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Abstract

Background: To effectively care for people who are terminally ill, including those
without decision-making capacity, palliative care physicians must know and understand
the legal standing of Advance Care Planning (ACP) in their jurisdiction of practice.
This includes the use of advance directives/living wills (ADs) and substitute decision-
makers (SDMs) who can legally consent to or refuse treatment if there is no valid AD.
Aim: The study aimed to investigate the knowledge, attitudes and practices of medical
specialists most often involved in end-of-life care in relation to the law on withholding/
withdrawing life-sustaining treatment (WWLST) from adults without decision-making
capacity.

Design/participants: A pre-piloted survey was posted to specialists in palliative,
emergency, geriatric, renal and respiratory medicine, intensive care and medical
oncology in three Australian States. Surveys were analysed using SPSS20 and SAS 9.3.
Results: The overall response rate was 32% (867/2702); 52% from palliative care
specialists. Palliative Care specialists and Geriatricians had significantly more positive
attitudes towards the law (3’4, = 94.352; p < 0.001) and higher levels of knowledge
about the WWLST law (y%; = 30.033; p < 0.001), than did the other specialists, while
still having critical gaps in their knowledge.

Conclusions: A high level of knowledge of the law is essential to ensure that patients’

wishes and decisions, expressed through ACP, are respected to the maximum extent



possible within the law, thereby according with the principles and philosophy of
palliative care. It is also essential to protect health professionals from legal action

resulting from unauthorised provision or removal of treatment. (251 words)

Key words: Advance Health Care Planning; Law; Palliative Care; Treatment Refusal;

Withdrawing/Withholding Life-sustaining Treatment

Key statements:
What is already known about the topic?
e Palliative care specialists increasingly care for people without decision-making
capacity
o Knowledge of the law is required for medical specialists to carry out their
practice within the constraints of the law, e.g. whether they are required to
follow an AD and who is the lawful decision-maker for an incapacitated patient
What this paper adds?
e This study demonstrated that there are major knowledge gaps among medical
specialists involved in end-of-life care
e Palliative care specialists demonstrated the highest level of knowledge of the

law in this area and the most positive attitudes towards the law



Implications for practice, theory or policy?

e Lack of knowledge and/or compliance with the law can compromise patient care
and put medical practitioners at legal risk

e On-going education is needed to ensure that specialists have up-to-date
knowledge of the law

e There is on-going international debate and development of legislation and
policies concerning substitute decision-making at the end of life for patients
lacking capacity. Evidence from the literature indicates that medical
practitioners in a number of countries lack adequate knowledge of the law
relating to end-of-life care. This study provides evidence from Australia that

may assist in deliberations in other countries.

Reporting Guidelines

This paper follows the STROBE Reporting guidelines.



Introduction

Beginning in the late 1960s, palliative care developed to address physical, psychosocial
and spiritual needs of dying patients’ [1] including, more recently, those with advanced
dementia [2] . One of those needs is to have end-of-life care wishes respected.
Concurrently with the growth of palliative care, medical science found “ways of
maintaining biological life beyond its formerly natural limit due to new forms of life-
sustaining medical treatment and technologies” [3:97]. Such developments have
positive outcomes but also raise legal and ethical issues concerning prolonging life and
the dying process. Where end-of-life care wishes include withdrawing/withholding life-
sustaining treatment (WWLST), this can be challenging for health care providers,
although respecting such wishes is consistent with the ethos of palliative care, which

“intends neither to hasten nor postpone death” [1].

Difficult questions of respecting patients’ choices at the end of life are not unique to
palliative care. Frost et al [4:1174], discussing US healthcare system reforms, noted
that providing end-of-life care “in accordance with patient wishes is an essential
component of critical care.” To help ensure that such wishes are known and acted upon
“[c]linical practice relies on surrogates to make or help to make treatment decisions for

incapacitated adults.” [5:336]. Shared decision-making between clinicians and family



members in relation to WWLST was also endorsed by North American and European

critical care societies in 2004.[6]

In Australia [7], the UK [8], Germany [8], the US [9] and most developed countries,
competent patients have a legal and moral right to refuse medical treatment, even life-
saving treatment. This right is also generally available (subject to jurisdiction-specific
legal requirements) to non-competent patients through Advance Care Planning (ACP).
Mechanisms such as advance directives (ADs) and substitute decision-makers (SDMs)
are available in most developed nations, including the UK [10], US [11,12], Canada

[13] and the Netherlands [14,15].

WWLST decisions are part of mainstream medical practice [16]. Almost 40,000 adult
deaths each year across Australia occur following a WWLST decision. [16] “In the
United States 1 in 5 deaths occurs in or shortly after discharge from an intensive care
unit (ICU) (and) [m]ost of these deaths are preceded by decisions to forgo life-
sustaining treatment” [6:462] What is not certain is the extent to which such decisions
comply with the law. A doctor’s legal role in end-of-life care includes: assessing a
patient’s capacity to make treatment decisions, determining who the authorised SDM is
if the patient does not have capacity, and knowing whether a person’s AD is valid under

the law and must be followed in the prevailing circumstances [16].



Australia, like the US, Canada and, to some extent, the UK, is a federation, with each
part of the federation having its own laws, terminology, documentation and policies in
relation to these issues. Not knowing the law can give rise to fear of legal liability,
resulting in doctors practising defensive medicine [17]. Combined with confusion
about what is/is not euthanasia, this leads to inadequate pain management, poor doctor-
patient communication, inappropriate continued use of medical technology which

merely prolongs the dying process, and disillusioned patients, families or carers [18].

There is limited evidence about the extent to which medical practitioners know and
engage with the law (19). Whatever the law is in each country, medical practitioners
need to know it and be prepared to apply it, both for the safety of their patients and for

their own protection.

Aim
This study aimed to explore the knowledge, attitudes and practices relating to WWLST
law for adults lacking decision-making capacity, of physicians in seven specialties,

including palliative care, in three Australian States.



Methods

Ethics approval: The study was approved by the Human Research Ethics Committees
at the Queensland University of Technology (1100001137), Southern Cross University

(ECN-11-222) and the University of Queensland (2011001102).

Survey development: The survey instrument development was informed by a detailed
review of the law in each State (reported in three papers [16,20,21]), 3 focus groups (1
in each State N=16), pre-testing (N=35, 77% response) and piloting (N=258, 26% raw
response rate;16% reweighted by specialty) of the instrument with specialists in each
State. To enhance potential response in the main survey, the questionnaire length was
reduced and the formatting enhanced.

The questionnaire contained six sections:

Section A: Perspectives, asked respondents their level of agreement with each of 11
statements about (a) the role of the law relating to WWLST in medical practice, and (b)
knowing and following the law, on a 5-point scale from Strongly Disagree (SD) to
Strongly Agree (SA).

Section B (not reported in this paper) asked about education and training.

Section C: Knowledge of the law, asked respondents how much knowledge of the

WWLST law they currently have, on a 4-point scale, from Very Little to Considerable



Knowledge, and whether they thought that 6 statements about the law in their State
were True, False or they “Don’t Know”. To ascertain participants’ knowledge
regarding SDMs, they were presented with the following scenario and asked to identify
the legally-authorised SDM from the 4 potential decision-makers.
A middle-aged woman with a life-limiting disease, taken to hospital
unconscious, with a consequent need for health decisions to be made by
others. She had not completed an AD nor appointed a substitute decision-
maker. The following potential decision-makers were present at the
hospital: the patient’s husband (from whom she has been separated for
many years); her son (who is also her attorney for financial matters); her
daughter (who is currently her full-time carer); and the patient’s same-sex

partner of 5 years.

Section D: Practice in relation to the law. Respondents were provided with a second
scenario, which involved a patient who had completed an AD but to comply with it
would be clinically and ethically challenging as follows:
A patient had completed an advance directive (name of this document in the
survey reflected State differences) 5 years previously, soon after being
diagnosed with AIDS. In his AD he refused antibiotics for any future life-

threatening infection and wished only to be kept comfortable. He became ill



with a life-threatening infection and requires antibiotics to survive. Both
his family and doctors wish him to receive antibiotics as he would be likely
to recover from the infection and continue to live as before. If he is not
given the antibiotics it is likely he will die.

Respondents were asked “Would you commence antibiotics?”

Section E: Experience relating to the law. One question from this section (reported in
this paper) asked respondents how often they are asked about the WWLST law, on a 5-
point scale from Never to Very Often.

Section F collected respondents’ demographic information.

Sampling: The sample cohort comprised all specialists in palliative, emergency,
geriatric, renal and respiratory medicine, intensive care and medical oncology who were
on the AMPCo Direct database (a comprehensive database of Australian medical
practitioners) in Victoria, New South Wales and Queensland (the three most populous
Australian States) (n=2,858). These specialists are most likely to be involved in making
decisions about whether to WWLST in the acute setting (as determined by a very
extensive literature review and amended following the piloting of the survey

instrument).
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Survey Administration: AMPCo Direct posted the pre-piloted survey (to ensure
anonymity) in July 2012. Various methods of promotion were utilised including
enlisting support from medical colleges and societies. Incentives provided included
Continuing Professional Development (CPD) points, post-survey education with
answers to survey questions, and the chance to win some fine wine. There were two

mailed reminders. The survey closed on 31 January 2013.

Statistical analysis: Questionnaires were coded and double-entered into an Access
database then transferred to SPSS 20 and SAS 9.3 for analysis. Analyses examined
descriptive statistics and bivariate associations by chi-square tests. An overall attitude
scale was calculated by scoring each positive statement in Qs 1 and 2 from 1-5 (extent
participants agreed with the statement) and reverse scoring each negative statement
from 5 -1 (extent participants disagreed with the statement) and calculating a total score
for each participant for each question. Scores ranged from 11-52/55 for Q1; and from
20-47/50 for Q2 (there was one neutral statement in Q2 which was not included in the
score). Scores were then grouped into octiles, as determined by PROC RANKS using

SAS 9.4 statistics program, and a Mean/8 was calculated for each relevant variable.
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Results
Response rates: After deleting those no longer at the contact address or not in the
relevant discipline, the final denominator was 2,702. A total of 867 completed
questionnaires were returned, an overall response rate of 32%. Response rates by
specialty ranged from 52% from Palliative Care specialists to 24% from Medical
Oncologists (hereafter, Oncologists) (Table 1: Specialty by State).

(Table 1)
Respondents’ age range was 29 to 83; 66% were Male and 34% female. Comparison by
age, gender, specialty and State with the total AMPCo sample found that respondents
were very similar on most comparison variables except that there were fewer younger

doctors among respondents than in the sample population.

Attitudes towards the law

Differences between specialty groups reached significance for six of the eleven

statements and approached significance for one.

Palliative Care specialists were significantly more likely than the other groups of
specialists to Agree or Strongly Agree (A/SA) that the law (a) provides a useful
framework for decision-making; (b) is helpful when making these decisions; and (c)
supports good medical practice; and to Disagree or Strongly Disagree (D/SD) that the

law (d) is not relevant to making these decisions; (e) is out of touch with medical

12



practice; (f) that following the law can lead to inappropriate treatment decisions; and

that (g) medical and family consensus matters more than the law (Table 2).

(Table 2)

Perspectives on knowing and following the law

Differences between specialty groups reached significance in relation to 6 of the 11
statements for this question. Palliative Care specialists were significantly more likely
than other specialists (except Geriatricians for statements a and b) to A/SA that: (a) it is
important for me to follow the law; and (b) following the law is the right thing to do;
and to D/SD that (c) I worry about legal risk; (d) the law is too complex; (e) [ am too
busy to find time to know the law; and (f) the law is unclear (Table 3).

(Table 3)

An attitude score calculated from the above responses found that Palliative Care
specialists and Geriatricians had significantly more positive attitudes towards the law
than did the other specialists (Q1: Mean for Palliative Care Specialists was 5.67/8 and
for Geriatricians 5.17/8 cf 4.45/8 overall: x242 =94.352; p <0.001. Q2: Mean for
Palliative Care Specialists was 5.83/8 and for Geriatricians 5.15/8 cf 4.45/8 overall: X242

=79.256; p < 0.001).
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Knowledge of the law: perceived and actual

Sixty-six percent of Palliative Care specialists said that they had Moderate or
Considerable Knowledge compared with 39% overall and only 20% of Oncologists (x* 1
=82.124; p <0.001). However, for the 6 True, False, Don’t Know statements, only
42% of Palliative Care specialists scored 4 or more answers correct; while this was
higher than the overall rate of 35%, it is somewhat inconsistent with the majority of
Palliative Care specialists’ perception that they had Moderate or Considerable

knowledge.

Respondents’ knowledge was tested further by Scenario 1; they were asked who would
be legally entitled to make decisions about her medical treatment (in their respective

jurisdictions).

(Note: As there are a number of differences in the WWLST law in the three
participating States, e.g. in relation to SDMs., in terminology and documentation, and in
relation to conditions under which Advance Directives can be actioned, , results for the

two scenarios are reported by State, as well as by specialty).

The highest correct response overall (i.e., her partner) was from Victoria although this

was only 36%, so more than 60% of respondents in each State either gave an incorrect
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answer or did not know who had legal authority to make decisions about medical

treatment in the above scenario (Table 4).
(Table 4)

Responses were collapsed to Partner and All Other Options combined and analysed by
specialty. Intensive Care specialists (47%), Palliative Care specialists (45%) and
Geriatricians (43%) were significantly more likely to correctly answer ‘Partner’ than the
overall correct response rate (29%) while Renal (13%) and Respiratory specialists
(17%) were significantly less likely than the other specialists to give the correct answer

(s = 55.34; p <0.001).

Analysis of a combined score for the 6 True/False/Don’t Know questions and a score of
1 for a correct Scenario 1 answer found that Palliative Care specialists and Geriatricians
had significantly higher levels of knowledge about the WWLST law (y*; = 30.033; p <

0.001) than did the other specialists.

Practice in relation to the law
In relation to the second scenario, the majority of respondents in each State said that
they would provide the antibiotics (Table 5).

(Table 5)
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More than half of the respondents in every specialty said that they would provide this
patient with antibiotics; however, Palliative Care specialists (54%) and Geriatricians
(58%) were significantly less likely than other specialists to say Yes to this question,
while Respiratory (77%) and Intensive Care (76%) specialists were significantly more

likely to say Yes (x’s = 19.12; p = 0.004).

Although the majority of respondents in each State said that they would give antibiotics
in this case, they would not all be acting in accordance with the law in their respective
States. In NSW [16] and Victoria [20] the law is that the AD should be followed and the
antibiotics not given. In Queensland the law imposes limitations on when an AD can be
followed; those limitations are not met in this scenario so it would require treatment be

given as requested by the family [19].

How often they are asked about the WWLST law
Table 6 shows response rates for Often/Very Often by discipline for each group of
questioners.

(Table 6)
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Palliative Care specialists were the most likely to say that they are Often/Very Often
asked by Interns/Residents/Registrars, medical students and patients/families about the
WWLST law and second most likely, after Intensive Care specialists, to be asked by

other medical specialists and nurses.

Discussion

While results demonstrated critical gaps in knowledge among respondents, Palliative
Care specialists had more positive attitudes to the law, and its place in medical practice,
than other specialists. While almost unanimous in agreeing that it is important for them
to follow the law, they were the least likely of any specialty group to be worried about
legal risk in performing their medical duties. This may be because an intrinsic part of
palliative care training involves developing good communication skills with patients
and families concerning end-of-life decisions [22], and good communication tends to

reduce conflict and potential legal challenges [23].

Perhaps more importantly, from a patient perspective, these findings may also reflect
the parallel and interdependent historical developments of palliative care, bioethics and
law governing WWLST. All these developments were, in part, responses to perceived
negative aspects of medicine’s increasing ability to prolong life, as encountered by

patients and families. These responses included respecting patients’ wishes, minimising
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harm by providing comfort care when appropriate, and WWLST once its benefits are
eclipsed by its burdens. They developed through continuous interactions between the
community, as both recipient of care and ultimate law-maker, and particular sections of
the medical profession, particularly palliative care, with a focus on the increasing
recognition of the limits of curative medicine [24]. Law per se cannot deal directly with
all the clinical, ethical, social and spiritual issues that arise at the end of life, but the law
provides a framework within which these benefits — respect for patient wishes and

minimisation of harm — are more likely to be realised.

In addition, although the Palliative Care specialists in this study held the most positive
attitudes towards the law and had the highest level of knowledge about it of all the
specialists, 36% A/SA that following the law can lead to inappropriate treatment
decisions. Levels of knowledge were also not uniformly high among Palliative Care
specialists, with 55% incorrectly identifying the legally-authorised decision-maker in

Scenario 1.

Palliative care specialists will increasingly be caring for patients who have lost capacity
and the results of this study demonstrate the need for further education in relation to the
WWLST law. It is essential that medical Colleges and Palliative Care Associations

provide opportunities for their members to improve their knowledge of the WWLST
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law, e.g., by making CPD seminars on this topic available. This should include “formal
teaching on how to navigate difficult, value-sensitive decisions with surrogate decision-

makers” [25:743].

An increased level of legal knowledge is particularly important given the leadership role
played by palliative care in end-of-life decision-making. As outlined above, Palliative
Care specialists are frequently asked for information about end-of-life decision-making
legal frameworks and the lawfulness of treatment options, including for adults who lack
capacity. There is therefore an onus on Palliative Care specialists to know the law in
order to be able to support patients, families and clinical colleagues through end-of-life

decision-making within the law that underpins it.

Strengths and Limitations: A strength of this study was that the sample included
specialists from the seven specialties most likely to be involved in end-of-life decision-
making in Australia, and is thus more representative than previous related studies which
have generally been drawn from participants in specified training courses or cohorts,

[26,27] specific health facilities, [28,29] or a single specialty or society. [30-33]

A limitation of the study was the overall response rate of 32%, although there was a

52% response rate from Palliative Care specialists overall (NSW 33%, Queensland 67%
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and Victoria 75%). The less-than-optimal response rate means that we cannot assume
generalisability and also raises the potential for response bias. While our sample was
representative of the population from which it was drawn in relation to State, specialty,
age and gender, as outlined in Results, it is nonetheless possible that those who
responded had more interest in, and perhaps more concern about the issues in this study
than those who did not respond. If this is so, the knowledge gaps and need for further

education may be even more acute than this study identified.

Conclusions

The significantly higher response rates from Palliative Care specialists in this study,
their mostly positive attitudes toward following the law and their actual knowledge of
the law, compared to the other specialists, suggest that palliative care specialists see the
law as helpful and have developed skills to support their patients within the boundaries
of the law. However, given the variation identified among Palliative Care respondents,
ongoing vigilance is needed. Respect for patients’ wishes, expressed through ACP, may
still be in jeopardy and some specialists may still be at legal risk. Effective clinician
training can improve ACP discussion [34] and enhance legal compliance, which, in turn

should help protect patients and physicians.
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This study may contribute to the international debate and development of legislation

and policies concerning SDM for terminally patients lacking capacity.
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Table 1: Response rates by Specialty by State

Specialty Qld NSW Vic TOTAL
Emergency Medicine 73/270 = 106/412 = 91/386 = | 270/1068 =
25% 26% 24% 25%
21/34 = 51/121 = 35/95 = 107/250 =
Geriatric Medicine 62% 42%* 37% 43%
35/95 = 47/178 = 43/115= 125/388 =
Intensive Care 37% 26% 37% 32%
16/58 = 30/135 = 34/140 = 80/333 =
Medical Oncology 28% 22% 24% 24%
17/52 = 21/28 = 52/101 =
14/21 = 750/,% 500 sk
Palliative Care ** 67%* 33%
15/53 = 33/108 = 32/91 = 80/252 =
Renal Medicine 28% 31% 35% 32%
25/72 = 36/162 = 37/106 = 98/330 =
Respiratory Medicine 35% 24% 35% 30%
Other or Not Specified] N =17 N=15 N=21 N=353
218/598 = | 335/1147 = | 314/957 = | 867/2702 =
Total Sample 36% 29% 33% 32%

** Highest response rate overall; * highest by State.
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Table 2: Role of Law in Medical Practice. Statements Reached/* Approached Significance (Maximum N for any statement)

Statement Percent Agree/Strongly Agree & Disagree/Strongly Disagree by Specialty
P/Care |Emergency| Geriatrics | Int. Care | Oncology| Renal Respiratory Total' lez;
N=52 | N=269 | N=107 | N=124 N=80 N=80 N=98 N=808
1
A/SAD/SD |A/SA D/SD [A/SA D/SD |[A/SA D/SD [A/SA [D/SD [A/SA D/SD |[A/SA D/SD [A/SA D/SD pvatue
(2)] The law providesa | 65 | 13 |44 |27 |57 |19 |35 |41 |45 [19 |44 |23 |44 |28 |45 |26 |308;
useful framework
for decision- p = 0.002
making
(b)| The lawis helpful | 70 | 14 |36 |34 |47 |28 |35 |44 [34 [24 |35 |30 |40 |36 |40 |32 |40
when making these b < 0.001
decisions
()] The law supports | 55 |\ 10 |37 |21 |48 |10 |42 |26 |45 [15 |43 |15 |47 |20 |43 |18 |26
good medical b =0.04
practice
(d)] Thelawisnot 1109 |86 |15 |75 |17 |82 |18 |71 |16 [78 |16 |70 |10 |80 |15 |76 |!93
relevant to making b=0.081*
these decisions
()] Thelawisoutof 130 |40 |40 |21 |21 |37 |52 |24 |27 [27 |39 |16 |34 |26 |36 |25 |49
touch with medical b < 0.001
practice
(D] Following the law 136 |36 |53 |17 |45 |29 |57 |22 |32 [25 |56 |22 |52 |24 |50 |23 |320;
can lead to p=<0.001
inappropriate
treatment decisions
(¢)| Medical and family | 35 |44 169 |14 |51 |31 |66 |20 |56 [20 |65 |22 |53 |31 |60 |23 [42.5;
consensus matters
more than the law p <0.001

'Totals do not add to 100% as Not Sure % not reported in Table
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Table 3: Knowing and Following the Law. Statements Reached Significance. (Maximum N for any statement)

Statement Percent Agree/Strongly Agree & Disagree/Strongly Disagree by Specialty
1 2
P/Care |Emergency| Geriatrics | Int. Care | Oncology| Renal Respiratory Total Xz
N=52 N=269 N=107 N=124 N=80 N=80 N=98 N=808 | P value
A/SAD/SD |A/SA [D/SD |[A/SA D/SD |A/SA [D/SD [A/SA D/SD |[A/SA D/SD [A/SA D/SD [|A/SA D/SD

(a)| Itisimportantfor 196 |0 |79 [7 |90 |1 |8 |5 (8 |1 |88 |1 |84 |5 84 |4 22.0;
me to follow the p=0.038
law

(b)) Following the law 174\ 4 |49 |10 |71 |5 |57 |15 |61 [5 |59 |10 |65 |6 |59 |9 | 322
is the right thing to p <0.001
do

()] Iworry aboutlegal | 47 |44 |58 [34 |63 |26 |64 |26 |74 [25 |65 |20 |68 |26 |62 |29 | 288
risk p=0.004

(d)] The law is too 33 |31 |58 |11 |45 |20 |46 [19 |55 |1 |58 |5 |62 |8 53 |13 | 493
complex p <0.001

(¢)| lamtoobusyto |25 |67 |44 [39 |33 |48 |33 |53 |63 |31 |48 |35 |50 |40 |42 |43 | x5
find time to know p <0.001
the law

()| The law isunclear | 57 131 138 (13 |29 |24 |41 |20 |28 |11 |36 |10 |43 [12 |36 |16 | 298

p=0.003

'Totals do not add to 100% as Not Sure % not reported in Table
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Table 4: Who can legally make decisions about Jenny’s medical treatment? % (n)

State | N | Husband Son Daughter | Partner Don’t Correct

Know Answer
Qld | 214 | 18% (39) | 15% (31) | 12% (26) | 31% (67) | 24% (51) | Partner
NSW 1331 | 8% (28) |52% (172)| 8% (27) | 22% (71) | 10% (33) | Partner
Vie 1306 | 21% (65) | 7% (20) | 13% (39) | 36% (111) 23%(71) | FPartner
TOTAL| 851 | 16% (132) |26% (223)| 11% (92) [29% (249)| 18% (155)

Table S: Percentage of respondents by State who would commence antibiotics

State Yes No
Queensland 72% 28%
New South Wales 72% 28%
Victoria 63% 37%
Total 69% 31%
X'2=17.05; p=0.03

Table 6: How often asked by others about issues relating to WWLST law for

adults who lack capacity: Percent Often or Very Often % (n)

Other nterns/ Medical Nurses | Patients/
Specialty N* | Medical esidents/ | Students Families
Specialists [Registrars
Emergency 263 | 12% (34) |45% (119) 19% (50) | 32% (85) | 30% (80)
Medicine
Geriatric Medicine | 106 | 17% (18) | 50% (43) | 28% (30) | 32% (34) | 41% (44)
Intensive Care 119 | 34% (41) | 44% (53) | 26% (31) | 47% (56) | 34% (41)
Medical Oncology |79 | 3% (3) 18% (15) | 7% (6) 11% (9) | 23% (18)
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Palliative Care 49 [20% (10) | 63% (31) | 49% (24) | 40% (20) | 45% (22)
Renal Medicine 76 | 16% (13) |30% (23) | 9% (7) | 27% (21) | 23% (18)
Respiratory 10% (10) | 29% (28) | 10% (10) | 14% (14) | 28% (27)
Medicine 95

*Maximum N for any question
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