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Background. The purpose of this study was to determine 
whether discussion about and distribution of advance 
directive forms in a rural, private primary health care of
fice would increase the number of patients who com
plete and return advance directive forms. This study was 
also designed to identify individual characteristics of pa
tients who complete advance directives compared with 
those who do not.

Methods. The sample consisted of 195 patients who 
ranged in age from 21 to 88 years and visited the pri
mary care office during a 1-month period. Patients who 
met the inclusion criteria were asked to complete a brief 
questionnaire while waiting to see their primary care 
provider, either a physician or a nurse practitioner. The 
survey included questions about education, previous ex
perience with illness, religion, contact with family mem
bers, and attitudes concerning death. The primary care 
provider then briefly discussed with each patient the ad

vance directive and provided an advance directive form 
to be completed and returned. The form was short and 
easy to complete.

Results. The discussion about and distribution of ad
vance directive forms in the primary care office resulted 
in a 45% return rate. Older patient age (P=.001), 
longer length of time in the practice (P = .039), less ed
ucation (P=.025), and physician provider (r=.002i 
were associated with higher completion rates. The vari
ables of provider and level of education were also influ
enced by older age.

Conclusions. Discussion about and distribution of ad
vance directive forms should be incorporated into pri
mary office care for all adults.

Key words. Advance directive; primary health care; living 
wills; rural health. ( /  Fam Pract 1996; 42:378-384)

Catastrophic and long-term illnesses often leave individ
uals and families feeling powerless over their lives. As 
medical technology progresses, the ability to sustain life 
artificially increases, sometimes with a concomitant de
crease in the quality of a person’s life. Technology has its 
pricetag, and health care financing is a rapidly escalating 
problem. Cost alone should not determine ethical deci
sions, but financial considerations are important if tech
nology is used when it is not desired by the patient, when 
gains are marginal, or when outcomes do not warrant the 
risks involved. Chambers et al1 completed a study of total 
inpatient charges of patients with and without an advance 
directive during the final hospitalization of their life and 
found that charges for patients without either a written or
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verbal advance directive were more than three times that 
of patients with an advance directive ($95,305 vs 
$30,478, respectively). This relationship remained statis
tically significant after controlling for severity of disease, 
use of an intensive care unit, and number of procedures. 
The results of this study imply that an enormous cost 
savings to society may be realized if discussion and deci
sions concerning advance directives take place.

The Patient Self-Determination Act2 (PL 101-508), 
effective December 1991, responds to problems associ
ated with individuals’ inability to make decisions related 
to life-prolonging medical care. The law requires that all 
hospitals, nursing homes, health maintenance organiza
tions, hospices, and health care companies that participate 
in Medicare or Medicaid provide patients with written 
information on their rights concerning advance directives 
under state and federal law. They are also required to note 
refusals of life-prolonging treatment in the medical 
records.3
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An adv ance directive is an oral or written statement 
that informs the health care provider about what forms of 
medical care an individual would accept or refuse in a 
specific medical situation.4 It also lists the name of a per
son selected to make health care decisions in the event the 
patient is unable to express these wishes personally.

It would be more beneficial, not only for patients but 
for their families and health care providers as well, if pa
tients completed advance directive forms before becom
ing ill enough to be admitted to a hospital. Before an 
illness, patients have time to think about their medical 
care preferences and discuss their wishes with their family 
or a proxy. Increasingly, it is being suggested that discus
sions surrounding these issues should be conducted in the 
primary care setting.5-6

Undertaking this type o f discussion is not enthusias
tically endorsed by all primary care providers.6 Among the 
concerns providers express is that advance directive coun
seling may be extremely time-consuming and is not reim
bursed by Medicare, Medicaid, or private insurers.7 In 
addition to this dilemma, health care providers, like most 
members of our society, are often reluctant to discuss 
issues related to death and dying with either their patients 
or anyone else.7

The research reported here was designed to deter
mine (1) the number and demographic characteristics of 
patients seen in a private primary health care office during 
March 1994 who currently had an advance directive in 
their medical records; (2) whether the discussion of ad
vance directives and distribution o f advance directive 
forms to patients would increase the number of patients 
who complete and return an advance directive form for 
their medical file; (3) the demographic characteristics, 
religion, previous health care experiences, frequency of 
family communication, and attitudes concerning the ac
ceptance of death of patients who returned the advance 
directive forms and those who did not; (4) the difference, 
if any, in the percentage of advance directive forms re
turned by patients for whom a nurse practitioner was the 
primary care provider compared with those for whom a 
physician was the primary care provider.

Methods

Setting
The setting for this study was a private family practice 
office in a rural Illinois community. The office is currently 
staffed with a secretary, a licensed practical nurse, a family 
practice physician, and two part-time nurse practitioners 
who provide primary care with an average of 350 monthly

visits. Reimbursement for office visits is accepted from 
Medicare, Medicaid, private insurers, and private self-pay.

Subjects
All returning patients who were at least 21 years of age 
who did not have a completed advance directiv e form in 
their patient record, and who were seen in the office by 
either the physician or a nurse practitioner during the 
month of March 1994, were invited to participate in the 
study. Patients with a developmental delay, dementia, or 
severe illness were not asked to participate in the study. 
No patient was enrolled in the study more than once, and 
no patients being seen in the office for the first time were 
considered suitable subjects for the study.

Tools
This study used an advance directive form (Appendix) and 
a questionnaire, both of which were created by the re 
searchers. The questionnaire was designed to determine 
educational level, marital status, previous experience with 
illness, religion and attendance of religious services, fre
quency of contact with immediate family members, and 
previous questioning regarding identification of advance- 
directive plans of all study participants. Attached to the 
advance directive form was a brief three-paragraph expla
nation about advance directives. The purpose o f this writ 
ten explanation was to improve continuity in the study 
and to minimize the time spent explaining the form. To 
determine each subject’s attitudes toward death, the 
Death Acceptance dimension of the Life Attitude Profile- 
Revised (LAP-R)8 was included in the questionnaire. The 
Death Acceptance dimension refers to the absence of fear 
and anxiety about death and the acceptance of death as a 
natural aspect of life.

Procedure
At the time patients registered for their scheduled visit, 
the secretary reviewed their patient record for a com
pleted advance directive form. If none was found, the 
patient was a candidate for the study, and the consent 
form, questionnaire, advance directive form, and explana
tion sheet were placed on the front of the patient record. 
The nurse invited each patient whose chart showed these 
forms to participate in the study. Those who agreed to 
participate were asked to complete the consent form and 
questionnaire while waiting in the examination room for 
their primary care provider. The questionnaire took 5 
minutes or less to complete and was number-coded to 
ensure patient confidentiality. Each patient had the op-

The Journal o f  Family Practice, Vol. 42, No. 4(Apr), 1996 379



Advance Directives Duffield and Podzamskv

portunity to refuse participation in the study by not sign
ing the informed consent form and not completing the 
questionnaire.

As part of the primary care visit, the primary care 
provider (either the physician or the nurse practitioner) 
briefly discussed the purpose and use of advance directives 
with all patients who were eligible for the study. These 
patients were then given an advance directive form and 
explanation sheet, along with an addressed stamped re
turn envelope. Participants were asked to review the in
formation, discuss it with their family or friends, complete 
the directive, and return it to the office at their earliest 
convenience. A master guide of study subjects was kept by 
the office staff. For each subject, it included age and sex, 
date of the office visit, primary care provider, length of 
time the patient had been coming to the practice, and 
date the advance directive form was returned.

Four copies were made of each form returned to the 
office: two for the patient, one for the hospital where the 
patient would receive care, and one for the patient’s 
record in the physician’s office. The original form was also 
returned to the patient. A sticker indicating “ advance 
directive on file” was then placed on the front of the chart. 
Data concerning the number of forms returned were col
lected until April 30, 1994, 1 month after the last partic
ipant was enrolled in the study.

Statistical Analysis
The data obtained from the study were analyzed using the 
Statistical Package for the Social Sciences (SPSS-PC) pro
gram.9 The characteristics of the sample, including age, sex, 
educational level, length of time in the practice, marital sta
tus, past experience with illness, religion, and family contact, 
were summarized with descriptive statistics. The t  and chi- 
square statistical tests were used to compare the characteris
tics of subjects who returned a completed advance directive 
with those of subjects who did not. Participant responses to 
questions from the Death Acceptance dimension of the 
LAP-R8 were summed. Because missing data from these 
questions were infrequent and randomly distributed, the 
mean value for the dimension in question was inserted as an 
estimate of the missing value, as suggested by Reker.8 The 
resulting analysis produced a value for each participant’s level 
of acceptance of death. 1 he .05 level of significance was 
chosen for data analysis. The statistical test of logistic regres
sion was used for multivariate analysis.

Results
Data analysis was completed for 195 patients ranging in 
age from 21 to 88 years, with an average age of 54 years.

None of the eligible patients refused to participate in the 
study. During the study period, only three patients al
ready had an advance directive in their medical file and 
thus were not included in the analysis.

The discussion of advance directives and the distri
bution of advance directive forms in the primary care 
office greatly increased the number o f patients who com
pleted advance directives for their medical file. A total of 
88 (45%) patients had returned a completed advance di
rective form at the time of data analysis, a large and clin
ically significant increase over the three that were on file 
before the study.

Because the average office visit lasts approximately 15 
minutes, the researchers considered it important not to 
introduce new aspects of care that would be time- 
consuming. Discussion of the advance directive in this 
study took an extra 3 to 5 minutes at the end of the office 
visit. This activity was not found to be too time- 
consuming by any of the providers and did not interfere 
with the usual office schedule. This aspect of our study 
contrasts with earlier reports in the literature in which 
concerns about time consumption during patient en
counters were raised.7

The only statistically significant differences between 
the subjects who returned the advance directive form and 
those who did not were age, length of time in the practice, 
and level of education (Table 1). Even though these vari
ables were found to be statistically significant, the close 
proximity between the two groups with respect to these 
variables had no significant clinical applicability.

The other statistically significant variable found be
tween the two groups was whether the primary health 
care provider was a physician or nurse practitioner (Table 
2). Further analysis also determined that the physician saw 
older patients (mean age, 57 years) and patients who had 
been in the practice longer (mean, 28 months). Patients 
in these groups were more likely to return the form re
gardless of provider.

Logistic regression analysis was completed to deter
mine the likelihood of the independent variables of age, 
provider, length of time in the practice, marital status, 
acceptance of death, having a will, and attendance of 
religious services altering the dependent variable of re
turning an advance directive form. These independent 
variables were chosen because, in univariate analysis, they 
were either significant or were approaching significance. 
1 he results of the logistic regression showed that patient 
age, length of time in the practice, and type of provider 
were the three most significant factors affecting the likeli
hood of an advance directive form being returned. Even 
though statistical significance was demonstrated, the 
overall likelihood of predicting who will return an ad-

380 The Journal o f  Family Practice, Vol. 42, No. 4(Apr), 1996



Duffield and PodzamskvAdvance Directives

table 1. t  Test Analysis o f  Study Population Characteristics

Variable

Yes i
Mean

Returned Advance 
(n = 88)

SD

Directive
No (n =

Mean
107)

SD rTest P  Value

Age, v 58 16.88 50 17.66 3 50 .001

Months as patient 28 14.44 24 14.99 -2 .0 8 .039

Education 2.75* .90 3.04 .87 2.25 .025

Hospitalized past 5 years 1.32 1.69 1.29 1.32 -0 .1 3 NS

Family contact 1.86 1.10 1.77 1.05 -0 .5 9 NS

Attendance of religious services 2.27 1.63 2.67 1.58 1.67 NS

Acceptance of death! 28.40 7.84 26.71 7.26 -1 .51 NS

•te less than 8th-aradc education; 3~ high school graduate. , . . .  .
‘W  on the Death Acceptance dimension o f  the Life Attitude Profile— Revised, measured on a scale of 6 to 42, on which 42 reflects total acceptance of death.
$Ddenote standard deviation; NS, not significant.

vance directive form in relation to these factors was low 
(62%).

Of the 195 study participants, 121 reported experi
ence with hospitalization within the past 5 years. Medical 
record review indicated that 64 of these subjects had been 
hospitalized after December 1, 1991, when the Patient 
Self-Determination Act went into effect. This review was 
completed to determine the number of people who were 
informed of advance directives when hospitalized, as spec
ified by law. O f this group, only seven (11%) reported that 
they had previously been asked to identify their advance 
directive wishes; it is not known where they were asked 
this question.

Discussion
Health care providers, like most members of our society, 
are often reluctant tea discuss issues of death and dying. 
Despite these concerns, surveys of patients10 13 indicate 
that they would like to have their primary care provider 
discuss these issues with them while they are still compe
tent and able to make decisions. Even though patient 
attitude concerning the discussion of end-of-life issues 
was not elicited in this study, many patients thanked the 

j health care providers for initiating a discussion of this 
i topic. This finding parallels that of other studies.1013 The 
high return rate of advance directive forms (45%) also may 
be explained by this positive attitude.

With respect to the impact of discussion about ad
vance directives on the completion of advance directives, 
the findings of this study coincide with those of three 
previous studies in the literature.13' 15 These studies indi
cate that discussion of advance directives in the outpatient 
setting significantly increased the number of completed

advance directives returned for the medical record. The 
difference noted in this study was that the number of 
advance directives returned (45%) was significantly 
greater than that found in the studies by Hare and Nel
son15 and Sachs et al,14 both o f which had a 15% return 
rate; and in the study of Rubin et al,13 which had a return 
rate of 18.5%. This difference raises a question about why 
the return rate in this study was so much higher than that 
of the other studies.

The completion rate of advance directives depends in 
part on three separate yet integrated elements: patient 
characteristics (eg, age, education), setting characteristics 
(eg, primary care or hospital), and process characteristics 
(eg, document description by a trusted health care pro 
vider, ease of completion).

The patient characteristics in this study, which were 
similar to those of other studies in the literature,13 15 
revealed no clinically significant differences between those 
who completed an advance directive and those who did 
not. Therefore, this set of characteristics does not explain 
the high rate of return of advance directives in this study.

The setting and process characteristics in this study 
were different from those of the other published stud
ies.12-16 The current study was completed in a rural, pri
vate primary care office with one physician and two nurse 
practitioners with whom patients had established rapport 
because they had received health care front the same pro
viders each time they came to the office. This is in contrast 
to the urban university settings where the other studies 
were conducted. In these settings, residents and a variety 
of physicians provided care. 1 he analysis further empha
sizes the importance of setting, in that study participants 
who had been coming to the practice longer demon
strated a statistically significant (P=.039) increase in the
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Table 2. Chi-square Data Analysis of the Characteristics
of Participants Who Completed Advance Directive 
Forms (n=88)

Returned
Characteristic % (No.) P  Value

Provider .002
Nurse practitioner 35 (31)
Physician 65 (57)

Sex NS
Female 61(54)
Male 39 (34)

Marital status NS
Single 8 (7 )
Married 64 (56)
Separated/divorced 6 (5 )
Widowed 23 (20)

Single/married/separated/divorced 77(68) .049
Widowed 23 (20)

ICU experience NS
Yes 33(29)
No 67(59)

Experience with terminal illness NS
Yes 24 (21)
No 76 (67)

Religion* NS
None 4 (3 )
Catholic 38 (32)
Protestant 59(50)

Previously asked to identify advance directive NS
Yes 13(11)
No 88(77)

Has will* NSJ
Yes 51(43)
No 49(41)

*Not all patients answered all questions.
fP= .053.
N oth: Percentage may not a d d  to 1 0 0  because o f  r o u n d in g .
NS denotes not significant; ICU , intensive care unit.

number of advance directive forms returned. This associ-
ation conflicts with earlier conclusions by Towers,7 who
stated that a discussion o f  advance directives ideally
should be conducted during the first encounter in the
primary care setting.

There is little in the literature about the process char
acteristics of discussion of advance directives with family 
members and ease of form completion. The study by 
Stelter et al16 identifies family issues and the need for 
assistance in completing the form as barriers to the com 
pletion o f  a living will. To address these issues, a question 
regarding the frequency o f  family contact was incorpo
rated into the questionnaire used in the current study. 
1 he majority (87%) of the study population reported that 
they had daily or weekly contact with family members not

living with them, which is typical in a small rural area and 
may be partially responsible for the high return rate of 
advance directive forms. The advance directive form de
veloped for this study (Appendix) was also short and east 
to follow, which may have further contributed to the high 
return rate demonstrated.

The authors o f  this study feel that the high return 
rate o f  advance directives in this study was directly related 
to the primary care setting in which it was conducted, the 
long-term relationship between the patients and the 
health care provider, and the simple, easy-to-complete 
advance directive form. One limitation o f  this study is that 
it was conducted in only one rural primary care office with 
one family physician and two family nurse practitioners. 
This limits the generalizability o f  the findings to other 
settings.

This study was designed and com pleted to have clin
ical applicability for the authors. We have found that it is 
extremely valuable to discuss advance directives with pa
tients and have them complete the form used in this studv 
before they have a life-threatening illness. For patients 
who arc still able to make decisions when such an illness 
occurs, it is now much easier to review their preferences 
listed on their advance directive forms and follow their 
wishes. With patients unable to make decisions for them
selves, completed advance directive forms clearly indicate 
who should serve as surrogate decision-makers. In many 
cases in which we have been involved, family members 
have expressed relief and gratitude that the patient dis
cussed with them and com pleted an advance directive 
before the emotional time when making decisions on 
behalf o l the patient became necessary. Having advance 
directive forms on file is also useful when health care 
providers in our practice are taking call for each other. 
Since not all o f  us know each patient in the practice, we 
can quickly refer to the advance directive file and discuss 
end-of-life decisions with greater ease. M ost importantly, 
we feel that our patients are truly receiving the type o f care 
they prefer at the end o f  their lives.

Conclusions
We found that discussing and distributing advance direc
tive forms in the primary care office significantly increased 
the number of patients com pleting advance directives, 
without increasing the amount o f  provider time spent at 
each visit, and that older people who had a longer rela
tionship with their primary care provider were more likely 
than others to complete advance directives.

Based on these findings, we recommend that in pri
mary care practices, advance directives be discussed with 
all adult patients and that short, easy-to-use forms be
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distributed for that purpose. The promise of advance di
rectives is the promotion of patient autonomy and the 
more humane use o f life-sustaining treatment. This study 
reveals that discussing advance directives with primary 
care patients and providing them with forms to complete 
for their medical records is a practical means of ensuring 
that patients’ wishes regarding end-of-life decisions are 
fulfilled.

Acknowledgments

Special thanks are extended to  Penny Cukr, DNSc; Iris Shannon, PhD; 
Ed Donner, PhD; Rose Schaumburg, MS, RN; Barbara Lorey, LPN; 
Nancy Senko; and Julie Kaschke-Rashid for their assistance and advice 
in completion o f this research.

References

1. Chambers CV, Diamond JJ, Perkel RL, Lasch LA. Relationship of 
advance directives to hospital charges in a Medicare population. 
Arch Intern Med 1994; 154:541-7.

2. Patient Self-Determination Act, Pub L 101-508, §§ 4206, 4751 
(OBltA), 42 USC 1395 cc(a) et seq (1990).

3. Roe JM, Goldstein MK, Massey K, Pascoc D. Durable power of 
attorney for health care—a survey of senior center participants. Arch 
Intern Med 1992; 152:292-6.

4. Doukas DJ, Reichel W. Planning for uncertainty: a guide to living

wills and other advance directives for health care. Baltimore, Md: 
Johns Hopkins University Press, 1993.

5. Emanuel L. PSDA in the clinic. Hastings Cent Rep 1991; 2 1 :S6-9.
6. Saultz J. Routine discussion o f advance health care directives: arc we 

ready? J Fam Tract 1990; 31:653-9.
7. Towers J. Advance care directives: counseling the patient and family 

in the primary care setting. Nurse Pract Forum 1992; 3:25-7.
8. Reker GT. Manual o f the Life Attitude Profile and the Life Attitude 

Profile—Revised. Provisional procedures manual research edition. 
Peterborough, Ontario: Trent University Press, 1991.

9. Norusis MJ. SPSS/PC+ Version 4.0.1. Base manual. Chicago, III: 
SPSS Inc, 1990.

10. Stohlman C, Gregory J, Dunn D, et al. Evaluation ot patient, 
physician, nurse and family attitudes toward do not resuscitate o r
ders. Arch Intern Med 1990; 150:653-7.

11. Lo B, McClcod GA, Saika G. Patient attitudes to discussing life- 
sustaining treatment. Arch Intern Med 1986; 146:1613-5.

12. Shmerling RH, Bedell SE, Lilienfeld A, Delbanco TI.. Discussing 
cardiopulmonary resuscitation: a study of elderly outpatients. I Gen 
Intern Med 1988; 3:317-20.

13. Rubin SM, Strull WM, Fialkow MF, Weiss SJ, Lo B. Increasing the 
completion of the durable power o f attorney for health care. JAMA 
1994;271:209-12.

14. Sachs G, Stocking C, Miles S. Empowerment of the older patient? A 
randomized, control trial to increase discussion and use of advance 
directives. J Am Geriatr Soc 1992; 40:269-73.

15. Hare J, Nelson C. Will outpatients complete living wills? A com 
parison o f two interventions. J Am Geriatr Soc 1991; 6:41-6.

16. Stelter KL, Elliot BA, Bruno CA. Living will completion in older 
adults. Arch Intern Med 1992; 152:954-9.

The Journal of Family Practice, Vol. 42, No. 4(Apr), 1996 383



Advance Directives Duffield and Podzamsky

Appendix

ADVANCE DIRECTIVE FOR CARE AT THE END OF LIFE

b _____________________________ _ on this____day of 19__, request the following care in
the event that my primary health care provider determines my condition (be it injury, disease or illness) is terminal, 
incurable and irreversible and that death is imminent:

(Indicate Yes or No for Each Item.)

Cardiopulmonary Resuscitation (CPR) Yes No
Use of a Breathing Machine 

(Ventilator or Respirator) Yes No
Administration of Medications Other Than Those 

Necessary to Prevent Infection, Provide Comfort 
or Control Pain Yes No

Blood Transfusion Yes No
Food and Food Substances Through a 

Catheter or Feeding Tube Yes No

11 1 am unable to make decisions for myself, I would like the following person(s) to make necessary decisions 
on my behalf:

1. Nam e:_______ ________________ Relationship:_________
Address:_____

Phone (H om e):_______________ (Work):_____

2. Nam e:_______ _______________ Relationship:
Address:______

Phone (Home): _______________ (Work):______________

There will be a time when I will want my health care provider to stop keeping me alive. I have provided this 
information in the hope that it will be easier to respect my wishes about my medical care at a time when I am unable 
to express them.

D ate:_______________
Birthdate:_______________

D ate:_______

Patient:

Witness:
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