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Rain lashed against the windscreen and winds buffeted the sides of the vehicle as myself and the 

GP trainee I was attached to that day pulled up outside Mr J’s bungalow, situated where the suburbs 

petered out into the open fields of the surrounding countryside. Mr J had returned home from 

hospital only a few weeks prior, after a two month stay that evolved after investigation of a potentially 

malignant lung lesion on a medical ward became complicated by infection and increased frailty, and 

concerns about care provision delayed discharge. Mr J became very depressed during his hospital 

stay. This has settled since his return home, with Mr J explaining that it was his sense of loneliness 

and lack of autonomy in hospital that he felt had caused the deterioration in his mental health. 

 

Mr J had called the surgery that morning, as Storm Eunice had begun to unfurl, reporting increased 

shortness of breath and chest discomfort. Whilst on the phone, Mr J experienced an episode of 

these symptoms whilst at rest, raising sufficient concern for the GP trainee taking the call to request 

an urgent paramedic visit.  

 

The ECG undertaken by the paramedics supported a likely differential of unstable angina, with 

potential crescendo angina. The GP trainee explained the management from here, given his high 

risk for an adverse cardiovascular effect - booking him in with urgency for an angiography which 

would likely lead to a PCI. He noted that this could extend his life several years, and without it, 

decline and death was likely to be imminent. Back on the phone to Mr J, the GP advised him of 

these proposed next steps and sought his consent. Mr J, breathing normally again now, point-blank 

refused admission. A quick discussion with the GP supervisor established the next step of a same-

day home visit to continue this significant discussion and to assess capacity. 

 

An hour after this phone call and we were sitting at Mr J’s feet in his dimly lit sitting room. Wrapped 

in a tartan blanket, he was frail, cachexic, and tearful at even the prospect of returning to hospital, 

yet consistent in his view that he did not want to be admitted for the suggested management, and 

resolutely meeting all the requirements for capacity. In the car heading back to the practice, having 

established that Mr J would stay at home, starting on anti-anginal medication, I could see the 

empathy and struggle in the GP trainee’s eyes as he expressed his sadness and discomfort that Mr 

J was refusing potentially life-saving treatment. 

 

It was fascinating and humbling to see in reality the tension between promoting autonomy and views 

on a patient’s best interests; to witness the conflict between the roles of the doctor as ‘healer’ and 

‘advocate’. The competent patient’s right to refuse treatment, and the doctor’s responsibility to 

respect this and not seek to pressure the patient to accept their advice, are enshrined in the Mental 

Capacity Act (2005) and GMC guidance (2020). These are respected tenets of primary care 

practice, ones which I have been taught on and witnessed in my medical studies thus far. However, 

less is said about the practicalities of dealing with this, including the emotional impact on the 

clinician, who may feel distressed, uncomfortable, or even angered when a patient does not follow 

their recommendations (Citrin et al. 2012). Death and dying remain socially taboo subjects (Bellamy 

et al. 2020) and discussing with patients the ramifications of not accepting life-saving treatment may 

cause anxiety. Furthermore, the refusal of treatment may have challenges for identity as a doctor - 



clinicians trained within the paradigm of the NHS as a ‘disease detection and treatment service’ 

(Montgomery et al. 2017) may feel ill-equipped to deal with situations that fall outside of this remit. 

This was an excellent opportunity to reflect on the navigation of the ethical considerations and 

emotional experiences entrenched in doctor-patient interactions as I begin my own identity journey 

into ‘being a doctor’. 

 

Another reflective takeaway from this encounter was the role of visiting Mr J at home. Once a central 

tenet of general practice, the 2019 Local Medical Committee meeting passed a motion to remove the 

“anachronism” of home visits from core contractual activities. Increased pressure on services in 

addition to the impact of the Covid-19 pandemic has made home visits, at least anecdotally, an 

increasing rarity. I wondered about how having this conversation face-to-face with Mr J, in the home 

he had lived in with his partner for years, surrounded by the memorabilia of a seven-and-a-half 

decade life, may have promoted his autonomy, his ability to consider and express with confidence 

his views about his life and wishes for the future (e.g. Vaartio‐ Rajalin and Fagerström, 2019). I 

consider how this may compare with a patient coming into a doctor’s space in the clinic consulting 

room, with its associated context, expectations, and ‘rules’. It also may have helped the GP trainee, 

and myself, to recognise Mr J as a whole person, beyond a set of symptoms or a life expectancy, 

and thus to have a deeper, personal acceptance and peace with his decision to refuse potentially 

life-saving intervention. Home visits are a time-costly aspect of general practice, but can serve as 

reminders of the rich contextual background behind every presentation, and led me to reflect how I 

could bring this appreciation into my clinic room encounters, and to seek the promotion of patient 

ability to express their views, values and preferences in clinical contexts. 

 

Leaving, I turned to the once-again composed Mr J - “stay safe - hopefully this storm dies down 

soon!” Gazing out into the wind-whipped rows of trees stretching back across the fields from his 

backyard, he smiled. “Quite the opposite, I love watching a storm – makes me feel alive”. A pithy 

summary of what meaning and quality of life can be to a patient, and a scene that will stay with me. 
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