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ABSTRACT
‘v'OBJECTIVE To better understand why phys1c1ans are reluctantfw‘

to 1n1t1ate d1scuss1on about advance dlrectlves 1n the

’vvambulatory care settlng

szphy81c1an s comfort level

DESIGN Th1s is a quantltatlve,‘non experlmental descrlptlve :

tl-study

?.SETTING Four medlcal groups one academlc and three non—~¢fef"

;academlc ambulatory care settlngs in. San Bernardlno County,_“
. Callfornla |
-VPARTICIPANTS A total of 34 phy81c1ans were surveyed 29fofjg;'

.these phys1c1ans completed and returned the survey

‘:'MEASUREMENTS Phy81c1an s perceptlon regardlng what
promlnent barrler obstructs advance dlrectlve dlscuss1ons
“fbetween themselves and thelr patlents The promlnent

,‘barrlers 01ted w1th1n llterature were advance d1rect1ves 1 )

are a rlsk 2 ) are too upsettlng to the patlents, 3 )Vare_‘

- only for the serlously 1ll patlent 4‘) are the pat ent'

tethnlc/moral background 7 ) arelnotucompleted because'of a-

'?flack of knowledge, and 9 ) are not compl ted'because of a.f‘f?

,ﬂthESULTS Phys1c1an s percelve that lac, ofgtlmeﬁisftheyff.;’“*;

}vpredomlnant reason that advance dlrectlve‘g
*‘more frequently 1n the ambulatory care settlng

f:vCONCLUSION Medlcal groups need to develop processes that

f_relleve phy8101ans of as much of the respon81b111ty of thei?;%

;areﬂnot*discussedﬁ -



advénce diréctive process astpossible.' Utiiizing support o
staff to educate patients on the advancevdirective procesén
is one»alternétive to minimizing thevthéician's time. Thé
physicianvcan,then devote the iemaining discussion to
clinical,mattéts‘sucn as the patient's illness and progndsis
issues. | | B | |
Medical  Group management Shdnld'negotiaté and increase
in contract compensation with\managed care healthpians.
Additionally, the medical industry‘shonld'dévelop a billing
code that would reimburse-physicians fnrvcompleting this‘

lengthy process.
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'CHAPTER ONE

Problem Statement

With tOdéy’s advanced technology, healthcare
organizatiOﬁs have thé'abilitybto égteﬁdva life several
years. Hdwever,_the‘majorityvof'physiciéns and patiéﬁts
agree‘that séme»interéntioﬁs are not worth the marginal
gains in life expectancy and Valﬁe‘fhat_theyvoffer. Many
tréatmenﬁ plans»focus on the utilizafioh.éf,fhé latest
technology in>an'effoft £o exténd life, but simﬁly promofe»
suffering and indignity. Dunlap.(1997) reférs to this
pﬂehomena of life quantity Versué life quality as thé
bdrden—to—benefitfratio.

It is estiméted‘that 90%'§f all Americans will die in
a hospitai or skilléd hursihg‘féciiity.: Patients over 65
yearS'of age account‘for 13% ofohis annual'déath rate. Of
‘this figure, it iéfeétiﬁéted thét 30% do not‘have a spouse, -
family.memberforfriena;wﬁo édgld Speak on‘their behalf
Shogld.ﬁhey becbme:inCépéCitated.' Iﬁ fﬁgse cases, the
’-decisioﬁ¥making'is sﬁbseQuentlybleft ﬁp'to'thévhéalth care
‘prévidér. |

  deay; médicél éﬁhics:claims thatideciéions regarding

oﬁe’s‘healthcare should be those that deliver the best



outcoﬁes‘fbf the patient as detéimiﬁed by:thé patient.
A&Vancedirectiveé proﬁidévthé vehiclleof patients»ﬁo
remain in contrbl.Of their héalth care throuéhouﬁ‘their
lifetime.‘ This factor is a main‘reaSon.that adVance
direcfive discﬁséién should be appréachéd prospectively
within the ambulatory care settiné}

Despite an indréased‘awaréness by;physicians of the
imporﬁahce fo preserve patieht‘auﬁoﬁbmy,‘one of the most
difficult issues:faging them ﬁoday is aésisting pétieﬁts
with the process of executing an'advéﬁ§e directive. The
'physidién’s.role'in thisproceés is‘imertant}’foﬁ they can
help the patient design an advanée,difegfive by offering
CritiCal’information‘aboutvtheir parficular_health |
condition; :A diséése—épecifié approéch is optimai versus
the genefic preprinted‘execgtion of fdfmé (Singer,
Robertsdn, énd Roy)‘1996)}1

Althoﬁgh‘patients have the right to plan fheir
treatment in advance, statiétics‘éhow that dnly |
approxiﬁately'IB%vof the patient popula£ion havé taken the
iﬁiﬁiative to e3ecutévan advance direétiVe; Many factors
invoiﬁing both‘the»physician and the patient have

contributed to this low_exécutiOn rate.


http:remain.in

ective execution rate is of concern .=

‘Jand”lslayprobiémythatﬁneedsdtoibeﬁaeressedQdedkf@fpan549:"h

'"uadVance7directive&can%resu1t.in

upon a patlent who may_have elect d to refuse care had they

been glven the opportunlty to dj o whlle competent o

*1[Unde51red treatment'could result nldecreased'patlen; }1hff”'°

hfsatisfactionVandfmed‘ca» outcomesia sdwell*as'an;increaSeffh

ff?ln expendltures and the‘burden to‘beneflt ratlo

The Patlent Self Determlnatlon Act (l99l)’mandatesh

anasiVe-carefbeing;imeSed’(.”\'

_that each patlent be educated,on'advance dlrectlves uponbpaﬂfl e

”fadmiSSioniinto anfajcute*careiw

']a step 1n the rlght dlrectlon,lan 1ncreased number of

'dm:nltermlnally 1ll patlents are belng:treated in. the ambulatory

*gcare settlng ngher ambulatory care aculty has 1ncreased

'*:the probablllty of patlents becomlng 1ncompetent prlor to

fan‘acute“admi851on;"ThlsfhasiforCed many‘med1Cal“

ac1l1ty Whllefthlsglawvwasf‘vda '

'f:organlzatlons to expand on the Patlent Self Determlnatlon !s;f?“>~t

fyAct by examlnlng the value of‘extendlng 1ts requlrements of

© education to :thefamb‘u,'la_to.r‘y..car.v-

”fuThere'isfliteraturd sandtdata1¢911é¢téd]ﬂﬁﬁ~}:7'a

"'pertalnlng to advance dlrectlve jﬁ[the,ambulatofy”carej'ﬁf‘»'“f

J.,Sett}ngg‘ Subsequently a rev1ew'of thls 1nformatlon haS‘}:"




identified several thsician‘barrieré contribﬁting to the
advance diréctivés discussion process. .

Arenson, Vovielii, Chambers and Perkel k1996) predict,
“physicians can expect to be faced with‘incfeasing pressure'
from patients, go?ernmént, insurénce companies and
hospitals to implement widespread use of advance
directiveé” (p.68). Therefore, research conducted within
the ambuiatory care setting should be expanded ﬁpon.

Problem Background

Autonomy is the bases for a pafientfs involvement in
the directing bf their héalthcare. This fundamental comes
from an ethical principle of respect.for people (Dubler,
1991). Autonomy has also been:referred tb as “self-
determination” which is an accepted philosophy and legal
view of Western society. |

The principle of a patient’s autonomy is upheld by two
legally accepted_ﬁnited States doctrines. First, the
United States Declaration Of.Independence which states that
all individuals héve the right to “life, liberty and
pursuit of happiness” (Office of the Federal Registrar
National Archives and Records Administration, 1997/1998,
p.1). Secqnd (1891), the Unitéd Stafes Supreme Court

stated, “No right is held more sacred or is more carefully



guafded byvthé common léw than the right of every
individuai to the possessibnvahd contrOl_of‘his own person,
.frée from all réstrainﬁs,or.interférence by others, uniess
by clear aﬁd'unquéééionable authority” (Raffin, 1991).
Théfefofé, patientskwho‘make aﬁﬁoﬁoﬁous decisions ébout‘
their healthéaré, exercisé a‘civil right, the foundation of
Which was established well over a cehtury ago.

Legally, advance directives are provisions for dying
patients to refuse medical treatmeﬁt. However brior to
-1970, this behévior wés considered unreasonable medical
pﬁactice. vPhysiqian's felt that they were violating their
oathkto praqtice medicine, as'weil as placing themselves at
risk should fhey not perform their medical duty utilizing
the most current knowledge‘ahd resources.

In 1973, the American Hospital Associatioh introdﬁced
the Patient’s‘Bill of Rights,‘which includes the right to
“self detérmination”.‘ Since that time,imany healthCaré
organizations'have éttempted to establish,theSe'rights as a
\philbsophical coﬁponeht of healthéére.‘ quay)‘conditions
for patiegﬁ‘rights are commonly written in cohtracts and
posted within healthcare facilities (Flarey, D.L., 1991).

The first of éeveral‘higﬁ»profile casesinvoivingv

legal and‘ethical,chsiderations of the “right to die”.



received overwhelming publicity‘in 1976,“:Karen Ahn Quinlan
was comatose and_recei?ihg mechanical‘vehtilation with
little chance’of recovery.from a persisteht vegetative
state. Her parents fought for the rlght to remove her from
mechanical ventlletronrv The legal battle ‘was lengthy but
eventueily the'Qoihlahé won.

Slmllarly in 1990 Nancy Crozan’e parents went to the
Supreme Court to have their incapacitated dauohter removed
from_continuous artifioial'nutrition and hydration. The
Cruzans lost for there Qas 1eck‘ofyproof‘that their
vdaughter,had authorrzed the termihation of‘treatment prior
to her regetetive State.

In both cases had an advancevdireotiVe been executed
‘prior‘to inoapacitatioh; neither‘situation would haﬁe‘been
forced’intofthe legal system.for reeolution. Although a
right of each'Aﬁerioan, the fact is that advance directives
were uncommonly known about until the media coverage of the
Cruzan case.

Almost,simultaneous to the iegalvbattle of the
. Cruzan’s, a pill. known as the éetient.Self—Determination
Act (PSDA) was introduced into the United States Senate by‘
‘Senator John Danforth‘(R—MO). “The bill was a major

)

breakthrough in the attempt to transcribe into law a



¢

patient’s rignts for self?determination in‘nealthcare”’
(Fiafey,'DQ,‘1991, p§20); Approved in 1990‘andfeffective
December 1, 1991(Vthe intent_ofitnevBillvwasdtojincrease an
awareness . of advance directiveSlthrough tne edncation |
process (Appendi%>A - Tne Patient-SelffDetermination Act) .
_Ultimately, it was hoped that increasingiedncation.of tne*
‘subject would improve the advance directive execution rate.
, Improved efforts to educate patients regarding their ”
adVance directives'rignts“and options haS‘been underway for
nearly a decadei(AppendiX B - Advance Directive Gloseary)
Y_Unbelievabiy} this effort has ﬁade little impact on the
number‘ofipatients who have‘an_egecuted advance directive.
' Literature‘says that‘researcners'believe theflow.executionv
rate‘can-be attributed to»thelenvironment in whichethe‘PSDAi
mandates‘the eduCation be_compieted: hospitals; skilled
nursingfaciiities, manageddcare healtn_plans (HMOs) ,
nospice,.and home health agencies.>Whiiebthe PSDA requires
_ edncation intervention:dnring anvacute health. care event,
' literatnre‘suggests tnat patienta'may actually,be\morevl
receptive to tnese important discussions if‘presented to
~them at a regular scheduled physician appointment’(Mezey,b

Bottrell, & Ramsey, 1996).



Whileithe ?SDA does not‘directly require ambulatory
care settings to comply With the education requirement the
"Health Care'Financing Association (HCFA)_requireS'managed
care'healthbplans to,aeseas wnether the status of a
patient's'advance‘directive has been addtessed during
routine office appointments |

Recently, HCFA has gone one step further delineating
additional benefic1ary patient right requirements within
the Balance. Budget Act As of Januaryvl 2000 it 1is
required that advance directive documentation be a
condition within all ambulatory-care managed care (senior)
contracts. - Specifically, the Balanced Budget Act says that‘
all medical groups_will incorpcrate'intc-their processes
the education‘of all physicians tegarding the,tequirement
‘to document advance directive patient education information
in a prcminent place in theit medical'record. ’Thie
dccumentation isetO'occur whether a patient has executed an

'advance'directivevcr not (Balance Budget‘Act, 1999).

Statement“cf Purpoee‘c

This study has provided additional information for
»management and administratorsecfmedical groups.
Collecting data regardingia physician’s perception.of‘

‘advance directive barriers was relevant based on legal,



';ethlcal*and‘monetary’feaSOnsf:fOrganliatEOns‘ShOuldfutiliZef

o such data to restructure thelr current processes to 1mprovejﬂ~“‘

““ltheir.patient education rates Ultlmately, rncrea51ng '
t’educatlon rates w1ll promote patlent autonomy, satisfactlonif -
'Jand medlcal outcomes as well ‘as preventlng unde31red care

,‘whlchfmay;result‘;n add;tlonalrcost;'“

‘fpproblémTSlgﬁifiéaﬁéé~f~?j
 rirst and foremost, dvnedtv of "ethieai‘ |
slgnlflcance Aé the advance dlrectlve is the preferred
73hmechanlsm for aésisﬁiﬁg bhfSlc1ans w1th end‘of“lrte‘rfl?l
;dec1slons,'the lom advance drrectlue”rate 1s a s1gn1f1cant.f‘
lfrssue Although the concept 1s not perfect _1t 1s the onlyd
’lf?wayﬁto‘preserve-a patlent s self determlnatlon | Wlthout a
gtls1§ned.advance dlrectlve,ltheremls less‘chancehthat a‘

flfpatlent s pre determlned w1shes w1ll be followed

H'gffAddltlonally, advance dlrectlves prov1de a551stance to a

famll"'member whl:vould be lef to make dlfflcult de0181onsd*‘

(1995) sayﬁthAt;thé’dé

'q"yterminatealifegp_:talnlng treatments shouJ_

*eratlent or t‘elr famlly for humanltarlan reasons and not

Q,"forlmoneta *wreasons; Thls dec sion is ade w1thout 'wbﬂ

}fconslderationfof?henefit'of"State»nnhe hospltal or the

,be made by the ;}?{fl'




patient’s insurance company (Sprung, 1990). This is why
ethical reasons of’significance supercede any other reaeon
toveﬁecute an advanCe.directive, |

In addition to ethical reasons, another matter of_
Significance ie.thevimpact of unwanted health care on thei
national budget;'}Sohe alarming‘statistics are‘revealed by'
Singer and Lowry (1992): in the'Medicare'population, 27.9%
of the annual spending is attributed to the 5. 9/ of
Medicare covered patients who died in that year. Thus,
Zapproximately $184 billion was spent in 1990 on patients
who died. With - 15° of Americans having completed an
advance directive, this translates into $156 billion ‘for
terminal care of patients without an advance directive.

‘When patients are aeked to.imagine themseiVes
incompetent, lyingwinibed incapacitated and with a poot
‘prognoSis, approkinately 70% decline life—snstaining
treatments.“Patients chose'quality of‘life not quantity.i
i.Therefore,it:could be suimised that over half of the $156
fbiiliOn spent in 1990 could have_beendiednced or simply
avoided had advance‘directivee been impiemented. |

Reeearchers in the Dana—Farber.Canceralnstitdte and
Haivatd‘Medical Scnool estimate that reddcing‘life—

sustaining care for the terminally ill would have reduced

10



health éare cdsts by over $30 billibﬁ invi993;z A sav;ngs
bf $30 biilion would have,goné_a lQng wayiﬁd’covér the
hationfs 39 millionfpeople who»did nét have medical
insurénce ét'that_time (Winslow,ll993);

It is maintenance of thié ethical—monetary balance
thét becomes of uthst priérity; and is theAimpetus pf the
 cdntinﬁed colieétion of advandé directive data by.the‘
medicaliindustry.  Barriers that diéturb £his deliéate,

~combined relationship are deserving of analysis.

11



CHAPTER TWO

Review of ReleVant Literature

A literature re&iew was conducted and organized into
main to?iés that support the'ﬁroblem statement;'i.)adVanced
directive education aﬁd eXeCﬁtion.rate, 2.) ambulatorylgaré
setting, and 3.)>physician barriers. Moé£ literature
reviewed was conceptuai_in nature, as liﬁited research was
found that had been'conductedkon advance directive -
: éducation,in‘the'ambulatory care_éetting. The literature

review included both primary and secondary sources.

Advance Directive Education’andzExeCUfion

CUfrent rate iSsUes.‘Many reasons can be attributed to
the"léw execution ratebof advaﬁce directives, both
avoildable and unavoidable.ﬁ However,’reprts and studies
shéw that'although advance directivesbare a patient right,
patients are not taking advahtage ofbthié right. Much
'spéculation has‘taken place»aé to:Why this 1s occurring,
énd What can be donevabéut the problem;‘

Stﬁdies have'found ﬁhat‘ceftain typés of iﬁstitutions
,”provide'less education_on advance directives‘than others.
One such environment»is an academic or téachihg hospitai
setting (Emaﬁﬁéi, 1993); This inforﬁation does not come as.

a surprise, for academic centers generally have the latest

12



technOlOgy available and seemingly their attitude is to use

 it, at any cost.

What has béen déne..Several yearS‘ago, a étgdy was:
conducted at,ajcomﬁunitYhoSpiﬁal Which showed fhaf a‘mere
'12% of‘elderly patiehﬁs discharged wifh}an ad%ance
direétive eduCatioh brochure and verbal nursiﬁg éducétion
execﬁted.an”adﬁance‘diféctivé (Reilly, Wagner, Ross,
Magnussén,.Papa;'and Ash,al995)!vLikeQise, when HMO
bpétienté over:65vyears;wé£e sent informatiﬁn‘on‘advance4
directives(‘18% chose tb éxecute‘an advanpé directiye
(Rubin, Strull, Fialkow, Weissb&'Lb,,19§4);

A recent repért'issued from a Crawford Long Hoépital
Atlanta, Georgia,”demonstrates thatiﬁore than 1000 patients
receivéd informatioﬁ ébout adﬁance direCtiVes,‘but that
less than 10% ask for‘additional material or information
regarding the Subjéét (Haynor;:l998);

The.Institute fér Health Promotion and Disease
Prevention at the‘Univérsity.ofvSouthern Califorhia School
of Mediqine.énd thé,Amériéan'Associétion of Critical Caré 
_Nursés have reséarghed this topicland found that specific
educatiqn materials,would be helpful. Therefore, the
institutes collaboratively devélbped a blanning guide that

assists patients with'knowledge'of'their‘options. This

13



encourages patients to ask speqific questidns and partake
in advance directive discussioﬁ with their health care
-provider (Haynor, 1998).

Avrandomized/'péntrolled»trial research study was
récently conducted in an outpatient'general‘medicine
practice. The objective was to determine what effect a
Computeriied—generated reminder to physiqians had on the
' frequénéy of advance directive aiséussion with their
patients. Thé findings showed there was an increased rate
of discussion of advance directives and completion of
advance directive forms in elderly outpatients with serious
illnesses (Dexter, Wolinsky, Gramelspacher,>Zhou, Ebkert,
Waisburd & Teirney, 1998). As édvanced directives have not
become part of the routine annﬁal physical, a reminder card
served its purposé by increasing the amount of advance
directive discussion documented within the patient’s
>medical record.

Lynn and Teno discuss (1993)‘the array of efforts that
have been used in order to increase the advance direétive
education and execution rate. These ihclude value history -
forms, simplified formal advance‘directiVe forms, consumer
education material,}videos, interactive videodiscs, and

skilled legal counseling. Despite the development of these

14



4

tools and the availability of professional counseling, the
education rate remains low.

Benefits to increasing rate. Literature focuses on

several benefits to increasing the advance directive
education and éxecution rate.v  Thé‘tWO moét pfominent
"reasons pértain.to promdting>patient rights énd cost
Contaiﬂmeﬁt. | | o

Ethically thé degfee'to which the physiéian provides
education and éncourageS'the’exécution of an advanced
directive, detefmines the degrée-to which the fole;of the
patienf advocate ié fulfilléd.(Lynn and Teno, 1993). When a
patient does exe:cise‘their righf to self—determinatioh
making a directivé in advance'§f incompeteﬁce, it tékes
away the inhéieht ambigﬁities and compromises that
sometimes result‘in its absence. Additionally, Mezey and
Latimer say that applicatién of advaﬁce directive ethical
principies‘has proveﬁifo improve.patient satisfaction and
quality of care (1993).

A survey of Amériéans éupports the notion that
 autonomy is importént to‘patienté while discﬁssing their
 treatment plans withvtheir bhysicians; A 1987 Harris poll
shéwed that oﬁly 22%‘wouid want their doctors to make a

terminal care decision without theirvinput (Taylor, 1990).

15



L}that the Mean

f&dlscu581on about advance d're'tlves was more than three

'hﬁ:tlmes that of the 132 patlent”;hav1ngpsuch dlscu551on

'7;fi($95 305 versus:$30f

'?*_ion of_control for severlty of 1llness

’f(Schnelderman & Pearlman, 1992)

'“:Ambulatory Care Settlng

Current advance dlrectlve settlng The Patlent Selfﬁl

i ';'-Determipation;'AGt, re,qu;r.e,s,th,at t:he. adva‘.nice ."dlr;ec;-t;ve,- SR

‘;fprocessfbefinitiatedjat'the[t me*offpatient'admission;']f’

ospltal chargevfor 324 patlents hav1ng no',..e"

,478) Thls;lnformatlon 1s presented Tfj»fﬁ‘ﬁ”7

'LMost organlzatlons complva1th thlS law Leglslatlvejléqyfh“ud

lnfrequlrement‘has-muchd“ wbe desrred in deflnlng the “how”

s,gkﬁand'ﬁwho? of accompllshlng thr aSk@ A varlety of ;f”

'yapproaches have been establlshed to meet the 1ntent of the:;ﬂfrl;

fff;lawwthowever, thls has had llttle 1mpact on the targeted

3ffioutcome of 1ncrea51ng advance dlrectlve executlon Most

'=forganlzatlons are complyl g‘w1t mlnlmal requlrements of >

‘Lgithe law, wi‘hidisregard.to‘the'deSIred“goal_of'lncrea31ngf .

gﬁthe advance dlrectlve educatlon and ex‘cutlon rate

‘d‘ngAmbhlatoryncare“Settinggsupport:'EXtenSiVe‘reSearCh:f~ '




execution brocesses wifhin the acute care setﬁing. While
conduéting these studiés,researchers frequently note that
thé predominant setting in whiCh advance.diféctive
education is taking plaée is not coﬁducive to attaining the
best results. It is suggéstéd that aithougﬁ it has not
been a requirement to iﬁitiate sﬁéh diScussiOn in the
ambulatofy care setting, that ideally patients are more apt
in that setting to understand ahd follow through with
execution when not faced-with an acute_illnessw

’Physicians have been survéyed, as wéll, on their
opinions of when the advance direétive discussion should
begin. Several years agd,‘ldo.physicians Were surveyed; -
13% said‘it éhould occur in the outpatient setting (Walker,
_1995). | | |

Eileen Dimond, Clinical Nurse Spécialist at the
Nétional Institutes of Health iﬁvBethesda; MD writes that
~the advance directive piodéss shéuld‘bevéompleted
prqspectivelyi prior to forced decis;on—making on life-
sustaining treatment. She says_that statistics show that:
_80%—90% of‘cancer patientsvreceive their therapy in the
ambulatory caré seﬁtiné.‘ These_figurés ébnfirm the

importance of implementing processes to discuss, educate
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s exscate an adunce dsestine In she smistory core
"ffsetting“ | LR ' L ay

|  J;éhdiéhaZéb§£éfaha;”‘
;ﬁnéerstéhdiﬁg°$}fagw

‘tfphys;c;ans Q_and by whom advanceq\s;

1wdirectiveflnformatlonishou',fbe prov1ded -Results‘showedf’j'

v1“_*that advance dlrectlve 1nformatlon should be glven prlor to‘i

";ja_hOspitalnadmisSion*and.plQVide"'in4évvarletY~Of‘form€?5~‘”
"ﬂQalt also supported nurses;:'h

T:profe381onals a831st1ng w1th the_process, but that

’faphy51c1ans play the mrjorif!'e in prov1d1ng objectlve,

igexpert adv1ce regardlng the potentlal beneflts and burdens,ﬁff7m

ﬂ_riof tfefproposed therapy 1n eaxh 1nd1v1dual case

Studles have shown that:patlents do de81re to dlscuss'ffpf'“

™

- ilifeésustaininga‘ersus forg01ngftreatment prlor €

‘_tf7McLeod Salka,




a7Fnrtherﬁoré5hphySiciansfagreefthathpatientSJwﬂqw-Y”w%i

»;helnvoivement 1n end of}llfe de0151on.making‘lé lnadequate&fdj‘*'
‘thlthough they acknowledge the conceot that patlents ;fﬁf
”theoretlcally have the rlght to dec1de,‘thls has notryeth;ljﬂ
5icaughtvup w1th thelr ambulatory’care phys1c1an practrce“sx
"s(Dunlap, 1997) thslcrans admlt that thelr own consc1enceifﬁri
e;haslln many cases‘drrected the“care or the patlent‘:whlch-f;f”

:.ln fact has been attrlbuted to the phy51c1an preparedness‘

'”"Tfon the subject’(SOllman’ 1993)

Soﬁe profe351onals argue that the ambulatorv care
ﬂifsettlng is too early to start dlscu381ngvend of llfef
:cdecisroné'diHOwever,»Danls (1994) showed that 850 Of
dhhelderly out patlents who had de01ded to forgo llfe—{_gh
:sustalnlng treatments dld not change thelr mlnd when
k-sfollowed longltudlnally Thls nnmber.rs srgnlflcant and
,irelnforces the approprlateness of‘lnrtlatlon of the advance

'“ffdlrectlve process_ln'the~ambulatory‘care»settlng.‘f‘u

Physician Barriers

éarrierSJidentifiedH It has been‘noted that phy3101ang;f
'hddlscusslon‘of advancevdlrectlves w1th oatlents can have an;t
’impaCt;on theﬂedUQationiand}e%ecutronfrate;e However,;yll
1dvarioUs;harrierseprevenththese;drscusSions?ginciudingi
‘ethacal)}cu;tnrai;isocietai;flegai/andvinstrtntionalfb

. "‘F:"19' i
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féctbrs (Leowy, 1998), Mény beiieve»théﬁ.the physicians
resistant fovthe sﬁgjéétdo ﬁbt wish to admit personél
failure“of_treatment and‘loSing_the patient to deéth, They
would rather saVe lives than to risk personal defeat,
regardless of éoétt(Hoéfler; 1994), This opinion
intertwines with,the-phySician’s‘belief that they'aré at
‘risk legélly'if they do not-eXﬁaust all avénues of |
treatment. |

LaPuma, Orentlichér»and Moss say that many physiciaqs
are‘uneasy about discussing withholding treatment dﬁe to
the questionable'légal status of ﬁhese documents (19915;
However, the Hastingstenter7s GUidélines on the |
'Terﬁinétion of Lifé—SuStaining”Treatmént and the Care of
the Dying specifically addieséeé this'issue‘by saying that
' there.hasvbeen no SucceSSfﬁl,criﬁinél_prosecution for the 
'withdrawal:of life—sustaining treatment in the presence of
accurate médical diagnosis and clear advance directive.

'This feeling that advance directives,propose a risk.to
the phyéigian,'goes hand and hand withvthe thought that
advancé_diféctives coulaﬁpotentially interferebwith
clinical jﬁdgementbénd the-bptimal recommended treatment
'plan.' Utimately, physiCian’s fear that advance direCtives

" will provide them with the ability to rationalize
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substandard~clinicel juegement in the wakeVOf‘the nation’s
concerns regarding reduetion of healthcare costs e
(Silverman, Vinicky, and GaSner, 1992).

Presently, the advance directive process is not owned
by any one psrticularigroup of;health care‘providers;
'According to an organization’s needs it may be delegated‘to
medical steff, nurSing,vadmitting, or medical records
departments. In fect many physiciaps believe fhat
initiation of the advance directi&e discussion is the
responsibility of the patient(} This 1is contrary to the
reasons cited thatvadvance directives sheuld be a
physician”s responsibility: one from an ethical
perspective, as rhe patient advoCate, and the other
monetarily, aS'a'bﬁsiness—owner. |

Emanuel, Barry and Stoeckle condueted a study of 405
outpatients and 102 healthy.subjects. The results were that
93% ef the»ourpatientsvand 89%‘of ﬁhe’healthy'subjects
wanted an advance directivebbut‘that only 7% actually had
one. Berriers to patient execution of an advance direCtiQe
werekcited as lack of physician initiation of discﬁssion,
and thsician beliefs that thevadvance directive was for

the seriously ill. On the other hand, the least cited
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barriers weré sensitiviﬁy of the subject and'oppoéition:td
discussing advance directives (_1991)  o

Physiciaﬁ's comfort lével with the topic waé‘seen as
an iSsue, for they lack the skills‘and:experienbé needed.
Many medical'sdhdols ére now incorporating this tbpic'into
their curriculum to provide'the graduate ﬁedical student
wifh the tools to overcome this.discomfort (Saultz, 1996)}

Physicians who come from ethnic groups that avoid the
.discﬁssion of death, or who believe that end of life
decisioné should be made by the family may‘alsb propose
barriers to the aavahCe direcﬁiVe egecution rate, These
physiciéns‘must set aside.their‘péfsoﬁél-beliefs and focus
on being an advocate for the patient; Additionally,i
physiciahs who are caring for patients of these eﬁhnic
grou?s must alSo‘maké accommodationé‘by seeking other means
~of cbmmunicétion aboutlthesevissues.with‘them.

Morrison, Mofrisdn, énd Glickman (1994) discuss two
physician barriers: general lack ¢f knowledge about
cbmpleting advance directives and perceptién of a lack of
necessity>for‘young, healthy patiehts.’ One study conducted
identifiedvthat two-thirds of physiciansiwho werevéware of
vé patient’s‘end—offlife desires did-nbt look at their

advance directive staﬁus. Reportedly, other-problems that
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were identified in this study were the tendency of
physiciens to shy‘away ftom bed news, patient suffering.at
the end of tneir li&es, and the devestation of families
‘resulting from the cost of inng'(Idemoto,v1993).

Little information was found‘regerding the time it
takes to conduct such communication. Annae (1992),contends
that any physician Who refuses to deai with issues
regarding advanceidirectives ehould‘not:be entitled for
compensation for sernices. vOn the.other hand, those
thsicians:who do take the time to addtess edvance
directives should be oompensated;- White (1991) says that
without eome form of compensation for time consuming
- advance directive-diecuSSions andICOgnitivevcare,,many
physicians who ate already oﬁetburdened day to dey will
continue to believe that the prioe of diecussion.is too
high and will not engage in these oruCial dialogues.
Advancetdirective process implementation is perceived‘as an
up front cost with no immediate teturn‘for service.
However, in these instanoesbphy$iciansvfail'to recognize
”the potential cost saminge-of.evoiding unneoessaty care.

In an ambulatory care’setting, the phyeioian’s,focus‘
is on the event or issue tnatilead np’toithat appointment:

annual wellness exam, acute common illness or follow-up
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. appointment for ongoing issueeurFromAan ethicai
perspective,jpatient'edVOCacy'should be a priority or
focus. Iﬁplementation‘of advanee direetiVes has not been
mandated and therefore has not been widely instituted in
thefpatient reutine appointment. It was suggested that a
reversal of ?riorities‘in ambulatory care is indicated with
focusing on recognition of the ethical value of the advance
directive process . Berrio and Levesque (1996) citekthese
barriers that they have identified. |

Barrier analysis importance. Many authors have

described the importance and advantages of the advance
directive process. For example Davidson, Hackler, Caradine
‘and McCord discussed advance directives as a means of
improving communication and trust betweeﬁ the patient and
phySician (1989) .

An‘analysis of the barriers cited has supplied
additioeal information about wﬁy advance'direetive
education and execution rates are low. It has pro&ided
information that can be utilized in.the wake of the Balance
Budget Act to fofmulate-processestthat will‘attain the most

benefit for the effort expended.
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Summary

‘Advance &ireétive.édudatioh and exeéutionbis a
bpfoactive proéesé Which imprgyeé patient'6U£¢omes by
‘réspeétingitheir wishes and impartingthé ca£é they deSifé. 
They'are.avfelief‘to fami;ies-who stgtimesttruggle_with
decision—making»ihia‘time of crisié, ‘

| Teno (1997) rightfullyvnotes that ad%ance;directiVes
canﬁétﬂge expected td function well uﬁléésbthey_ariSe from
effective communication.between the'phySi¢ian and the
patient!j PhYéiciéns mustvbe,well informédién all aspects”
that may attributeito'the lQW advanég directive ratel

'Theilitératurevsuggesté,ﬁhat physicians’have a %éck of .
~ knowledge regarding advance diréctives; They should 5e1
educafed on erroneous peﬁceptions and beliefs associated
with the advance directive proéess,_including associated
incréase in legal risk, impaifment ofrélinical judgement,
résponsibilityvfor initiation‘of discuséions, thesé
diScussions‘are dﬁly fér the seriousiy ill and are
upsetting to patiénts.'They'shoﬁld also be mindful of‘thé
avoidanée of tranéférence of:their cultural beliefs onto
the patient. .

| It'is'recomméndéd.thaf_physicians have the knowledge

- about advance directives,'including statistics regarding
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life—sustainihg procedurés‘and'treatment, and take the time
to communicate‘thé informatioﬁ’regarding:the burden to
benefit ratio to:their patients. Ideally, by being‘fully
informed, thelphysician’s comfort level with adVéncé
directive_discuésions should improve. Overall knowledge of
fhis subject should include what forms are needed and
khohledge of the steps to be taken to cqmplete the
edubation and executionrprocess.

This study surveyed physiciansvon‘their perceptions of
‘the prominént barriers citéd above. This was conducted for
thé purpOSé of utilizing the physician’s perspective on
bafriefs to enhance a medical group’s advance directive

process.
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CHAPTER THREE
Framework

Research Question

. What barrier‘isvpercéived by ambulatory care
physiciaﬁs to have thé most impact on dbétructing advance
-directive_discussidns betweeﬁ themselveé and their
pétients? |

 Conceptual Framework

The research variable§ identified are the:barriers
cited within the literature.as'ﬁain éontributors to the low
advance directive education and exébutionArate. These
barriers were the focu§ of th;s}study;v Specifically, this
study listed the bafriefs on é survey and asked the
physician participants to rank‘ﬁhem acgording to how they
percéived the degree.of contributibn‘té-the problem.
-Ranking‘was‘done on a scale of 1;5, with 1 béing thé least .
»coﬁtributing_factor and 5 being the most contributing

facto;.

Definitions of Relevant‘Terms

1. Adult - Patient that is 18 years and older.
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10.

Advance'direCtive exécution,rate - Rate in which all
patients bomplete‘an advance directive within the
ambulatory care setting; _

Advance directive discussion/education rate - Rate in

which a physician discusses the advance directive

process with their patients.

’Perceptions - PhySician's‘beliéf.

Ambulatory care setting - Outpatiént clinics or

phySiciah offices whe#é'patients are seén for rbutine
and.acﬁte carer

Self.detérmination‘—'A patient’s ability to ‘determine
their>§0ursé of.héaitﬂ care‘thfoughoutrtheir lifetime;

Autonomy - The ability to think and act on one’s own

‘behalf.

Burden to benefit ratio —\The’ratio.that a physician

needs to consider when assessing a patient’s

‘healthcére needs. What value will be attained from a

treatment versus the burden it will caﬁse.

Advance diréctivé - Living:Will and Durablé Power of
Attorney for Healthcare{,’

End of life - Whén a patient is_terminallyvill or

incapacitated to the degree that they cannot make

decisions or speak for themselves.

2
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11.
12.

13.

14

15.

16.

Ethical - The'right.thing to do.

Monetary — Cost.

‘Impact‘of obétructing'f Level that a barrier

contribﬁteé to‘the lack df discuééion-on advancé
directivés in thevambﬁlatéry care»Setting{
BalaﬁCed Budget Act f_HCFA initiated law that went
into effecﬁ 1—1—OO that étates_aﬁbulatory_contracts
must contain languége regarding a*physiciaﬁs educatiéh_j
oﬁ.and dOcﬁmentation of‘advance.directives for each
pafient{

Patient Self Determiﬁatién Aét - A Law that went‘ihton
effect in 1991 that requireS'acuté Care facilities to
educate patentsband document the education process oﬁ;
adﬁanCe directiveéf kAdditibnaliy, it requires'

organizations to develop policies and procedures to

‘delineate what their process is in attaining

compliance.

‘Questionnaire - Survey.

Assumptions

There are sevéral assumptions that must be delineated:

Physicians know what an advance directive is because

“they are presently of“havetbeen participants of the

quality management process. The Quality Management
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Department is'the.overseer of the advance directive
compliance rate.&ithin médicai grdups.‘

Physicians will answer whatithey feally perceive
versus Whét they think thé surveyor wants tQ ﬁéar;
Differenées in physiciéﬁ éthni; background will not

have an impact on this study.

30 .



' CHAPTER FOUR

Methods and Precedures

Research Design

This study is a quantitative, non-experimental
descfiptive design. The research was peﬁformed mereiy fo
‘gain more information about‘barrier characterietics,
specifically which barriers physicians perceive contributes
toethe problem. The main~objeetive was to discover which of
the nine‘eiements identified in the liferature‘reﬁiew had
the most‘impact on advance directive education and
vdiscussien as perceived by fhe physician’s who Were
surveyed.

, Populetion, Sample and Setting‘

The population sampled;wae physicians from four
medical groups within the_Inland Empire. Physician
partieipants were from a varietyeof ethnic backgrounds,
'practicihg.speeialties and gender.

The environment was the medical group setting. The
surveys were either sent to the physician’s office with the
-instfuCtienal information attached or adﬁinistered as part
of the Quelity Management/Utilization Management Committee.

Physician participants were comprised of both p;}mary

‘care physicians as well as specialty care physicians. This
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mixture provided a random sampie”of physician‘specialties<
in ordér_to éxclude*bias that éoﬁld»bé lihked to anyv
particular speciaity typé; The medical groups were both
‘academic and'non—academic'settihgé; |

Thevmedical.groups who parﬁicipated were: Eeaver
Medical Gtoﬁp, LomabLinda University Health“Care; Desert
Medical Group and SaniBérﬁardino Medical Grouﬁ;

Measurement

Operational Definitions; '

The operatibnal'definitions were the hine surveyvv‘
barriersiv |
‘1; Knowledge
. a. Law kﬁowledgé'f The physician’é knowledge of
‘federal laws regégdingbédvénce-diréctiVes such as'
the_?étieﬁf,Sélf—Détermination Acﬁ.and the Balahced
»Budget Aét as Wéll7as any applicéble:state'laws.
b. Form Knowledge_—'The'phyéician;s>knowledge of 1egalt
décuments:that‘cdnsfituté‘a Li?ing,Will ér a
Dugable Powef.of Attarney for‘Health’éare;
2. Cultural Diﬁféreﬁces — Thebphysiéian%s‘abilitybto
recognize Cultﬁrél aifferencesvwhenUaddressing;end of

life decision-making alternatives.
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Comfort level - The phyéician’s feéling of cbmfort iﬁ
discuSsing'end—of;life;alternativés>with patients.
Time demand - The time it takes to éomplete'the 
advance directive educatibn‘on who, why and how an
advance:direCtive is’exeCutéd.

Cost too much - The laék.of compensation for taking

the time to discués a patient’s advaﬁce directive

rights;  |

Risk

a. Withholding,care - The belief fhat physicians are
legally at'ﬁisk for a lawsuit if they follow a |
patient’s wishes énd-withhold care that could
~sustain life.

b. Clinical judgement impaired — Physicians believe
that some practitioner’s cliniéal judgement is
impaired and‘is an exéuée_to withhold care for
monetaryvreaSOnsf

Should be initiated by the patient - The belief‘that’

advaﬁcé directive disquééion,is a patient‘right and

therefore should be initiéted by the patient.

Only for the seriously-ill ~ The belief;that only',\

patients who are seriously ill and who are fécing end

of life decisions should be the only patients
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‘with whom phySicians éhbﬁld,diséﬁss_édvanceA

directives. |
9. Discussions upset the patieﬁt — The belief that

physician discussion éf adﬁénce directives does affect

a éatient’s will to.live whicﬁ_subéequently impacts a‘

patient’s‘hope.

Tool. The measurement tool was a questioﬁnaire which
utilized a 5 point rating scale (Appendix C - Physician
Perception Questionnaire). TheFQuéstionﬁéire was developed
utilizing‘the issues listed as>physician barriersAinvfhév
literaturebreviewed. Additional information requestéd‘was
the type of each participant’s specialty. A‘éeries of
steps were taken tobdévelop the tool. |

Utiliziﬁg_the,literéture barrier concepts,'quéstions
were'develOped. Each item édntained‘only oﬁé idea’ or
éotentiai rated barrier variéble. The :eading level for
the.tool was not a facférsas participants were physiéians
whd knew what an advance directive was and who could read
 and writé English; |

The tool was reviewed by séveial’physicians for

accuracy, appropriateness and relevance. Recommendations
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made by theSe‘réviewers were considéied and Changés‘made to
the tool.‘

The tool then went thrdugh é préliminary trial by two
physician repteséhtétives. Special attention,was paid to
the representétive’s reactiohs'during ﬁesting: ﬁoting'
pauses, aﬁswer changes and confusion. ‘After}this‘testing,‘
there was a debriefing. The participanfs wefe‘askéd~to
offer fecommendations_or suggéétions‘for improﬁing thev”
todl; Improvements,were completéd according to §hysician
recommendations; |

Scoring. The physicians rankéd their perceﬁtion on a
scale of 1 - 5:71 céntributing the least to thé‘low advance
‘directive discussion rate and 5 cOntributing the most to
the low advance directive discu;sion fate{ - The data‘
collected from the survéy was ordinal in hature‘withbthe
intervals between the’raﬁking not being equal'due to
sﬁbjectivity;' Each questioﬁ Qas.analyzed'independenflyby
‘calcﬁlatihg'the Méan total to determinevwhere the-question
or barrier falls Within the Sdhééé‘of'ceﬁtfal tendénéy,__
This analysis determined,Whiéh item waé perceived‘to 
contribufe the most to the_low:éd§ance‘directive discussion

~rate, thus answering the research question.
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Data Collection

Data‘collection was conductedbby utilizing a
Questionnaire'Instruction sheet‘(Appendix D —'Questionnaire
Instruction)FWhich explained hqw to complete the survey
questionnairet »Thoee_eurveys that were sent.out had an
instruction‘sheet attached.  However, the inetruction sheet
was reviewed persenally for‘tnose physieian participants
whose surveys were:administeredin‘a Quality Management or
Utilization Management Committee.

Data Entry and Calculations -

All surveys were given identifiers: medical group
initials, and random numbers. This was completed as to
provide identificationvshould a need arise to re-review
‘specific data froﬁfone particular survey. A spread sheet
" was developed utilizing onefword descriptions of each
question. Surveys were entered on to the spread sheet
epecifying the medical group, specialty type, and physician
‘rankings for each question. |

Onee the data was entered, a Mean‘analysis was
calcnlated.on all-of the queetions to deternine which of
thebbarriers had the highest average, indicating the
greatest contributor. ‘The Standard Deviation was also

calculated to determine how much on the average the values
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r the indication that the Mean or average was a

io%éfalliﬁéfiéétioﬁipflthéfﬁhysioia \Pé£¢eptioh;

i Allmltatlon to '"thi"‘;ss-v study

 enviromnment. Several medical groups expressed concern .

 about taking up valusble committee time to complete a

control of the environment was Limited
°5apart1c1pants 1n three’of the medlcal groués‘ e
h{' The Sampl‘ewél‘ze‘de‘p.ended on the number ofvphy5101ans S

who completed and returned the survey SeVeral thSlClans;d'

,¢Lwho were sent the_survey dld not complete and return them ft;_f'

as requested There were 34 surveys handed out and 29

'”treturned,equallpgran78;3%,returnu;ate;3.7'”'

as the control of the



CHAPTER FIVE

Findings
Research Findings
The highest Mean score was time (Table 1 - Mean Scores

for Perceived Barriers). Physicians perceive they do not
have enough time to complete the advance directive process.
It was the only barrier that received a score between 3.0

and 5.0.

Table 1 - Mean Scores for Perceived Barriers
4.00 : :

. 352
3.50

Mean Response
N
[=3
o

Barriers

The other eight barriers are divided evenly betwéen
“two groups: Méan scdrés’l.o - 1.9 and 2.0,— 2.9. First,
thoée barriers between 1.0 - 1.9 Were 1.) risk, 2.)'cost,'
3.) moral, and 4.) knowledgé. Thesé four’barrieré were

perceived to contribute the least to the problem. Last,
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'those battlefs between:2 0’—2 9 were 1 f;upset,_Z.j'ill,
té{)'responsible, and 4 l’oontort- Thls oroup tecelved a_
‘hlgher average'perceptlon ratlnd.toward contrlbntlng‘more
/to the problem Both groups, however,‘had,a greaterjxih
Gventral tendency toward “contrlbutes the least” to the l
-;problemiscofing below~3.0 (Table 2v—vMean:andeD'SooresAfdﬁul
vaérééivédearfiers);’ | !
. Tab|e2 - Mean and SD Scores for Percelved Barners o A .
1 l ‘RlSk_v Upset' : ILL‘v "Respon3|ble T|me Cost Moral 'Kndwle‘dgeVCo_mfort@
Mean |  1.79] 2.79] ~ 245 200 3.52', 148 179] 179 2.59|

SD. | 147] 123|120 130 142 094 120 126 161
N[ 29 20 29| 29[ 29[ 29| 29 29| 29

Upon rev1ew1ng the standard‘dev1at1on'(SD) cfféa¢hf”
Q_fMean.soo;e, it.is noted.that\tlne was the second hlghest
ilwarlation in:perceptionpat;SD=lf4271 As tlme had a hlgher:}
average score, it also had a higher variation among the
_bhysician pefceﬁtiohatﬁénléli'of.thenother‘banrlers excépt;a;
’f The reﬁalnlng barrler éDsfoanlhe:di&ided;lntoltwo;;

'i,-groﬁps above and below 1 35 ?Manyfofethe?béitierslthat?-

"ereceived_a»lpwﬁMean score‘also recelved the least amount of
”"‘vafiation;°?Cost;fﬁlSk[wmoral; upset knowledge, 1ll and

;;‘ﬁespOnslblevsooted’SDs{belowfl,SB; ThlS 1ndlcates that the

d‘variationnof~phyélcian;peroeption‘waS-the«less;among,these



seven barriers.  Considered in conjunction with the Mean =~ =

_scores of less than 3{0fLthesefseven*barriersvwere--f-'

eastV'to the advance

'perceived'to”Wcontribdteérthe

"tdlrectlve educatlon pronss“p>_blem.i

The SD for comfort had the hlghest number. hcbmfdft;h-

‘falso had the thlrd hlghest M‘an Wthh 1nd1cates even though”fd

’there was a greater central tende cy toward thlnklng that

f%com‘fort_‘ c_o-ntrjifb.t,:{te‘d'_ﬁmore,.-,this:’lba’_rfrier r'e’_ceiyed' jthe hign-’e‘fst_ ]

T varlatlon among physrc1an perceptlons. S

As thlS precedlng data took 1nto account an aggregatei7f

Jisummary of all medlcal groups,_the data was subsequently

Table 3 Mean Scores for Percelved Barners by Practlce Type '
L7 4,00 — —
~ L 362

13.50 -

- Mean Scores
AT
o
S)
.

divided into two groups, primary care physicians and




A
spécialty care physiéiahs. This was done to determine
‘whether time wbuld_still be percéived as the main

contributor to the problem.»(Table’B - Mean Scores for

‘Perceived Barriers by Practice Type). Upon reViéwing the .

 two,types of pracﬁices, thg'data shows that time haé thé
“ highest a&érage; - -

The SD for timé‘in both;practiée typeé, received the
| higﬁést variation_(fable‘g - Mgaﬁ'Séores and SD for
Perceived Barrierg.by Eractic¢ Typé). This information’
bindicafes thatvalfhgﬁgh time wés fhe:higheét-averagé;}

physician’s perceptions véried more with time than!any

‘

othér.barrier; 'Thisrinformation‘is,donsistent with what is

Table 4 — Mean and SD Scores for Perceived Barriers by Practice Type

MD Type . Risk Upset ILL | Responsible | Time Cost ‘Moral | Knowledge |Comfort
Primary  [Mean | 1.76]  2.71| 2.48| 1.5 3.62| 143 195 190 281
SD. T40|  1.47] 1.26| 127 156]  1.15] 0.64] 087 147
N[ 29 29[ 20 29 29 29 29 29 29
Specialist _|Mean | 1.88|  3.00| 2.38| .~ 2.13| 3.25]  1.63] 1.38 150]  2.00
‘ SD. | 046] 109 085 048] 145 0.9 092  0.72 115
N~ [ 29| 20| 20 29| 29| 29| 29 20 29

seen with the aggregated medical group data.
’ Upon noting the similarities between the aggregate

summary‘data and practiCe type,summary data, the

 information was divided:into,two.other types of'groupings:

medical group‘specifinand practice setting, academic
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Mean

050+

Versus_non—academic'Settings._'First, each medical group’s

aggregate data was reviewed to determine whether there were

Table 5- Mean Scares for Perceived Barriers by Mecical Group
50 ‘
450
400 -
350 -

300+

2590+

200+

1.50 1

1.00 -

000

Barriers

similarities in phySician perceptions (Table 5 - Mean

"Scores for Perceived Barriers by,Medical Group). Time

received the highest perception except in SBfmédical Group.

SB‘medical'group thsician(s:félt that upSet was the

parrier that contributed the most to the advance directive

'problem.

When taking’the”SD'into acCount,»LLQ and DV medical

group physicians'rated,time as the higheSt contributor,
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‘;4 60 and 4 38 respectlvely However, very llttle varlatlongp'

‘-1s seen 1n these two medlcal groups, SD%‘SS for LLU and
dp,SD— 92 for DV ThlS 1ndlcates that phy81c1ans 1n these two:
”medlcal groups not only averaged tlme as the hlghest

barrler but that thelr perceptlons were con51stently hlgherh

vtoward,“oontributes’the.most?fl_BVR medlcal group, on the f

Table 6 Mean and SD Scores for Percelved Barrlers by Medlcal Group R S
“{Group- |- “Risk | Upset j AL Responsnble " Time . .| . Cost.-| . Moral | Knowledge | Gomfort .|
S8 |Mean | 150] 310 190 180 . 240 . 1.40[ - 110 1.20 7.90|

SO [ Az A48 oes 1| A7 032 032 083 1%

N[ .2 2 29 J¥ 29 29[ 29| 29 29

S |Wean | 700 200] 200 780  3m| 47| 100 100 150

[8D. | 000 1.10] . 440] 084 _ 163 . 01| 0.00 000 055

[0 |Wean | 200] 280 200 260|480 280 _ 40| 720 ~ 2.60

8D, [ 12 180] 100 7182 055 148 089 045 1.34

IV Mean | 23] 300 375 225 438 138 380 350 42|

SD. | 106 093 1d6] 149 092 074 078 107 139

hother hand 'waélmé£e7con§i3£ént w1th the overali medlcal .dv
‘group aggregate data,.hlgh mean andfhigher*variation (Table
':»GQQ Mean and SD Scores for Percelved Barrlers by Medlcal
".Group);ﬂ SB nedical_group;having'ratedpupset"as;a'higher;jig:
cont ﬁt»ibﬁfor had a hi_gh,e’}‘ri Varl a't_ii'_dr.i | ,in 'phv‘.s-ibc‘ian pr ceptlon =

with the SD=1.45.

a3



Last, the medical groups were divided into two group

settings: academic and non-academic (Table 7 - Mean Scores

'for'Perceivéd‘Barriers»by.Practice Setting). Time rated

the highest pérceptionrfor-both.settings. However the

difference between average ranking is significant.

The academic setting avérage ranking was 4.60 while the

Table 7 - Mean Scores for Perceived Barriers by Practice Setting

5.00 o

4.50

4.00
3.50

3.00 279 2.80

258260

2.50

2.00 1

Mean Scores

1.50
1.00

0.50 1

0.00

Barriers

non-academic setting scored more consistent with the

overall medical group aggregate data scoring 3.209.

NonAc ‘

HAc

Comparing SDs of both practice settings shows that thé

academic setting (LLU) has low variation among

practitioners, however non-academic settings (Bvr, SB,

DV) remain consistent with the overall medical group
aggregate ratings (Table 8 - Mean and SD Scores for

Perceived Barriers by Medical Group).
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Table 8 Mean Scores for Percelved Barrlers by Practlce Settmg

" [Practice Settmg Sk Risk ‘' |Upset |

ILL. Responslble

Time Cost

:{ Moral

Knowledge

Comfort e

. [NonAcademic. | Mean| 1.75

279

254 188

329 ;121.

1.88| -

192

SD. | 119

1.25[

T35 A9

146[ . 0.51]

126

135

‘ | Academic- " [Mean | - 2.00

28]

200|260

T460] 280"

140

T1.20[

SD. | 1.0

117

08| . 162

T049] . 1.33

0.80]

T 040]

. Conolusioh;f:““'

ey Overall‘tt

1me was the con51stent factor that

_vyphy5101ans percelved to have the greatest 1mpact on

"”'obstructlon of advance dlrectlve dlscuss1ons and educatlonb?

Fw1th thelr patlents.,

*?faﬁaryzedffpur}ways{

| individual medical group,

‘;kacademrc/non aoademlc);;&fit
w The‘overall data summary rhdloates'thatvphy8101ahs'
:kf?peroelve trﬁe to‘bevthe average‘maln‘contrlhutor but therehh‘
‘v;rs a‘hlgh varratlon 1n amohg‘physrcrah‘ﬁérée?ﬁlonr;

'tpractlce tYpe summary was con51stent w1th thlS 1ndlcatlonﬁ’fﬁ

f’iThe most 81gn1f1cant dlfferences were seen when

QOveralledataj;

‘praotioeftype

zand by practlce settlng

The survey data was lelded and iﬂii“

.(pcp/scp)

Lﬂtahalyzlng the data of the 1nd1v1dual medlcal groups. Two off*"

_Q7averages ahd reoeived low;varlatithSCoresl5
s:pgroup phy3101ans, as a whole, agreed that tlme was the mostf,?,ﬁ

'"ﬂsignifioant'iSSue;'

~~théjmédiqalrgroupsy.

LLU and DV3

fOne'medical:group;qBvr,

ranked high for time

'Thesévmedigéig;;;;~

,was con31stent

258
-
~2.60]




with the overall peréeption; énd the remaining medical
group, SB, identified the most significant barrier to be
that the advance directive prngss‘upsets'theifpatientsf

Last, the academic and hoﬁ-aeademic settings were
evaluated. The non—academic sétting waé‘consistent with
the overall perception‘of physiéians.  However}lthé
academic setting scores-thatvhigheSt average that time was
the main contributor with the lQWést variability in
perception. This could be due to the academic setting
ambulatory patient,highér acuity.

"Having assesséd that time ié perceived to be the major
bafrief ﬁo completing the édvéhcé directi&e>pro¢ess,
medical‘group adminiStfation.shoﬁld develop pfocessés that
consider»the physician’s time,‘ Much of the educatioﬁ and
interaction with the pafient dn form selection and
‘completion could be assigned‘tdfsupport staff. Documenting
in the medical récord that advanéerdifeétive'éducation has
taken plaée also cduld'be»the responsibility‘of the sﬁpport
staff. ;o .‘” ” | ‘ ..

Whether or not physicians‘perceive there is enough-
time to complete the'brocess;.they still have an éthical

and'legal duty to make sure the process 1is completed.
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vTheréfore, Iimiting'tﬁé physiéiahf$ invélvemeﬁt in the
prb;eSs ﬁocliniCél-discussiQn'is recommeﬁdéd;

‘Lést/‘the me&iéal‘induétinShQuld.také:into account
’theICCSt‘of'ﬁhe-adﬁancé dirgéfi&e éduéafibn process éndfre—,‘
évaluatefhe’heed_f§r c6mpeﬁsati§nifof the iiterature
provided‘and‘iengthy:disqﬁésiOné uhdértaken.’Kndwlédgé thét
adVance'directivesgeQucé Costs;fshould be cohsideréd as a
/1speCial point,duﬁing the negotiétibhiof ambﬁlatbry café:.
health céféicoﬁﬁfacts.bAndthér’reimbursemént_faCtié should
be the aésigning'of a biiiiﬁgfcoﬁeth’bé ﬁtiiized by those -
PhYSicians Who édmply.bAé timéiWaS‘iﬁdicétéd{to'be the |
majof‘concern amonQSt,physiciaﬁS;“ﬁedubiﬁg'and-réimbufsiﬁg‘
thém”fqr’tﬁéiriﬁimeméhouid be én'ihcéhtiVé:thaticbuld"
improve the advaﬂce'diféétiVé"éducéﬁiqn réte.inhther‘

ambulatory-éare setting. «



. _decisions: be communlcated and protected

"h‘technology have. made 1t pOSSlbl“

"Fdec151ons affectlng thel

a living will, much less

Appendlx A

Patlent Self Determlnatlon Act

(Prov1ded by the Offlce of Senator John Danforth) e
. 'Purpose It is the purpose of this- Act to ensure that a,*,
-~ patient’s: rlght to self- determlnatlon 1n health care f[o;“*

'~ Findings: 1) Common law and’ medlcal practlce hav' , IR
‘“tradltlonally recognlzed the rlght of a: competent adult to o
ﬁaccept or reject medlcal or surglcal treatment affectlng o
- one’s own person. 2) Recent advances in- medlcal science and?,
to prolong dying through
the use of art1f1c1al extraordlnary, extreme, or radical. . '
.;medlcal or surglcal proced} s. 3) The use of such medlcal SR
~or surglcal procedures 1ncreasingly involves: patlents who
d are unconscious or otherw1se lncompetent to accept or.
.'freject medical or surglcal treatment affectlng thelr
. persons. 4) The traditional: right.to accept or reje i
~medical or surglcal treatment'should ‘be avals-ble to anv
~adult while competent :
'becomes unconsc1ousvo

otherw1Se'1ncompetent to make .

t in the event. that such. adultfyffh7:

' dec181ons, ‘such ‘adult- would more ea81ly continue to con:rolggﬂjf*

. '5) ‘Estimates
:'1dent1fy that 9 percent o ; , -
han’ 9 percent’ have des1gnated a ”;:

"¢durable ‘power. of attorney for health care 6) Whlle

‘;fflncreased knowledge and use of,advance dlrectlves as”

‘;fprov1ders of services: should respect the W1shes of
Mpatlents, even in the absence_ﬁ Vadvanced dlrectlves,

- vehicle of " patlent dec151o ' aklng would enhance patlent

:']part1c1patlon in® health careldec151ons Medlcare and . AL
- Medicaid- Prov1der Agreements Assurlng the Implementatlon ofﬁ;,iyw”‘

‘#hfa Patlent’s nght To Participate:

n'and(Dlrectlng Health

‘;'Care Decisions Affectlng Such Patlents . s
'hgil;~;lnform any such patient of such patlent s rlght to makef’;VN
o “decisions concernlng such- patlent’s medical care, . e
flncludlng the rlght to accept or refuse medlcaljor
5surglcal ‘treatment, the rlght to app01nt an- agent or
hsurrogate through a wrltten power of attorney to make
,_health care dec181ons on- behalf of" such 1nd1v1dual ;and
- the rlght of such patlent to prov1de to ‘such prov1der
’ﬂgfwrltten 1nstructlons concernlng the patlent's health
":jcare,zlncludlng 1nstructlons for the“dlsp031tlon o
patlent's organs T g B T DN

_he_adult populatlon have S1gnedjhh'”


http:right.to

AN

Inqulre whether or not such patlent may have prepared a o

- living will ‘or’ ‘written. power of. attorney while under no-
yﬂc1rcumstances denylng a patlent admlss1on based on‘ o
~ presence or absence of such documents : SR
. . Document the treatment W1shes of such patlent and
'perlodlcally review such w1shes w1th ‘the patlent
Ensure that legally valid advance dlrectlves (llVlng

7"£w1lls ‘and- wrltten durable powers of attorney recognlzed

jpas legally valld in- the state where executed) shall be
flmplemented to the max1mum extent perm1381ble under the

~law.

VArrange'for the prompt and orderly transfer of a“ -

"7;pat1ent to the care of others when ‘as a matter of

:ficonsc1ence the prov1der cannot 1mplement the w1shes of
. such_ patlent SRS RV : T e :
. Implement an 1nst1tutlonal ethlcs commlttee Wthh would

dl{;lnltlate educatlonal programs for staff patlents,

~on such issues.”

T~re81dents and the. communlty ‘on ethlcal issues in: health
. care, adv1se on partlcular cases, and serve as a forum




'f;’i'zi;dva'ﬁ‘cer D’cir"e'c":ti’v.e“sfGlo's“sa/fy* L

eL1v1ng W111 (1nstructlonal dlrectlve) —‘Al ows'a'competent

vradgltrto‘giVe*dlreCtlons forﬁfuture_care' ek_event thatifer:‘
"~-they7become?iﬁcapéeitatedﬁd&eftqiférmihal illhesszgrje;ff

\flmpendlng death fLimited fbaiﬁéffuttiohs“giﬁeﬁ}infa ;jﬁf"

'“_document

7f;Médlcal Power of Attorney (health care proxy) - names a

':]truStedfpersOnftqeact*asJan*agent:or]pr@xw-;n maklng healthif’

"jcare.decisionsLihwthey:vent of 1ncapa01ty Broader ﬁAff“e'

”wlmpllcatlons for de0181on maklng,‘proxy can clarlfy llVlng

‘will or’makeﬁdeCLSIoel 1ndependently accordlng to patlent"ri[ffﬁ'f

~values. .-




APPENDIX C

Physician Perception Questionnaire

Medical Group Name:

Physician Specialty:

According to your perceptlon, please rank the follow1ng
' statements contribution to the low advance directive
discussion rate in the ambulatory care settlng The ratlng
'scale is as follows: SR

Contrlbutes Lo . 'o  : ’ Contrlbutes,
Least ' o : ‘ o ‘ o Most

Advance directive discussion:

1. places you légally’at‘fisk?»'

2. upsets your patienté?

3. ~is only for'yoﬁr'Serioasly‘ili patients?

4. should be inifiated by youfipatieﬁtS?

5. takes you too mﬁoh~time? i .

6. “vcos£s'youf médioal gfoupthleuoh?>

7. is effecfed by'yoﬁ£ athﬁic/moral background?

8. is not done because Ofvyoar lack of knowledge?

9. is not done because of your lack of_comforf level?

st


http:should.be

APPENDIX D

‘ Questionnaire Instructions

A literature review has been conducted to gather
1nformation on the advance directive discussion rate in the
’ ambulatory care setting. Although much of the research
conducted on advance directives is done so in the acute
care setting; information available on ambulatory care
~demonstrates that the physioian advance directive
discussion rate is low. ,

Therefore, you are being asked to participate in a
‘research study inyolving physicians’ peroeptions of
‘barriers that are perceived to have the most impact on
obstructing ‘advance directive discussion in the ambulatory
care setting PartiCipants of this study will be selected
from 4 medical groups located in the Inland Empire. The
participants will be those physicians who are or who have
been involved with- the Quality Management Committee or
Department of. the medical group. The purpose of this study
" is to identify what phy31c1ans feel is/are the main
obStacle to conductingjadvance directive.discussion in the'
ambulatory care setting. o

h When filling'out the guestionnaire,‘please include the
'name of your medical group and your practiCing spe01alty
There are 9 questions with 5 poss1ble rating measures per
question, Please indicate the number in which you perceive
ibest'reflects the statement's contribution to the low
advanoe directive discussion-rate.'.For example a #1 would
indicate that you feel the Statement‘oontributes the least

to the low advance directive discussion rate and #5 would
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indicate the statement contributes the most to the low

advance directive discussion rate.
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