Elderly Outpatients Respond Favorably To A
Physician-Initiated Advance Directive Discussion
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Background: Little is known about the emotional impact of physician-initiated advance directive discussions.
Methods: One hundred ambulatory patients aged 65 years and older were randomly assigned to receive

either a physician-initiated discussion of advance directive choices or a discussion of health promotion

issues, Prediscussion, immediate postdiscussion, and 1-week postdiscussion measures of positive and

negative affect were measured for both groups.

Results: Neither discussion topic resulted in adverse emotional or attitudinal responses. Only the advance
directive participants showed positive affective and attitudinal responses to the discussion, including an
increase in positive affect, an increased sense of physician-patient understanding, and increased thought and
discussion about life-support issues in the week following the discussion. For those participants receiving
the advance directive discussion, longer physician-patient relationships and higher educational levels
significantly predicted a more positive affective response. Lower scores on indices of mental and physical
health and a stronger belief that physicians should discuss advance directive issues significantly predicted a
more negative affective response to the advance directive discussion.

Conclusions: Physicians should anticipate positive emotional responses when they initiate advance
directive discussions with their elderly outpatients. Advance directive discussions will be received most
positively by patients who enjoy good psychological and physical health and when initiated in the context of
an established physician-patient relationship. (J Am Board Fam Pract 1993; 6:473-482.)

Despite increasing acceptance of advance direc-
tives for medical care,!”” few patients have dis-
cussed life-support issues with their physicians,®17
and fewer still have executed a formal advance
directive document.131518 Limited use of advance

directives is curious in light of the overwhelming

endorsement by physicians!? and patients8%14-17,19-21
of discussions of life-support issues. The routine
discussion of advance directive issues might be
hampered by uncertainty concerning the many
practical issues surrounding advance directive dis-
cussions. Specifically, the emotional impact of ad-
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vance directive discussions on healthy outpatients
remains unclear. We explored this issue by ex-
amining the emotional and attitudinal reactions
of healthy elderly outpatients to a physician-initi-
ated advance directive discussion.

Many proponents of advance directives recom-
mend routine physician-initiated advance directive
discussions with healthy elderly outpatients. 116172223
While the Patient Self-Determination Act’ should in-
crease awareness and utilization of advance direc-
tives among hospitalized and institutionalized
patients, its impact on outpatient discussion of
advance directives is uncertain.?2 Most elderly pa-

- tients believe that advance directive discussions

should be initiated by physicians while patients
are still healthy.8.%14-17.19.20 Physicians might hesi-
tate to initiate advance directive discussions be-
cause they believe their patients will bring up the
topic if they wish to discuss it. Alternatively, some
physicians argue that treatment preferences elic-
ited from a healthy patient might not reflect that
patient’s wishes when faced with a life-threatening
illness.?* Finally, physicians might avoid initiating
advance directive discussions with healthy out-
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patients because of concerns that such an overture
will engender anxiety or some other adverse emo-
tional reaction.!925:26

Previous studies have suggested that most pa-
tients respond positively to advance directive dis-
cussions.%11,17:2024.2527 Data from these studies are
difficult to interpret for two reasons. First, most
of the studies have one or more methodological
limitations including (1) unvalidated single-item
measures of attitude or affect, (2) measurements
limited to negative affect, (3) measurements lim-
ited to the postdiscussion period, and (4) lack of a
control discussion condition to equalize the pos-
sible positive emotional effects of any physician-
initiated discussion.11:17.20.2527.288  Gecond, al-
though previous studies have shown that most
patients respond positively to advance directive
discussions, some patients experience negative re-
actions.!’2025 These studies did not examine
what, if any, characteristics of the patient, physi-
cian, or patient-physician relationship were asso-
ciated with particularly positive or negative emo-
tional reactions.

Our study examined the emotional and attitu-
dinal reactions of ambulatory elderly outpatients
to a physician-initiated advance directive discus-
sion. In contrast to earlier research, we used well-
validated measures of both positive and negative
affective responses. Unlike previous researchers
who measured only postdiscussion attitudes, we
measured participants’ responses at three times:
prediscussion, immediately postdiscussion, and 1-
week postdiscussion. To address concerns that a
no-discussion control group might not provide
the best comparison, we randomly assigned some
participants to participate in a physician-initiated
control discussion of health promotion recom-
mendations. Finally, to find out which partici-
pants were likely to respond negatively to a
physician-initiated advance directive discussion,
measures of the participants’ physical, psychologi-
cal, and social functioning obtained from the pre-
discussion interview and participants’ medical
records were analyzed for their ability to predict
affective responses.

Methods

Participant Selection

Participants eligible for the study were patients
coming to the Family Practice Center of Akron
(FPC) who were aged 65 years and older and who

had completed at least one previous visit with
their physician. The FPC is a university-affili-
ated, urban, community-based family practice
residency. We reviewed during a 6-month period
the medical records of all patients fitting this
description who either (1) were scheduled for a
routine visit at the FPC, or (2) had just completed
a routine visit at the FPC. Exclusion criteria were
spousal participation in the study or a charted
diagnosis of dementia, depression, schizophrenia,
severe communication disorder, or terminal ill-
ness. Eligible participants were contacted by tele-
phone and invited to participate.

Sample Size Calculation

Multiple regression analyses planned for the ad-
vance directive discussion required the greatest
number of participants. Assuming a maximum of
8 predictor variables for each regression equation
and setting alpha at 0.05 and statistical power at
0.80, 75 participants can provide for adequate
power to detect medium-to-small-sized effects
(R? = 0.20).?° Because our primary interest was to
identify predictors of affective reactions to ad-
vance directive discussions, multiple regression
analyses were planned for the advance directive
discussion participants only. Accordingly, the
control discussion group did not require an equal
number of participants. Using numbers randomly
assigned to all elderly FPC patients’ charts, we
assigned 85 participants to the advance directive
discussion group and 15 participants to the con-
trol discussion group.

Prediscussion Interview

There were 103 participants who met the study
criteria. Each patient was asked to arrive at the
FPC 30 minutes before the appointed time for the
physician visit to complete a prediscussion inter-
view. This interview included the Short Portable
Mental Status Questionnaire (SPMSQ),3? the Cen-
ter for Epidemiological Studies Depression Scale
(CES-D),3! the Positive and Negative Affect
Schedule (PANAS),3? questions measuring atti-
tudes toward life support, the Multidimensional
Health Locus of Control Scale (MHLC),?? and
the Medical Outcomes Study Short Form (MOS).34

Mental Status and Depression Screening
No participants were excluded on the basis of an
SPMSQ?® score greater than 5 (indicating pos-
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sible dementia). Two participants with CES-D
scores greater than 16 (indicative of possible de-
pression)?! were excluded. One additional subject
was excluded because of inability to understand
the interview questions.

Positive and Negative Affect

The PANAS has proven reliability and validity*2
and has been used in research on a variety of
populations35:36 as a measure of current mood or
affective state. Respondents indicated how much
each of 20 adjectives described “how you feel
right now” on a 5-point scale. The PANAS gen-
erates conceptually distinct positive affect (e.g.,
enthusiastic, interested) and negative affect (e.g.,
upset, afraid) scores.

Life-Support Attitudes

Using 6-point Likert scales, participants rated
their agreement with four statements about life
support (e.g., “I believe my physician understands
my wishes with respect to life-support measures,”
“Doctors should discuss the use of life support with
their patients as part of their routine medical care”).

Multidimensional Health Locus of Control Scale
(MHLC)

The MHLC is an 18-item scale that measures con-
trol-related beliefs specific to health outcomes. 33,3738

Medical Outcomes Study Short Form (MOS)

The MOS is a 20-item index of health status that
yields six subscores: physical functioning, social
functioning, role functioning, mental health,
bodily pain, and general health perceptions.?*

Demaographic and Medical Record Data

The following information was collected from the
patients during the pre-examination interview or
from the patients’ medical records: age, sex, race,
religion, years of education, number of hospitali-
zations in the last 5 years, number of medications,
months with current physician, and number of
visits with current physician.

Physician Visit

After completing the prediscussion interview,
participants saw their physician for approximately
30 minutes to allow 15 minutes for a routine
office visit and 15 minutes for the study discus-
sion. All FPC physicians, 5 faculty and 15 resi-

dents, received training in the conduct of study
discussions to improve standardization.

Advance Directive Discussion

Physicians provided the participants with scripted
information about the purpose of advance direc-
tives and descriptions of cardiopulmonary resus-
citation, mechanical ventilation, and artificial nu-
tridon and hydration. Physicians expanded upon
the written script as needed. Physicians then read
two scenarios excerpted from Emanuel and Emanuel’s
medical directive document??: (1) coma with a low
probability of recovery, and (2) an advanced stage
of a progressive dementing illness. Participants
stated their preferences for receiving cardiopul-
monary resuscitation and artificial nutrition and
hydration in each scenario based on a 5-point scale
from 1 (definitely do not want) to 5 (definitely want).

Health Promotion Discussion

Physicians spent approximately 15 minutes dis-
cussing patient preferences about health promo-
tion issues excerpted from the US Preventive
Services Task Force. %

Postdiscussion Interview

Immediately after the physician visit, all partici-
pants were administered the PANAS and life-sup-
port attitude questions for a second time. Partici-
pants also indicated how much during the past
week they had (1) thought about advance direc-
tive issues, (2) discussed advance directive issues
with family members, and (3) discussed advance
directive issues with friends.

Telephone Follow-up

One week after the physician visit, all participants
were contacted by telephone and again adminis-
tered the PANAS, life-support attitudes, and ad-
vance directive thought and discussion questions.

Institutional Review ,
This project was approved by the Institutional
Review Board for Human Investigation at Akron
City Hospital and the Kent State University Human
Subjects Review Board. All patients and physicians
gave informed consent prior to their participation.

Analysis
Cronbach alpha coefficients were calculated to
assess the internal consistency of all scales. Cronbach
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discussion variables found to be sig-
nificantly different between discus-
sion groups.

A series of ordinary least-squares
hierarchical multiple regression analy-
ses were conducted on the data from
the 85 participants receiving the ad-
vance directive discussion. The par-
ticipants’ immediate postdiscussion
positive and negative affect scores
were the criterion variables. To in-
dex change in affect, pretest levels
of the appropriate affect variable
were entered into each equation
first. The remaining variables were
then entered based on the stepwise
procedure.

Because of the large number of

1.1
1.09

1 J I L] I T

Pre-Discussion Post-Discussion

Time of Measurement

Figure 1. Mean scores on negative affect index for advance directive and
health promotion discussion participants at prediscussion, immediate
postdiscussion, and 1-week postdiscussion. Higher scores indicate more

negative affect.

alpha coefficients for all scales and subscales were
> 0.6 with the exception of the life-support
attitude items. Accordingly, the life-support
attitude items were examined individually in all
analyses. All other individual items were com-
bined into appropriate indices.

Chi-square analyses were conducted on all cat-
egorical variables, and the Student t-tests for in-
dependent samples were conducted to compare
the advance directive and health promotion par-
ticipants on demographic characteristics and pre-
discussion variables. We conducted 2 (advance
directive versus health promotion discussion) X 3
(prediscussion versus immediate postdiscussion
versus 1-week follow-up) mixed-design analyses
of variance (ANOVAs) on the positive and nega-
tive affect indices and the four life-support
attitude items. A 2 (advance directive versus
health promotion discussion) X 2 (immediate
postdiscussion versus 1-week follow-up) mixed-
design ANOVA was conducted on the advance
directive thought and discussion index.

For each independent measure, additional
analyses of covariance (ANCOVAs) were con-
ducted to control for those demographic and pre-

One-Week

| potential predictors, the regression
analyses were done in two stages.
For the initial set of analyses, vari-
ables were grouped into five catego-
ries: demographics, psychological
health (CES-D score), physical health
(MOS functional subscales), somal
and health relationships (months 3

with physician), and preexisting views regarding &
advance directive issues (life-support attitude =

items). The significant predictors from each cat-
egory (based on an inclusion criteria of P < 0.15)
were then entered into the two final equations to
determine their relative predictive power. The
final regression equations used the more stringent
inclusion criteria of P < 0.05.

Results

“The mean age of the sample was 72.1 (range 65 to
89) years. The sample included 68 percent
women, 48 percent married, 14 percent African-
American, and 78 percent Protestant. The mean
years of education was 11.9 (range 4 to 18). Most
study participants had a well-established relation-
ship with their physician, evidenced both by mean
number of months with physician (29.6 months
[range 1 to 192]) and mean number of visits to
their physician (13.1 visits [range 1 to 73]). Al-
though most members of the sample had re-
corded a will (71 percent), few had executed a
living will (12 percent), durable power of attorney
(6 percent), or any other sort of advance care
document (3 percent).
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Positive Affect Index
1

and health promotion discussion
participants showed a decrease in
negative affect immediately after
~ the physician discussion that main-

3.87 tained itself at 1-week follow-up
(time main effect F[2, 196] = 7.39,
P < 0.001).
Positive Affect

Figure 2 shows that participants
receiving the advance directive
discussion showed an increase in
self-reported positive affect from

3.6 — 359 prediscussion (X =3.63) to imme-
1 diate postdiscussion (X =3.81) to
—@—Advance Directives  ].week postdiscussion (X =3.87).

35 T T T Hoolh Promoter In contrast, those receiving the
I I health promotion discussion showed

Pre-Discussion Post-Discussion

Time of Measurement

Figure 2. Mean scores on positive affect index for advance directive and
health promotion discussion participants at prediscussion, immediate
postdiscussion, and 1-week postdiscussion. Higher scores indicate more

positive affect.

Three significant differences were found
between participants assigned to the advance
directive and health promotion discussion
groups. Advance directive discussion participants
had visited their physician more often (¢ = 2.08,
df=98, P < 0.05), reported higher levels of
depressive symptomatology on the CES-D (z=
2.35, df =98, P <0.05), and more strongly en-
dorsed the statement that their physician under-
stood their life-support wishes (¢ = 2.90, df = 98,
P < 0.05) than did health promotion discussion
participants.

Comparison of Postdiscussion Reactions

For each ANOVA reported below, three
ANCOVAs were also conducted in which self-
reported depressive symptomatology, prediscus-
sion level of the participants’ beliefs that their
physician understood their life-support wishes,
and number of visits to physician were used as
covariates. All ANCOVAs yielded results ident-
cal to those found in the corresponding ANOVA.

Negative Affect
Figure 1 shows that despite initially low nega-
tive affect scores, both the advance directive

One-Week

a decrease in self-reported positive
affect from prediscussion (X = 3.82)
to immediate postdiscussion (X =
3.75) to 1-week postdiscussion
(X =3.59 (time X discussion topic
interaction F{2, 196]=4.71, P<
0.05). Advance directive discussion participants
reported significantly greater positive affect im-
mediately after the discussion than immediately
before (F[1, 84] = 15.15, P < 0.001).

Life-Support Attitudes

ANOVAs conducted individually on each of the
four life support attitude items revealed significant
effects on only two items. Figure 3 shows a dramatic
postdiscussion increase in the advance directive dis-
cussion participants’ beliefs that their physician
understood their life-support wishes (prediscus-
sionX =2.04, immediate postdiscussion X = 5.96).
This increase did not occur in the health promotion
discussion participants (time X discussion topic
interaction F[2, 196] = 62.29, P < 0.0001).

Figure 4 shows that participants receiving both
discussions expressed significantly stronger agree-
ment with routine advance directive discussion
during the immediate postdiscussion and 1-week
follow-up interviews than at the prediscussion
interview, F(2, 196) = 5.18, P < 0.05.

Thought and Discussion of Advance Directive Issues
Figure 5 illustrates that all participants tended
to think about and discuss advance directive
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Discussion

This study examined the emotional
and attitudinal reactions of healthy
elderly outpatients to a physician-
initiated advance directive discus-
sion from two different perspec-
tives. First, reactions of participants
engaging in an advance directive
discussion were compared with re-
actions of those involved in a con-
trol discussion about health promo-
tion issues. Differences between
prediscussion and postdiscussion
levels of affective state and attitudes
were examined to address whether a
physician-initiated advance direc-
tive discussion, on average, pro-
duced positive or negative reac-

5.81

1 [ 1 l i
Pre-Discussion Post-Discussion

Time of Measurement

Figure 3. Mean perceived physician understanding of life-support wishes
for advance directive and health promotion discussion participants at

prediscussion, immediate postdiscussion, and 1-week postdiscussion.
Higher scores indicate greater perceived understanding.

issues more often during the week after par-
ticipation in the study than in the previous
week (time main effect F[1, 196] = 19.63, P <
0.0001). This tendency was more pronounced in
the advance directive discussion participants than
in the health promotion discussion participants
(dme X discussion topic interaction F[2, 196] =
17.50, P < 0.01).

Predictors of Immediate Affective Reactions to

the Advance Directive Discussion

Table 1 shows the results of the two final regres-
sion equations. The greater a patient’s education
level and the longer a patient had been with his or
her physician, the more positive the affective re-
sponse to the advance directive discussion (59
percent of the total variance). More hospitaliza-
tions, poorer physical and mental function (MOS),
greater powerful others health locus of control,
and stronger endorsement of advance directive
discussions were associated with a more negative
affective response to the advance directive discus-
sion (63 percent of the total variance).

One-Week

tons. Second, multiple regression
analyses were used to examine
whether specific patient charac-
teristics can predict particularly
positive or negative emotional re-
sponses to a physician-initiated ad-
vance directive discussion.
Participants showed no evidence
of adverse emotional or attitu-
dinal reactions to the advance
directive discussion. The current findings, com-
bined with past research showing similar re-
sults,®11,16,17.20,2425,27.28 mgake a strong empirical
case that discussions of advance directive issues
are not distressing for most elderly outpatients.
Participants of both the advance directive dis-
cussion and health promotion discussion showed
a significant decrease in negative affect from pre-
discussion to immediate postdiscussion levels.
This decrease was still evident at 1-week follow-
up. In addition, the advance directive discussion
participants showed an increase in positive affect
from prediscussion to immediate and 1-week
postdiscussion levels. The uniquely positive affec-
tive reaction of the advance directive discussion
participants provides strong evidence against the
existence of negative emotional reactions to phy-
sician-initiated advance directive discussions.
Positive and negative affects as measured by the
PANAS are conceptually distinct and statistically
independent aspects of affective state.3? As such,
they should not necessarily be expected to show
similar, but inverse, responses to identical inter-
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5.91 routine advance directive discus-

sion when interviewed before their
physician visit (overall X =5.4).
" Even with high initial levels of agree-

ment, participants from both groups
showed increased agreement with

5.60 this item immediately after their phy-

sician visit. This increase was still evi-
dent 1 week later. Eighty-nine per-
cent of advance directive discussion
participants indicated the strongest
possible agreement that such discus-
sions should be a routine part of medi-
cal care.

Advance directive discussion par-

“Physicians Should Routinely Discuss Life-Support”

5.0 T ' T T T
Pre-Discussion Post-Discussion
Time of Measurement

Figure 4. Mean endorsement of routine life-support discussions for
advance directive and health promotion discussion participants at
prediscussion, immediate postdiscussion, and 1-week postdiscussion.

Higher scores indicate greater endorsement.

ventions. Negative affect is an amalgam of anxi-
ety, fear, and negative self-evaluation. Positive
affect is a measure of interest, enthusiasm, and
feelings of empowerment. While both the ad-
vance directive and health promo-
tion discussion participants showed 30 '_‘
a decrease in anxiety and fear after -
their physician visit, only the ad-
vance directive discussion piqued
participants’ interest and increased
their sense of power and control.

It is unlikely that the more posi-
tive reactions of the advance direc-
tive participants were due to a Haw-
thorne effect. The only difference
between the health promotion and
advance directive discussion con-
ditions was the content of the
physician-initiated discussion. The

2.5 e

2.0 e

1.5 cems

Thought/Discussion of Advance Directives

One-Week

ticipants showed a dramatic postdis-
cussion increase in their belief that
their physician understood their
life-support preferences. Even though
the advance directive discussion was
highly structured and did not probe
many of the personal and complex
issues surrounding preferences for
life-sustaining therapies, it still en-
hanced a strong sense of mutual understanding
between patient and physician.

Evidence supporting the likelihood of continu-
ing discussion of advance directive issues derives

2,60

—@— Advance Directives '
—O— Health Promotion

health promotion discussion was in- 1.0
tended to empower participants by
informing them and allowing them
to make choices about relevant
health promotion issues.

Consistent with past research,’%
1447,1921 participants showed over-
whelmingly positive attitudes toward

' l ' I
Post-Discussion One-Week

Time of Measurement

Figure 5. Mean scores of advance directive thought and discussion index
for advance directive and health promotion discussion participants at

immediate postdiscussion, and 1-week postdiscussion. Higher scores
indicate more thought and discussion.
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Table 1. Results of the Final Multiple Regression
Analyses on Immediate Postdiscussion Positive and
Negative Affect.

Variable R Beta t*
Positive affect equation
Pretest positive affect 0.53 0.69 9.59
Years of education 0.56 0.18 2,51
Months with physician 0.59 0.16 2.23
Negative affect equation
Pretest negative affect 0.41 0.44 5.29
Number of hospitalizations ~ 0.51 0.21 2.83
Physical functioning 0.55 —-0.16 =217
Mental health 0.58 -0.26 -3.05
Belief in powerful others 0.61 0.15 217
Physicians should discuss 0.63 0.15 2.04

advance directives

*P<0.05.

from the reports of the advance directive discus-
sion participants in the week following their
physician visit. The advance directive discussion
inspired the participants to continue thinking
about and discussing advance directive issues after
the physician visit. Involvement of family mem-
bers in such discussions is important because phy-
sicians frequently turn to family members to make
decisions about life-sustaining treatments for pa-
tients who suffer decisional incapacity.*! Encour-
agement of open discussions about advance direc-
tive issues among patients and family members
could produce the most important long-term
benefit of a physician-initiated advance directive
discussion.

Our study went beyond earlier research by
examining the specific demographic, psychologi-
cal, physical, and social predictors of positive and
negative emotional reactions to advance directive
discussions.

Advance directive discussion participants reported
a less negative and more positive immediate reac-
tion to the advance directive discussion when they
enjoyed good psychological and physical health. The
effect of the physical health variable was confirmed
by both subjective (self-reported functional status)
and objective (number of hospitalizations) indices.
A similar positive response was found for partici-
pants with higher educational levels and longer
physician-patient relationships.

Participants who believed their health out-
comes to be controlled by powerful others, such
as health professionals, responded relatively nega-
tively to the advance directive discussion. Perhaps

these individuals became uncomfortable when the
physician initiated a discussion that shifted con-
trol about an important health decision back to the
individual. These negative emotional reactions do
not necessarily indicate that such individuals did not
want to talk about advance directive issues with
their physician. Lo, et al.!'’ found that even pa-
tients who had negative reactions to thinking or
talking about life-sustaining treatments still ex-
pressed a desire to talk about the issues.

A paradoxical relation was found between
attitudes about advance directive discussions and
emotional reactions. Individuals who most strongly
endorsed the routine discussion of advance direc-
tive issues had relatively negative reactions to
these discussions. Explanations for this finding
require further study.

The regression analyses show that the general-
izability of the results is not compromised by the
characteristics of the sample. Neither positive nor
negative emotional reactions to the advance di-
rective discussion were associated with sex, reli-
gion, race, age, or being cared for by faculty ver-
sus resident physicians.

Generalization of the study findings to routine
outpatient practice might be limited by several
factors. First, in practice, physicians would prob-
ably ask patients to agree to return for a longer
visit to allow time for an advance directive discus-
sion. The effect of an earlier agreement to discuss
advance directive issues could change the dynam-
ics of the discussion in unknown ways. Second,
the emotional reactions of participants who re-
fused to consent to a study about discussing health
preferences remain unknown. It is conceivable
that initiating an advance directive discussion
with an unwilling patient could create negative
emotional reactions. Third, variations in the en-
thusiasm, experience, and skill of physicians dis-
cussing advance directive issues could alter
the emotional reactions of patients. Fourth,
participants’ increase in reported thought and dis-
cussion about advance directive issues might have
been due to the demand characteristics of re-
peated questioning about advance directives, re-
flecting participants’ desires to please the investi-
gators. Finally, most of the statistically significant
differences in mean affective and attitudinal
scores reflect relatively small numerical differ-
ences that are unlikely to result in clinically im-
portant changes in patient affect.
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Conclusions

Elderly outpatients experienced no adverse
emotional or attitudinal effects following a physi-
cian-initiated advance directive discussion. In
fact, the discussion produced a variety of positive
effects. The multiple regression analyses showed
that, in terms of optimal reactions, the “advance”
in advance medical directives should be stressed.
More positive emotional reactions can be antici-
pated when discussions of life-sustaining treat-
ment preferences occur in the outpatient setting,
before the patient’s physical and psychological
status deteriorates. Such discussions can lead to
increased thought about advance directive prefer-
ences and increased discussion of advance direc-
tive issues with family and friends. Patients
strongly endorse physician-initiated discussions
about preferences for life-sustaining therapies. In
addition to meeting patients’ needs, these discus-
sions can enhance established physician-patient
relationships.

The authors acknowledge Barbara Bailey, MD, Maggie Aber-
nathy, and Michelle Swain for their assistance with data abstrac-
tion and manuscript preparation.
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