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Background. In effect since 1991, the Patient Self-De-
termination Act (PSDA) requires that institutions re-
ceiving government insurance payments document that
they have informed patients of their right to decide on
life-preserving measures. Implementing the PSDA
should make discussion of advance directives a routine
part of acute care hospital admissions. Yet the propor-
tion of those actually completing advance directives
such as living wills remains relatively small.

Methods. A telephone survey questionnaire was admin-
istered to patients who were hospitalized before and af-
ter the implementation of the PSDA. Survey questions
probed patient knowledge about living wills and be-
havior toward obtaining living wills.

Results. Patient knowledge about advance medical di-
rectives correlated positively with race (white), income
(s$10K), and level of education (high school or
more). Moreover, a significandy greater number of pa-

The Supreme Court decision in the case of Cruzan v
Director, Missouri Department ofHealth1 has focused na-
tional attention on the issue of decision-making for the
maintenance or withdrawal of life-sustaining treatments
when a person is unable to make those decisions. In the
Cruzan case, the Supreme Court upheld Missouri’s au-
thority to require clear and convincing evidence to de-
termine an incompetent person’s wishes regarding life-
sustaining treatments.1-4

Supported by the Supreme Court decision on
Cruzan, the Patient Self-Determination Act (PSDA)5
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tients hospitalized after implementation of the PSDA
knew about living wills than the number of those hos-
pitalized before the Act’s implementation. However,
actually obtaining a living will correlated positively
with age (>36 years) alone, and implementation of the
PSDA was not related to the number of patients who
obtained a living will.

Conclusions. Although the study results show that the
measures the hospital in the study used to meet PSDA
requirements increased patient awareness of living
wills, they failed to increase the number of patients
who act on this awareness. This finding indicates that
simply informing patients about their right of self-de-
termination is insufficient to meet the intended goals of
the legislation.

Key words. Living wills; patient care planning; patient
education; patient compliance. (/ Fam Pract 1993;
37:363-368)

went into effect on December 1, 1991. The PSDA re-
quires institutions receiving government insurance pay-
ments to document that they have informed patients of
their right to decide on life-sustaining measures. These
institutions must also provide education for stall' and
patients regarding advance directives, which may include
a living will, a designation of health-care surrogate, or a
medical durable power of attorney, depending on state-
legislation. Finally, the patient’s record must document
whether an advance directive has been executed, and
there must be no discrimination in medical treatment
based on whether a patient has executed an advance
directive.6

The expected result of implementing the PSDA was
to bring discussion of advance directives into the daily
routine of acute care hospital admissions.7 Medical cthi-
cists have long promoted routine exposure of the public
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to information about such documents. Yet varying levels
of familiarity with advance directives persist among both
medical personnel and the public.8- 11 Even though living
wills have long been promoted by organized groups, the
proportion of those actually completing living wills re-
mains relatively small.12- 17

The aim of the present study was to investigate
institutional compliance with the PSDA by examining
the Act’s effects on patient knowledge and behavior.
Successful implementation of the PSDA should generate
two measurable results. First, patients’ knowledge about
advance directives should increase if they were hospital-
ized after the PSDA was implemented. Second, patient
behavior should be affected by the PSDA. Theoretically,
patients discharged from the hospital after the PSDA was
implemented should be more inclined toward obtaining
and signing a living will.

Methods

To comply with the PSDA, the University Medical Cen-
ter in Jacksonville, Florida, administers a short question-
naire to patients at the time of hospital admission. All
patients 18 years of age or older are asked whether they
have executed a living will or advance directive, and
whether they have designated a surrogate decision maker
for their health care under Florida’s Durable Power of
Attorney law. If patients respond in the affirmative to
either question, they are asked an additional question
about the location of the actual document. The availabil-
ity or absence of either of these documents is noted on
their admission form. Those patients who do not have
either document are provided with a pamphlet on patient
self-determination developed by one of the authors and
the hospital ethics committee.

For the present study, a survey instrument was de-
signed to examine the effect of the hospital’s procedure
on patient knowledge and behavior. The purpose of the
survey was to gather information from hospitalized pa-
tients after their release to determine whether they knew
what a living will was, and whether they had completed
a living will. We hypothesized that patients released after
the PSDA became effective would be more likely to know
what a living will was than patients who had been hos-
pitalized and released before that time. Similarly, we
expected that patients hospitalized after implementation
of the legislation would be more likely to have completed
a living will.

Sampling consisted of randomly choosing a 2-
month period in 1992 and generating a list of all patients
released from the hospital during that period. The period
selected was April through May. After all patients under
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the age of 18 years were deleted from the list, a system-
atic random sample was selected. The first respondent
was selected at random, and a selection interval (n) ws
then used to select every nxh respondent. This procedure
was then repeated for April and May of 1991. When
combined, the resulting sample had the properties ofa
random sample, stratified on the basis of when a patient
was released, either before or after implementation oftre
PSDA. Sample estimates are accurate to within =5 per-
centage points at the 95% confidence level.18

Pretests were conducted to identify problems with
the survey instrument and to determine sample size ad
the likely completion rate for attempted interviews. In
the pretest, as in the actual survey, four attempts were
made to contact respondents before they were dropped
from the study.

Characteristics of the target population also contrib-
uted to sample size considerations. The patient popula-
tion tends to be slightly more nonwhite than white,
predominantly female, and low income.19 Because fewer
subjects are needed to get an accurate sample from a
relatively homogeneous and familiar population, it was
not necessary to gather information on an inflated num-
ber of respondents.20

Based on the findings of previous studies at our
institution, we postulated that attitudes and behaviors
might be related to patient demographic characteris-
tics.2L Thus, in order to examine the relation between
patient characteristics and knowledge and behavior con-
cerning living wills and the PSDA, a number of analyses
were performed. The analyses used chi-square tests for
independence among categorical variables. In cases
where sample sizes were small and expected cell frequen-
cies were less than five, Fisher’s exact test was used.18The
median age of 36 years was used as the cutoff to create
the dichotomous variable for age; t tests were used to test
for the differences in means when age was treated & a
continuous variable.

Logistic regression was used to examine the inde-
pendent effect of each predictor variable while control-
ling for the effects of the other variables.22 This technique
was used to estimate the effects of the set of independent
variables on the probability that an individual (1) knew
what a living will is, and (2) had obtained and signed a
living will. Only respondents with complete data were
used in the analyses.

Results

Those who were hospitalized before and those who were
hospitalized after the PSDA was implemented were sim-
ilar in most respects (Table 1). The disproportionate
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Table 1. Characteristics of Respondents Hospitalized Before
and After Implementation o f the Patient Self-Determination Act

Sample
Pre-PSDty Post-PSDA
% %
Variable (n = 188) (n = 184)
AglsB(}gG 46.8 50.5
>36 53.2 495
S
Female 713 75.0
Male 28.7 25.0
Race
Nonwhite 53.2 50.0
White 46.8 50.0
Incoe ($)
<10,000 64.4 69.0
>10,000 35.6 31.0
Education
<HS 43.1 45.1
HS+ 56.9 54.9

Note: There are no significant differences between the sample distributions at P <.05.
PSDA denotes Patient Self-Determination Act; HS, high school.

representation of women and low-incomc patients is
consistent with previous research on the same popula-
tionOUniversity Medical Center is centrally located in a
low-income area, and the overrepresentation of women
results from the number of maternity patients admitted
and released during the study period.

To assess the effects of the PSDA on patient atti-
tudes and behavior, patients were asked numerous ques-
tiors about living wills and terminal care decisions. All
respondents were asked if they knew what a living will
wes, if they had a living will, how they would like to be
treated if terminally ill, and other similar types of ques-
tiors. The 25-item questionnaire also asked the post-
PSDA respondents specific questions designed to evalu-
ae the effectiveness of the hospital’'s procedure for
complying with the PSDA. The present analysis focuses
onwhether respondents reported knowing what a living
will was and whether they reported having obtained a
living will.

The data from the two groups were analyzed sepa-
rately to examine their comparability with regard to
demographic factors that might have influenced patients’
views and actions about living wills.6 The results of these
bivariate analyses arc shown in Tables 2 and 3.

The results reported in Table 2 indicate that knowl-
edge of living wills is significantly related to a respon-
dent's race, income, and level of education. In both the
pre- and post-PSDA samples, whites were significantly
nore likely than nonwhites to know what a living will
wes, as were those with at least a high school education
when compared with those with less than a high school
education (P < .01). Similarly, there were dramatic dif-
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Table 2. Percentage of Each Sample Responding Yes to the
Question “Do you know what a living will is?” by
Respondent Characteristics

Sample
Pre-PSDA Post-PSDA

Variable (n = 188) (n = 184)
Age (y)

18-36 36.4 43.0

>36 39.0 55.0
Sex

Female 38.8 52.9

Male 35.2 37.0
Race*

Nonwhite 26.0 38.0

White 51.1 59.8
Income* ($)

<10,000 30.6 42.5

>10,000 50.7 63.2
Education*

<HS 27.2 36.1

HS+ 45.8 59.4

*P <.01 in both samples.
PSDA denotes Patient Self-Determination Act; HS, high school.

fercnces between the two income levels, with signifi-
cantly more of those in the high-income category know-
ing what a living will was, compared with those in the
low-income category (P £ .01).

To test the effects of the PSDA, whether a respon-
dent was in the pre- or post-PSDA sample was cross-
tabulated with whether they knew what a living will was.
Those hospitalized after PSDA implementation were sig-

Table 3. Percentage of Each Sample Who Both Knew What
a Living Will Was and Responded Yes to the Question
“Have you obtained and signed a living will?”

by Respondent Characteristics

Sample
Pre-PSDA Post-PSDA

Variable (n=T71) (n = 90)
Age* (y)

18-36 00.0 2.4

>36 25.6 16.3
Sex

Female 9.6 8.2

Male 26.3 17.6
Race

Nonwhite 3.8 5.9

White 20.0 125
Income ($)

<10,000 16.2 9.4

>10,000 11.8 10.8
Education

<HS 8.7 133

HS+ 16.7 8.3
*P s .01 in the Pre-PSDA sample.
PSDA denotes Patient Self-Determination Act; HS, high school.

365



Patient Self-Determination Act

nificantly more likely to be aware of living wills than
those hospitalized before implementation (P < .05).
Among the former group, 48% knew what a living will
was, compared with only 37% of those in the latter
group.

The relation between respondent characteristics and
whether a respondent had obtained and signed a living
will is shown in Table 3. This survey item was asked of
only those respondents who knew what a living will was.
The results reveal that unlike knowledge of living wills,
behavior was significantly related to age alone. Among
the pre-PSDA sample, 61 of 71 (89%) patients had not
obtained or signed a living will. All of those who re-
sponded that they had done so were in the older age
group (P < .01). Indeed, the mean age of those who had
obtained a living will was 61.1 years, compared with a
mean age of 43.0 years for those who had not obtained
a living will (P < .01).

Among those surveyed after implementation of the
PSDA, no statistically significant relationships were
found in the categorical analysis. Although the percent-
age of those in the older age group who had obtained
living wills (16%) was larger than those in the younger
age group (2%) who had done so, the relationship was
not significant. When age was treated as a continuous
variable, however, significant differences were found be-
tween those who had obtained a living will and those
who had not. The mean age of those in the former group
was 58.8 years, compared with a mean age of40 years for
those in the latter group (P < .01).

Whether patients were hospitalized and released be-
fore or after implementation of the PSDA had no statis-
tically significant effect on whether they had obtained and
signed a living will. Of those hospitalized before, 14%
(10 of 71) had obtained and signed a living will, com-
pared with 11% (9 of 81) of those who were hospitalized
after the Act’s implementation.

Although the bivariate findings demonstrated that
the PSDA was significantly related to respondent knowl-
edge of living wills, it is not clear whether this variable
affected patient knowledge independent of the other
effects. The following analyses examine this relationship
using all patients as a combined sample, when controlling
for the influence of other patient characteristics. In these
analyses, age is measured as an interval-level variable. The
results from these estimations arc shown in Table 4.

The effects of patient characteristics on having
knowledge of a living will are shown in model 1of Table
4. All of the independent variables were significant. Non-
whites were less likely than whites to have knowledge of
living wills; and being female, older, better educated, and
having higher income significantly increased the proba-
bility of knowing what a living will was. Finally, when
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Table 4. Effects of Respondent Characteristics on Knowledge
of Living Wills and Whether a Respondent Has a Living
Will, Controlling for the Effects of Other Variables
(Combined Sample)

“Do you know  “Have you ootaintd
what a living and signed a livirg

will is?” will?”

Model 1 Model 2
Variable Estimate Estimate
Race (nonwhite) -0.92* -0.99
Education (HS+) 1.06* 0.45
Age 0.03* 0.06*
Income £$10,000 0.72* 0.35
Sex (female) 0.701 -0.66
PSDA (after implementation) 0.64* -0.09
*P = .01.
tP =£ 05.

H 'S denotes high school; PSDA, Patient Self-Determination Act.

the effects of all other variables were controlled, patients
hospitalized after implementation of the PSDA wee
significantly more likely than those hospitalized before
implementation to be aware of living wills.

The effects of the same set of independent variables
on the likelihood that a respondent had obtained ad
signed a living will are shown in model 2 of Table 4. Tre
results of this specification indicate that age was the aly
significant predictor of this variable. The positive rela-
tionship indicated that when controlling for all of te
other factors examined, older patients were more likdy
than younger patients to act on the information that tre
PSDA intended to disseminate.

Discussion

The present study suggests that to some extent the PSDA
increased patient knowledge regarding advance direc-
tives. There was considerable variation, however, oo+
cerning who was successfully informed. Our multivariate
analysis revealed, for example, that having knowledge of
advance directives varied significantly with a patient’s
race, sex, age, education level, and income. Moreover,
implementation of the PSDA did not alter patient be-
havior. This variable had no demonstrable effect on tre
likelihood that patients had obtained and signed a living
will.

Other investigators have conducted similar suneys
of a variety of populations with regard to advance cae
directives and have found results similar to those re-
ported here. A statewide survey of a general population
of adults in Kentucky, for example, revealed that 37% of
the state’s residents knew about their state’s law concern-
ing living wills and 9% had completed a living will.2In
our study, 37.8% of the pre-PSDA group knew about
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living wills, and 14.0% had completed one. Our pre-
PSDA group was, therefore, very similar in knowledge
and behavior to residents of Kentucky.

In another study of knowledge of advance directives
in Maryland, investigators conducted a telephone inter-
view of elderly homebound patients and their caregiv-
ers.13Those without advance directives were questioned
whether they knew what a will, a living will, and a
durable power of attorney were. About one third of
those surveyed knew about living wills; again, that per-
centage is consistent with our pre-PSDA group’s knowl-
edge. However, only 5% of those surveyed had com-
pleted a living will. In a similar survey administered to 75
ambulatory elderly by personal interview, 52% of the
subjects said they were familiar with living wills, but
none had signed a living will, and only 3% had discussed
aliving will with their physician.14

In a third study, a larger number of patients were
surveyed in New England. Consistent with our findings,
that survey demonstrated that 57% of the outpatients
wanted a living will, but only 7% had obtained and
signed one.15

No other study has yet examined the impact of the
PSDA on patient knowledge and behavior. Clearly, im-
plementation of the PSDA by the hospital studied has
had a positive impact on patient knowledge, but no
demonstrable effect on behavior. A significantly larger
number of respondents claimed to know about living
wills after rather than before implementation of the
PSDA, which suggests that the hospital is successfully
educating a substantial number of patients. On the other
hand, slightly fewer than one half of those hospitalized
after the PSDA could recall being given information
about advance directives.

A number of explanations can be suggested for why
only about one half of those surveyed after the PSDA
recall being given information. Generally, people who
are admitted to the hospital are in acute pain, such as
maternity patients who are in labor or those acutely ill
with fevers, vomiting, shortness of breath, and other
debilitating symptoms. Under such conditions it is diffi-
cult to review an extensive informational handout. Fur-
ther, patients in intensive care units may not receive any
information until they recover, assuming the hospital’s
implementation mechanism is sufficient to ensure receipt
at that time.

Patients are given several forms to complete and sign
atthe time of admission, including consent to be treated,
financial responsibility forms, and the information about
advance directives. It may be unrealistic to expect all
patients to recall the contents ofone written document in
such a setting. The meaning of such information is likely
to have more import for patients who believe they may
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need a living will in the foreseeable future, such as elderly
patients or patients with chronic or terminal illness. The
PSDA requires that information be given to every adult
patient, although the degree of relevance would be con-
siderably less for a maternity patient than an oncology’
patient.

Perhaps a better way of presenting advance directive
information would be to give it as part of a discharge
package to be read while the impact of having been in the
hospital is still fresh but without the distraction of acute-
symptoms and admission documents. Or, as has been
suggested by others, perhaps these discussions are more-
suited to an outpatient setting.2324 Regardless of the
timing or the setting, reinforcement by the patient’s
primary longitudinal physician may prove to be the most
important factor in achieving patient compliance with
obtaining and completing an advance medical care direc-
tive. Indeed, some suggest that a question about whether
a patient has a living will be included as part of a
comprehensive patient history.%5

This survey demonstrates an inherent fallacy in the
apparent intent of the PSDA. Broad distribution of in-
formation regarding their legal rights to all patients may
be essentially wasted effort and expense. An improved
mechanism to target populations in need of advance care-
documents within the foreseeable future might be more
effective. Targeting at-risk patients would require that
physicians who care for such patients become educated
and committed to these ideas. Enthusiasm within the
medical profession for ensuring patient autonomy must
be fostered, and the medical profession’s tendency to-
ward paternalism further reduced. If physicians can be
taught to routinely address these issues— especially when
the patient is chronically or terminally ill—within the
context of the patient-physician relationship, and within
the relative security of physicians’ offices or patients’
homes, then the purpose of the PSDA may become more
effectively realized.
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