family members need support –
information, practical help, and
emotional support – and this need may
continue for many months or years
•Given that these patients do not
have the mental capacity to
participate in decision making, it is
essential to use the best interests
decision-making process outlined in
the Mental Capacity Act 2005. 

There is good evidence that currently
this process is used rarely, and that it is
not followed even when attempts are
made to consider best interests.6

The Act and its associated
guidance7 appears to be based on the
assumption that only one specific »

Table 3

Key components of a best interests meeting for people in a prolonged state of unconsciousness

Patient
Question(s) or situation(s) being considered

Mental capacity

Advance decision to refuse treatment (ADRT)
Can someone else decide?

Process details
People present
People also consulted
Should an Independent Mental Capacity 
Advocate (IMCA) be present?

Person’s views

Person’s values and beliefs

Options considered
Decision made, and why

Decision maker

 
    

Give full name, address, and NHS no.
In reality it is best to consider a range of issues:
•Any immediate options/decisions
•Policy for likely or potential situations needing
– Immediate decision - e.g. cardiac arrest
– Urgent decision – e.g. transfer to ITU, further operation
– Less urgent decision – e.g. insertion of feeding tube
•Life-prolonging treatment (once the state is permanent) 
Confirm that (a) the person does not have the capacity to make the decision and 
(b) it is not possible to delay action until capacity is regained. State where the assessment
is documented
Is there a valid ADRT for any question? If so, why is it not being followed?
Is there an attorney or court-appointed deputy with powers over welfare decisions able to
make the decision? If so, they become the decision maker
Place meeting held, date, chairperson (and decision maker if different)
Name, role/relationship of each person
Name, role/relationship of each other person contributing
If a person does not have any friend or relative to advocate for them (or there are doubts
about their ability to advocate appropriately) and if the decision concerns a:
•Major medical intervention or
•Transfer to a nursing home for longer than eight weeks or a hospital for 
more than four weeks or
•Safeguarding concern

then an IMCA must be appointed and involved
What are, or might be, the views of the person? Consider (a) existing stated or implied views
(b) previously stated or implied views. Facilitate their participation as far as possible
What was the person’s overall set of values and beliefs? What other factors might they
have considered in relation to this decision?
Give a brief summary of options considered for each situation 
Specify the choice(s) made and confirm that this decision:
• Is concordant with known or suggested views and values of the patient
• Is the least restrictive option available
•Maximises the risk/benefit ratio
Give name, role/relationship, contact details


