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ABSTRACT
Nurses' Knowledge of Advance Directives and Their
Perceived Role in Discussing End of Life Issues with
Patients
by Christine Diane Hall

This study replicated a study done by Hall (1992) and
used a descriptive design to explore nurses' perceptions of
their role in discussing end of life issues with patients,
nurses' knowledge of advance directives and their attitudes
towards end of life issues. This study also explored
whether there was a relationship between nurses' perceived
role in discussing end of life issues with patients and
their years of nursing experience in California.

The findings indicated that, although most nurses'
agreed that it was their role to discuss end of life issues
with patients, knowledge of advance directives was lacking.
The findings were consistent with Hall (1992). A negative
weak correlation between nurses' perceived role in
discussing end of life issues with patients and their years
of nursing experience was shown. Nurses with less

experience were more certain about their role.
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Chapter 1
INTRODUCTION

Decisions regarding the circumstances of a person's
death have belonged exclusively to health professionals
until recent years. Patients and families are now demanding
more control over health care decisions, including those
directly affecting the prolongation of life (Kelner &
Bourgeault, 1993). The Patient Self-Determination Act of
1990, requiring all health care institutions receiving
government funds to inform patients of their right to be
involved in treatment decision making, has further increased
the public's awareness and desire to be involved (Meyer,
1993).

Health professionals are being confronted with new
dilemmas in trying to accommodate the patient's desire for
autonomy during the dying process. The desire to forego
life-sustaining treatment is seen as problematic by many
health professionals in North America (Kelner & Bourgeault,
1993, p. 757).

The professional nurse's role as a patient advocate is



described by the American Nurses' Association's Code for
Nurses (1985). In this role, the nurse is usually aware of
the patient's values and belief system and can participate
in decision making which fosters the patient's overall best
interests (Marchette et al., 1993).

By replicating a study done by Hall (1992), this study
was designed to explore professional nurses' perceptions of
their role in discussing end of life issues with patients,
their knowledge and attitudes toward advance directives and
the relationship between nurses' role perception in
discussing end of life issues with patients and years of
experience in nursing. Also, by using the questionnaire
developed by Hall (1992), entitled "Nurse/Patient
Communication Survey," reliability and validity for the
instrument can begin to be established.

Statement of the Problem

Advanced technology allows for prolonging lives with
varying degrees of quality of life (Scott, 1992, p. 52).
Public awareness of the need for advance directives has been
heightened by the Nancy Cruzan and Karen Quinlan cases where

courts were petitioned for permission to stop treatment in



the absence of an advance directive. Health care
professionals are being expected to assist patients in self-
determination during the dying process (Uhlman, Pearlman &
Cain, 1989, p. 707). The nurse as patient advocate is often
the voice of the patient's desire for treatment (Corley,
Selig & Ferguson, 1993, p. 126). The role of the nurse in
relation to the Patient Self-Determination Act of 1990 is
still being defined (Meyer, 1993, p. 40). According to a
study by Wilkinson (1992), 81% of the nurses surveyed stated
they had experienced difficulties in communicating with
cancer patients. Research is needed to assist with the
planning of education and the establishment of guidelines
for nurses in the role of advocate for the patient wanting
to discuss end of life issues.
Research Questions

The following research questions were asked:

1. What do nurses perceive as their professional role
in discussing end of life issues with patients?

2. To what extent are nurses aware of the existence

and uses of advance directives?



3. What are nurses' attitudes toward end of life
issues?

4. What is the relationship between nurses'
perceptions of their role in discussing end of life issues
with patients and years of experience in nursing in
California?

Purpose

The purpose of this study was to explore nurses'
perceptions of their role in discussing end of life issues
with patients and examine their knowledge of advance
directives and attitudes towards end of life issues by
replicating a study by Hall (1992). Further, this study
assisted in establishing reliability and validity for the
tool developed by Hall entitled "Nurse/Patient Communication
Survey."

Final decisions regarding treatments must be based on
the principle of autonomy and competent patient wishes afterx
being given accurate information on diagnosis, treatment
options, risks and benefits (Ott, 1986, cited in Marchette
et al., 1993). The nurse is directed by the American

Nurses' Association's Code for Nurses (1985) to act as a



patient advocate. Marchette et al. (1993) describe the
nurse's role to include enhancing the competence of patients
and families by educating them about their illness and
treatments and by assisting patients in communicating their
wishes regarding end of life issues.

As technology increases, the nurse's role as patient
advocate regarding end of life issues will become more
prevalent. Few guidelines exist to guide health care
professionals as they strive to respond to the growing
desire of patients to have more control over their own dying
(Kelner & Bourgeault, 1993). Studies in this area will
assist in planning educational programs focusing on the role
of advocate in the area of end of life issues.

Definitions

For the purpose of this study, the following
definitions of terms apply:

1. End of life issues refers to issues of death and
dying, use of life-sustaining treatment, resuscitation
status, quality of life, and use of advance directives

(Hall, 1992).
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2. Directive to Phvsicians (Appendix A) is also known

as the Living Will. The California Natural Death Act of
1976 authorizes competent adult residents to provide written
instructions to physicians to withdraw or withhold life-
sustaining treatments in the event of a terminal illness
(Martyn & Jacobs, 1984, as cited in Hall, 1992). This
declaration becomes operative when (a) communicated to the
attending physician, and (b) the patient is diagnosed and
certified in writing by the attending physician and a second
examining physician to be in a terminal or permanent
unconscious condition, and is no longer able to make
decisions regarding administration of life-sustaining
treatment (Consent Manual, 1993, p. 5).

3. Duxable Power of Attorney for Health Care Decisions
(Appendix B) is a legal document allowing a person to
designate someone to make health care decisions for him if
he becomes unable to give informed consent (California
Association of Hospitals and Health Systems, 1993, pp. 2-3).
This document exists for an unlimited period of time, unless
the individual limits its duration in the document (Consent

Manual, 1993)



Research Design

This study explored nurses' perceptions of their role
in discussing end of life issues with patients, nurses'
attitudes towards end of life issues and their knowledge of
advance directives. Whether there is a relationship between
nurses' perceived role in discussing end of life issues with
patients and their years of nursing experience in California
was also examined.

The sample population was comprised of registered
nurses who worked in one of five medical-surgical in-patient
nursing units at a 172 bed acute care community hospital in
central California. All full-time, part-time and per diem
registered nurses currently working on medical-surgical
units at this hospital were included. Participation was
voluntary and anonymous.

This was a descriptive survey study. A 39 item
questionnaire, entitled "Nurse/Patient Communication
Survey, " using a fixed response, Likert scale, addressed the
variables of role perception, knowledge of Durable Power of
Attorney for Health Care Decisions, and attitudes toward end

of life issues. There was no attempt by this researcher to




control variables.

Reasonable efforts were made to obtain permission from
Hall (1992) for the use of the questionnaire entitled
"Nurse/Patient Communication Survey" (Appendix C). This
researcher was unable to contact Hall after 3 months of
effort. This unpublished questionnaire was used, giving
proper credit to Hall for developing this important tool.

Nurses received the research packet in their unit
mailboxes. This research packet included an agreement to
participate (Appendix G), a cover letter (Appendix F), the
questionnaire, and a sealable envelope for return.

The questionnaire responses were analyzed using
descriptive statistics, including frequencies and
percentages. The data were also tested for a gtatistically
significant relationship between role perception and years
of nursing experience using the chi square and Cramer's V
test. Reliability and validity of the questionnaire,

"Nurse/Patient Communication Survey," were also examined.



Limitations

The following limitations were identified as applying
to this study:

1. The instrument lacks established validity and
reliability, because it was developed for a study which used
a small sample.

2. The sample came from a small community hospital,
and the results may not be generalizable to a larger, more
diverse population.

3. The participants were asked to volunteer. There
may be differences in responses from those volunteering and
those who chose not to volunteer. Respondents may have
answered questions with a bias toward socially acceptable
answers.

4. The lack of randomization also limits the ability
to generalize the findings to a larger population.

As the public demands for autonomy in health care
decisions increase, the need for improved education and
guidelines for nurses will become more apparent. This study
suggests the need for further research in the nurse's role

in discussing end of life issues with patients which may



assist in developing guidelines and standards for

nurse/patient communication.

10



Chapter 2
CONCEPTUAL FRAMEWORK AND LITERATURE REVIEW
Conceptual Framework

This study was based on the conceptual framework of
universal moral principles outlined by Beauchamp and
Childress (1989). The ability to prolong life due to
advanced technology and resuscitation has led to many
ethical dilemmas requiring that ethical principles be
applied to the problem solving process (Nicholson, 1991).
The four basic ethical principles are (a) respect for
autonomy, (b) beneficence, (c¢) nonmaleficence, and (d)
justice.

Respect for Autonomy

The concept of autonomy includes the concepts of
respect for persons and autonomy (Silva, 1990, p. 40).
According to Beauchamp and Childress (1989), the concept of
respect for persons focuses on humans as moral agents. The
philosopher, Kant, states that humans deserve this respect
because of their possession of a rational will that allows

them to act morally (Silva, 1990, p. 54). The Code for

11
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Nurses (American Nurses' Association, 1985) outlines
"Respect for Human Dignity" as a fundamental principle of
nursing. Nurses are morally obligated to respect human
existence and the individuality of all persons who are
recipients of nursing (American Nurses' Association, 1985,
p. 2). The Code for Nurses (American Nurses' Association,
1985) requires nurses to tell clients the truth about their
nursing care and to discontinue any treatment a responsible
client objects to having performed. Respect for persons
refers to recognizing, appreciating, and giving due
consideration to a person's beliefs, capacities, judgements,
and perspectives (Silva, 1990, p. 44).

The principle of autonomy or self-determination is a
patient's right to determine what will or will not be done
for him (Jurchak, 1990, p. 457). Autonomy can mean either a
self-governing person or acting in a self-governing manner
(silva, 1990, p. 45). Crucial to autonomous actions is
understanding. Silva (1990) points out the problem of
misunderstanding in the area of informed consents.

When the concept of respect for persons and autonomy

are put together, they infer respect for the autonomous
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person. The autonomous person perceives himself as being
capable of carrying out autonomous actions (Silva, 1990, p.
54) .

Beneficence

The principle of beneficence is founded in the idea
that morality is associated with a concern for human welfare
(Beauchamp & Childress, 1989). Beneficence is also one of
the universal moral principles upon which the Code for
Nurses (American Nurses' Association, 1985) was based.

The concept of beneficence includes prevention of harm,
removal of harm, and the promotion of good. Prevention of
harm means taking measures against a possible or probable
event. Removal of harm means elimination of an existing
situation where injury, impairment, or disability has
occurred. Promotion of good refers to the contribution to
the welfare of others (Silva, 1990, p. 59).

Nonmaleficence

The concept of nonmaleficence refers to the idea of "do
no harm." The Code for Nurses (American Nurses'
Association, 1985) states that the nurse acts to safeguard

clients and protect them from risk and harm. Nonmaleficence
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is a moral action in which others are spared actual harm.
It refers to not harming others, as well as not putting
others at risk for harm (Silva, 1990).
Justice

The principle of justice refers to giving each person
his due. Persons with equal characteristics should be
treated equally. A common agreement regarding the principle
of justice is that equals should be treated equally and
unequals unequally (Silva, 1990, pp. 54-68). The Code for
Nurses (American Nurses' Association, 1985) refers to
treating all persons fairly.

Review of the Literature

The nursing literature did not reveal any studies
dealing specifically with nurses' perception of their role
in discussing end of life issues with patients. Wilkinson's
(1992) research did ask nurses if they thought it was their
role to talk with patients about their feelings. The
majority answered "yes." Marchette et al. (1993) called for
further study in the area of how nurses feel about patient
autonomy and their perception of the meaning of support of

the patient in end of life issues.
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The literature was found to be consistent in
identifying nurses as key health professionals who are in an
ideal position to discuss end of life issues with patients,
families and other health professionals (Nicholson, 1991, p.
64P). Gill, a fellow in the Annenberg Washington Program (a
think tank specializing in public policy and communication),
writes that hospitals should encourage their nurses to
discuss advance directives with patients due to the nurses'
preparation (Meyer, 1993, p. 40).

According to Meyer (1993), nurses play a pivotal role
in life threatening illness by assuring that the patients'
wishes are respected. The American Nurses' Association's
Code for Nurses with Interpretive Statements (1985) clearly
outlines the nurse's role of patient advocate. Discussion
of end of life issues often occurs more naturally with
nurses, as opposed to other health professionals, due to
their unique relationship with the patient (Yarling &
McElmurry, 1993, p. 5). As outlined by Ryder (1992), the
nurse-patient relationship naturally provides the foundation
for discussing end of life issues with patients, and these

issues are appropriate topics for discussion.
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A 1985 study conducted for the Howard Community Health
Plan and the President's Commission for the Study of Ethical
Problems in Medicine and Biomedical Behavioral Research
revealed a change in public attitudes over the last 10
yvears. Of those surveyed, 85% stated they believed patients
with terminal diseases ought to be able to tell their
physicians to let them die when no cure is available. If
participants became incompetent, 64% wanted a family member
to make end of life decisions for them (Evans, 1990,

p. 24A).
ad Dj .

The passing of the Self-Determination Act in 1990 has
furthered public awareness and education of their rights for
autonomy by mandating institutions receiving federal funding
to provide education to the public on advance directives.
This includes written information about the right to be
involved in treatment and to formulate an advance directive
{(Meyer, 1993, p. 40).

The California Natural Death Act of 1976 established a
procedure whereby an individual may declare in writing a

desire that life-sustaining procedures be withheld or
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withdrawn in instances of terminal condition or permanent
unconscious condition (Consent Manual, 1993). This
Directive to Physicians (Appendix A) is commonly called a
living will and is the most common tool used for protecting
one's autonomy (Byock, 1991, p. 7). This declaration
becomes operative when (a) communicated to the patient's
attending physician, and (b) the patient is diagnosed and
certified in writing by the attending physician and a second
examining physician to be in a terminal or permanent
unconscious condition, and is no longer able to make
decisions regarding administration of life-sustaining
treatment (Consent Manual, 1993, p. 5).

The Durable Power of Attorney for Health Care Decisions
(Appendix B) allows an individual to choose another person
to make health care decisions for him if, for any reason, he
is unable to speak for himself. Unlike the living will,
this document allows for health care desires to be directed
in any situation in which you are unable to make your own
decisions, not just in the case of coma or terminal illness.
(California Medical Association, 1992). The Durable Power

of Attorney for Health Care Decisions is more flexible than
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the living will because it does not limit the conditions for
which it applies (Evans, 1990). The Durable Power of
Attorney for Health Decisions exists for an unlimited period
of time unless the individual limits its duration in the
document (Consent Manual, 1993). Forms printed prior to
January 1, 1992, generally expire at the end of 7 years
(California Medical Association, 1992).

If no document or directions are available, the concept
of "substitute judgement" is invoked requiring those well
acquainted with the desires and values of the incapacitated
person to provide direction in the decision making process
(Byock, 1991, p. 7). This concept was invoked by the courts
for cases, such as the Cruzan case (Cruzan v, Director,
1990) .

Nancy Cruzan was in a persistent vegetative state
following a 1983 automobile accident. She was being fed
through a gastrostomy tube. The family requested the
feedings be stopped when they were informed by physicians
that Nancy would not recover from her coma. A trial court
decision upholding the family's request was appealed to the

Missouri Supreme Court. This court ruled that without clear
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and convincing evidence that the patient would wish
treatment terminated, the state could not allow it. The
United States Supreme Court upheld this ruling in a 1990
decision (Cruzan v. Director, 1990). This decision also
recognized that where a person has clearly made his wishes
known, a right to die may exist (Killian, 1990). Although
the Supreme Court denied Nancy Cruzan's family's wishes, it
affirmed the rights of competent adults to refuse treatment
and did not require the patient to be in a terminal state
(Evans, 1990, p. 24A).

As public awareness regarding advance directives
increases, nurses will be expected to be knowledgeable in
this area (Ulhman, Pearlman & Cain, 1989). Nursing
interventions should be directed toward allowing the patient
to retain decision making authority in care as long as

possible (Turner, 1992, p. 701).



Chapter 3
METHODOLOGY

This study was designed to explore nurses' perceptions
of their role in discussing end of life issues with
patients, nurses' knowledge of advance directives and their
attitudes towards end of life issues. This study also
explored whether there is a relationship between nurses'
perceived role in discussing end of life issues with
patients and their years of nursing experience.

Research Design

A cross-sectional, descriptive survey research design
was used for this study. The questionnaire, entitled
"Nurse/Patient Communication Survey," measured role
perception, knowledge of Durable Power of Attorney for
Health Care Decisions, and attitudes toward end of life
issues (Hall, 1992). A questionnaire with a fixed Likert
scale for responses simplified the respondent's answers for
easier analysis. Using a survey questionnaire also
eliminated interviewer bias, because there was no

interviewer using verbal and non-verbal communication which

20
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may have led the respondent to answer in a particular way.
This research design allowed for complete anonymity, which
was important due to the sensitive nature of death and dying
issues (LoBiondo-Wood & Haber, 1990, p. 238). Underlying
this study was the assumption that participants would
respond honestly without social desirability pressure, since
responses were anonymous.
Sample and Setting

The sample population included registered nurses who
worked on one of five medical-surgical, in-patient nursing
units at a 172 bed acute care community hospital in central
California. Nurses who worked on in-patient medical-
surgical units were chosen because of the broad-spectrum of
diagnoses they encounter and the high patient and family
contact they have. The in-patient nursing units included
intensive care, cardiac step-down, oncology, orthopedic, and
medical-surgical units. All full-time, part-time and per
diem registered nurses currently working on a medical-

surgical unit at this hospital were included.
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Instrument

The instrument used for this study was a 39 gquestion
survey entitled "Nurse/Patient Communication Survey"
(Appendix C). The first 25 questions addressed the
variables of role perception, knowledge of Durable Power of
Attorney for Health Care Decisions, and attitudes toward end
of life issues. A fixed response, Likert scale asked the
respondents to answer each question by choosing one of the
following responses: strongly agree, agree, unsure,
disagree, and strongly disagree. Each of these responses
was assigned a number. Participants were asked to circle
the number that most closely corresponded to their response.
The last 14 questions addressed demographic information,
including age, religion, number of years experience in
nursing in California, and information related to knowledge
and use of Durable Power of Attorney for Health Care
Decisions.

The research packet given to each participant included
a cover letter (Appendix F), an agreement to participate

(Appendix G), the questionnaire and a sealable envelope.
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Data Collection

Approval for this study was obtained from the San Jose
State University Human Subjects-Institutional Review Board
(Appendix D). Permission was obtained from the Vice-
President of Nursing of the hospital where the sample nurses
worked (Appendix E). Reasonable efforts were made to obtain
permission from Hall for the use of the questionnaire
entitled "Nurse/Patient Communication Survey" (Appendix C).
This researcher was unable to contact Hall after 3 months of
effort. This unpublished questionnaire was used, with
appreciation to Hall (1992) for developing this valuable
instrument.

Nurses working in the five medical-surgical units
received the research packet in their unit mailboxes. The
cover letter identified the investigator as a student in a
master's program at San Jose State University and explained
that participation was voluntary and anonymous. This
researcher held an information meeting to answer questions
and explain the research study in a hospital classroom on
the first day of the collection period. This researcher was

also available in the hospital during the collection period
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for questions. The questionnaires in sealed envelopes were
collected in collection box. The agreement to participate
was not collected. A statement on this agreement instructed
the participant that completion of the survey was an
indication of consent. This assured anonymity of the
respondent. The return questionnaires remained in the
possession of this researcher at all times.

Analysis Procedures

The questionnaire responses were analyzed using
descriptive statistics, including frequencies and
percentages. The data were also tested for a statistically
significant relationship between role perception and years
of nursing experience in California using the chi square and
Cramer's V test.

Reliability of the questionnaire, "Nurse/Patient
Communication Survey," was examined by determining
stability. Stability refers to obtaining the same results
from repeated administrations of the instrument (LoBiondo-
Wood & Haber, 1990, p. 256) and was measured by comparing
results obtained by Hall (1992) with those from this study.

Validity was assessed for face validity; that is, an




assessment that the tool measures what it is intended to

measure (LoBiondo-Wood & Haber, 1990, p. 251).
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Chapter 4
ANALYSIS AND INTERPRETATION OF DATA
Introduction

This study used a descriptive survey design to explore
nurses' perceptions of their role in discussing end of life
issues with patients, nurses' knowledge of advance
directives and their attitudes towards end of life issues.
This study also explored whether there is a relationship
between nurses' perceived role in discussing end of life
issues with patients and their years of nursing experience
in California. This study was a replication of a study done
by Hall (1992). The sample consisted of 75 registered
nurses who worked on one of five medical-surgical units at a
community hospital in central California. The
questionnaire, entitled "Nurse/Patient Communication
Survey, " included 39 questions. Twenty-five questions used
a fixed response, Likert scale, and 14 questions asking for
demographic information were open-ended.

Sample

The sample consisted of 75 respondents, mostly females

26
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(96%) . The age of respondents ranged from 24 to 54 years,
with the mean age being 39 years old. The majority
professed a protestant religion (44%), while 27% of the
sample were Catholic. The majority of the sample (60%) had
an associate degree as the highest level of nursing
education. Only 20% of the sample had bachelor of science
degrees, 14% had diplomas from a nursing school, and 3% held
a master's degree. Most of the nurses responding to the
survey worked on a general medical-surgical nursing unit
(59%), while 21% worked in an intensive care unit and 16%
worked on a medical oncology unit. Years of nursing
experience in California ranged from 1 year to 30 years,
with most respondents (17) reporting 2 years of experience.
This study sample is similar to Hall's (1992) in the
areas of gender, age, religion, years of experience in
nursing and type of unit. The samples differ in size and
highest degree obtained. The 1992 study sample of 26
reported 35% of the respondents held a Bachelor of Science
in Nursing degree, while this study sample of 75 reported

only 20% held a Bachelor of Science in Nursing degree.




Table 1

Demographics of Sample (n=75)

o°

Gendexr

Male
Female

Missing

24-30
31-40
41-50
51-60

Missing

Relidi

Protestant
Catholic
Other
None

Missing

72

13

29

26

33

20

11

96

17

39

35

44

27

15

11
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Table 1 continued n %

Education
Diploma 11 15
Associate Degree 45 60
Bachelor of Science in Nursing 15 20
Master of Science in Nursing 2 3
Missing 1 1

N . S ialit
Medical/Surgical 40 53
Intensive Care/Step down Unit 16 21
Oncology 14 19
Orthopedic 5 3
Missing 3 4
1-5 39 52
6-10 10 13
11-15 12 16
16-20 6 8
Greater than 20 7 9
Missing 1 1
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Table 1 continued bel %
Unit Assi 3
Medical/Surgical 44 60
Intensive Care/Step-down Unit 16 21
Oncology 12 16
Orthopedic 1 1
Missing 2 3

Note: Percentages are rounded and may not total 100 %.
Professional Role

Questions 9-19 on the survey (Appendix C) addressed the
first research question, "What do nurses perceive as their
professional role in discussing end of life issues with
patients?" The responses of agree and strongly agree were
grouped together, as were the responses of disagree and
strongly disagree (Table 2). Frequencies and percentages of
responses were tabulated and used in the discussion of
responses to questions 9 through 19.

Of the nurses sampled, the majority (80%) agreed or
strongly agreed that it was within their professional role

to discuss end of life issues with patients, and 37% were
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Nurses: RQ'Q Eergepthn J'I] Dj Sg“ssjng End Qf lljfg |ss”es

with Patients (n=75)
Question Agree/ Unsure Disagree/
Strongly Strongly
Agree Disagree
n } 9% hol
% % %
It is within my professional €60 12 3
role to discuss end of life 80 16 4
issues with my patients.
I am comfortable discussing 54 8 13
end of life issues with my 72 11 17
patients.
I do not initiate 28 10 36
discussions of end of life 37 13 48

issues with my patients.

Missing-1
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Question Agree/ Unsure Disagree/
Strongly Strongly
Agree Disagree
n n n
% % %
I discuss end of life 54 5 14
issues with my patients 72 7 19
only when they indicate Missing-2
a desire to do so.
It is appropriate for the 75
physician to discuss end of 100
life issues with patients.
It is appropriate for nurses 61 13 1
to discuss end of life 81 17 1
issues with patients.
Most of my patients would 38 24 12
be comfortable discussing 51 32 16

end of life issues with me.
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Table 2 continued

Question Agree/ Unsure Disagree/
Strongly Strongly
Agree Disagree
o n n
% % %
Most patients have discussed 28 18 29
end of life issues with at 37 24 39

least one significant other.

Initiating discussions of 24 21 30
end of life issues with 32 28 40
patients causes them anxiety.

Patients want to talk about 31 18 25
end of life issues. 41 24 53

Missing-1

Physicians do not want nurses 20 28 27
to discuss end of life issues 27 37 36
with patients.

Note: Percentages are rounded and may not total 100%.
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unsure if physicians wanted nurses to discuss end of life
issues with patients. Whereas 51% of the nurses agreed or
strongly agreed that patients would be comfortable
discussing end of life issues with them, 32% were unsure and
16% disagreed or strongly disagreed.

Only 37% of the nurses agreed or strongly agreed that
most patients have discussed end of life issues with a
significant other. 1In addition, only 41% of nurses agreed
or strongly agreed that patients want to discuss end of life
issues. Responses to this set of questions were similar to
the responses obtained by Hall (1992).

Nurses' Knowledge

The second research question, "To what extent are
nurses aware of the existence of and uses for Durable Power
of Attorney for Health Care Decisions?," was addressed by
questions 20-25 on the survey. Frequencies and percentages
of responses were tabulated (Table 3).

Sixty percent of the respondents agreed or strongly
agreed that the Living Will was a legal document. Although
the Durable Power of Attorney for Health Care Decisions is

more comprehensive than the Directive to Physicians, only
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Table 3
Nurses' Knowledge of Advance Directives (n=75)
Question Agree/ Unsure Disagree/
Strongly Strongly
Agree disagree
n n n
% % %
Directive to Physician, or 45 17 12
Living Will, is a legal 60 22 16
document. Missing=1
The best time to discuss 75
and document advance 100
directives is before ill.
Directive to Physician is 27 36 12
more comprehensive than 36 48 16
Durable Power of Attorney
for Health Care Decisions.
I have a good working 32 20
knowledge of Durable Power 43 27 31

of Attorney for Health Care.




Table 3 continued
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Question Agree/ Unsure Disagree/
Strongly Strongly
Agree Disagree

n o n

Durable Power of Attorney 70 4

for Health Care Decisions is 93 5

a legal document allowing Missing=1

naming of surrogate decision

maker.

A valid Durable Power of 26 35 12

Attorney provides 35 47 16

immunity for physicians

who honor its terms.

Missing=2

Note: Percentages are rounded and may not total 100%.

16% of the nurses recognized this.

While the majority of

respondents (93%) agreed with the correct definition of the

Durable Power of Attorney for Health Care Decisgions, only
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43% agreed or strongly agreed that they had a good working
knowledge of this document. In addition, only 35% of the
nurses recognized physician immunity as an important part of
the Durable Power of Attorney for Health Care Decisions.
These results are comparable to the results obtained by Hall
(1992) .

Nurses' Attitudes

The third research question, "What are nurses'
attitudes toward end of life issues?," was addressed by
questions 1-8 on the survey. Frequencies and percentages
were tabulated (Table 4).

The majority of respondents (72%) disagreed or strongly
disagreed that human life should be preserved at all cost,
while 65% of the nurses agreed or strongly agreed that
preservation of life is a basic principle of medical ethics.
All of the respondents agreed or strongly agreed that
patients should participate in their health care decisions,
and the majority (97%) agreed or strongly agreed that every
competent adult has a right to decide what should be done
with his own body. Also, all the nurses agreed or strongly

agreed that every competent adult is entitled to refuse
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Table 4
Nurses' Attitudes Towards End of Life Issues (n=75)
Question Agree/ Unsure Disagree/
Strongly Strongly
Agree Disagree
n a e}
Human Life should be 11 10 54
preserved at all cost. 15 13 72
Patients should participate 75
in their health care 100
decisions.
Competent adult has the 73 1 1
right to decide what should 97 1 1
done with his own body.
Competent adult is entitled 75
to refuse recommended 100

medical treatment.
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Table 4 continued

Question Agree/ Unsure Disagree/
Strongly Strongly
Agree Disagree
n a ot
A basic principle of 49 11 14
medical ethics is the 65 15 19
preservation of life. Missing=1
The average layperson has 10 8 57
adequate knowledge of i3 11 76

medical technology and

ways life can be extended.

If unable to regain a 64 9 2
meaningful life, I would wish 85 12 3
to avoid extension of my life.

I expect to share in 74 1
decisions about my health care. 99 1

Note: Percentages are rounded and may not total 100%.



40

medical treatment. A majority of respondents (76%) did not
feel the average person had adequate knowledge of medical
technology -

A majority of nurses (85%) would wish to avoid
artificial extension of their lives, and 99% of the nurses
responding expected to participate in decisions about their
health care. These results were similar to those obtained
by Hall (1992).

Nurses' Perceived Role and Years of Experience

The fourth research question, "What is the relationship
between nurses' perception of their role in discussing end
of life issues with patients and years of experience in
nursing in California?," was answered by doing non-
parametric statistics. The category, years of experience,
was changed from continuous data to categorical data by
condensing the information into groups (Table 5). A chi
square was performed and the cell frequency assumption
failed with greater than 25% of the cells having less than
five entries. The chi square is unstable, lacking external
validity and cannot, therefore, be reported. The Cramer's V

was then calculated at .296. This showed a negative, weak
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correlation between years of experience in nursing in

California and perception of role in discussing end of life

issues with patients

Table 5

(Table 5).

N \ . ved Role in Di : 1 of Life : ]
, ) . . . D in Californ:

{(n=75)

Years Experience

1-5 6-10 11-15 16-20 >20
Role
Strongly 1 1 1
Disagree/
Disagree
Unsure 7 2 3
Strongly 31 7 9 5 7

Agree/Agree
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Summaxy

This chapter discussed the survey results as they
related to the research questions dealing with nurses'
perceptions of their role in discussing end of life issues
with patients, the extent nurses are aware of the existence
and uses of advance directives, nurses' attitudes toward end
of life issues, and the relationship between years of
nursing experience in California and nurses' perception of
their role in discussing end of life issues with £heir
patients. Conclusions and recommendations based on the

results are presented in Chapter 5.




Chapter 5
CONCLUSIONS

This study used a descriptive survey design to explore
nurses' perceptions of their role in discussing end of life
issues with patients, nurses' knowledge of advance
directives and their attitudes towards end of life issues.
This study also explored whether there is a relationship
between nurses' perceived role in discussing end of life
issues with patients and their years of nursing experience
in California.

The sample, 75 registered nurses who worked on one of
five medical surgical units at a community hospital in
central California, answered the 39 item questionnaire
entitled " Nurse/Patient Communication Survey." Fourteen
opened ended questions asked for demographic data, while 25
used a fixed response, Likert scale and addressed nurses'
knowledge of advance directives and attitudes and role
perception regarding end of life issues.

Sample

This study sample was similar in age, gender, religion

43
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and years of nursing experience to the sample used in Hall
(1992) . This study sample differed from Hall (1992) in size
and education. Hall's study (1992) had a sample size of 26,
as compared to a sample size of 75 for this study. A
majority of respondents in the 1992 study reported the
highest degree obtained was a bachelor of science degree. A
majority (60%) of respondents in this study had a associate
degree as the highest degree obtained. The high percentage
of nurses in this study with an associate degree as the
highest degree obtained may be due to the close proximity of
an associate degree program to the survey hospital. The
community hospital used in this study also has a financial
affiliation with the near-by associate degree program, which
may influence recruitment and hiring practices of the survey
hospital.
Professional Role

The majority of nurses (80%) agreed or strongly agreed
that it was within their professional role to discuss end of
life issues with patients, and most (72%) stated they felt
comfortable doing this. The majority of nurses (72%)

initiated discussions of end of life issues only when their
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patients indicated a desire to do so. All of the nurses
agreed or strongly agreed that it was appropriate for the
physician to discuss end of life issues with patients, while
a smaller majority (81%) agreed or strongly agreed that it
was appropriate for the nurse to discuss end of life issues
with patients. Thirty-seven percent of the nurses were
unsure if physicians wanted nurses to discuss end of life
issues with patients. Only 51% of nurses agreed or strongly
agreed that patients would be comfortable discussing end of
life issues, and only 41% agreed or strongly agreed that
patients want to discuss end of life issues.

These finding are consistent with the results from Hall
(1992). Although the majority of nurses reported being
comfortable discussing end of life issues, other studies
found contrasting information. Most nurses believe it is
the nurses' role to talk with patients about their feelings;
however, Wilkinson's study (1992) found that most nurses
(81%) reported difficulty communicating with cancer
patients. Wilkinson's study (1992) also reported that the
majority of those surveyed did not want to get involved in

talking in depth with patients about their feelings and
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emotions. Time constraints and training in communication
about difficult subjects may contribute to these results.

All of the nurses agreed or strongly agreed that it is
the physician's role to discuss end of life issues with
patients, and a majority agreed or strongly agreed that it
was the nurse's role. Most nurses (72%) initiate
discussions of end of life issues with patients only when
the patient indicates a desire to do so. A recent study
(Kelner & Bourgeault, 1993) reported that when questioned,
only about half of the physicians stated they routinely
discussed control of dying with the elderly or very ill
patients. When patients are facing death or uncertain
treatment, most agree it is more difficult to discuss end of
life issues. Doctors and nurses recommend that discussions
of control of dying take place early, in the physician's
office (Kelner & Bourgeault, 1993).

This study and Hall (1992) reported a minority of
nurses agreeing or strongly agreeing that patients want to
discuss end of life issues. Other studies indicate that
most patients want to have control over their dying (Kelner

& Bourgeault, 1993). Health professionals should strive to
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create an environment which encourages open communication
about patients concerns, especially regarding end of life
issues. Uncertainty about whether physicians want nurses to
discuss end of life issues with patients may contribute to a
majority of nurses (72%) initiating discussions of end of
life issues only when the patient indicates a desire to do
so.

A negative, weak correlation was found between years of
nursing experience in California and role perception in
discussing end of life issues with patients. Nurses with
less experience reported more certainty in their role of
discussing end of life issues. Corley, Selig, and Ferguson
(1993) also found that participation on ethical decision
making was negatively related to age and years of work
experience. Younger nurses with less experience were more
likely to participate in ethical decision making. This may
represent a trend in nursing curricula. As the role of the
nurse expands, nursing programs have expanded their course
content to include role expectations and communication
skills geared to assist the nurse in dealing more

effectively with patient autonomy and the many choices
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available to patients.
Nurses' Knowledge

The majority of nurses did not identify the key
components of the Directive to Physicians or Living Will.
While the majority of nurses (93%) were able to correctly
define the Durable Power of Attorney for Health Care
Decisions, only 35% of nurses identified physician immunity
as a component, and only 43% stated they had a good working
knowledge of the Durable Power of Attorney for Health care
decisions. Hall (1992) identified the possibility that the
questions defining the Durable Power of Attorney for Health
Care Decisions were leading and may account for the majority
correctly defining the document, yet reporting they did not
have a good working knowledge of it. This researcher
agrees.

This lack of knowledge, consistent with Hall's research
(1992), indicates a need to provide guidelines for nursing
education about advance directives to nursing students and
practicing nurses. Most nurses believe it is their role to
discuss end of life issues with patients. Further

preparation is needed to more completely fulfill this role
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expectation.
Nurses' Attitudes

The majority of nurses (72%) disagreed or strongly
disagreed that human life should be preserved at all cost.
The majority of nurses also agreed or strongly agreed that
competent adults have the right to decide what should be
done with their body, including refusal of treatment. Most
(76%) disagreed or strongly disagreed that the lay person
has adequate knowledge of medical technology, including ways
to extend life. Most nurses would not want to extend their
lives if unable to regain a meaningful life and would expect
to share in decisions about their health care.

The majority of physicians and nurses believe that
patients should control the circumstances of their dying,
and most believe that patients have a right to refuse
treatment. Factors influencing the health professional's
view of the patient's control include: (a) patient
circumstances; (b) professional's moral scruples and legal
concerns; and (c) the type of interventions patients may
request. The desire to forego treatment is seen as most

problematic for most health professionals (Kelner &
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Bourgeault, 1993). According to Nicholson (1991), nurses
should be aware of the basic principles of the ethics of
resuscitation, such as honoring the patient's wishes, in
order to assist the patient and be more comfortable in
implementing the patient's decision.

The nurses' role as patient advocate includes providing
necessary information to the patient, to enable the patient
to make an informed choice. As most nurses believe that the
average layperson does not possess adequate knowledge of
medical technology and ways life can be extended, it becomes
important to develop ways to assist the nurse in this
challenging role. Although the majority (81%) of the
respondents did not have a Durable Power of Attorney for
Health Care Decisions, it is advocated that this is one way
to improve knowledge and comfort level of nurses in
assisting patients in discussing end of life issues (Evans,
1990} .

Recommendations

Based on the findings from this study, the following

recommendations are made:

1. Further research, as a qualitative study, to
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identify themes of communication barriers to discussing end
of life issues may be useful in developing guidelines for
nursing education.

2. Revise the survey tool, "Nurse/Patient
Communication Survey," to include a revision of questions
20-25, dealing with the nurses' knowledge. These questions
may be leading and inaccurately reflect the knowledge level
of the participant.

3. Expand sample in size and nursing speciality to
identify trends in nursing practice.

The results of this study indicated that nurses believe
it is their role to discuss end of life issues with
patients. Responses to this survey also indicated that
nurses' knowledge of advance directives was lacking.
Educational programs and standards for discussing end of
life issues with patients are needed to assist nurses in
clinical medical-surgical settings deal effectively with end

of life discussions with patients.
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CALIFORNIA NATURAL DEATE ACT
Guidelines for Signers ’

4

mDEMAﬂONmmmbWMMrmchuuﬁﬁddm,“ 0 ext I process
o(dying.Beﬁona‘pinngEmﬂON.mmyukadﬁu from anycse you wish, but you do oot bave
" o ses 3 lawyer or have the DECTARATION certified by 2 sotry public. If you sizn e DECLARATION, ak
i over with your doctor and ask whac it ba made 2 part of your medical record.

Tie DECTARATION zmust be WITNESSED bymaduln.ulmmofwbcuix:oc:a:nﬁaudinyecrwiﬂud
would have a0 claim t© your estaze, TbcDEQARATIONmyNQTbcwim:sdby 2 Sealth cars provider (for
mk.adocmwzhapiaﬂ.aqbyaohbd&mm. the operator of & somammity care facility,
m =mployes of 1a operator of 2 community cars fcility, the eperator of 3 residerial eare facility for the eldexly,
ar  aployes of 2 operaer of a resideutial care facility for the elderly. If you 2w in a SKILLED NURSING
FACILITY or a LONG-TERM HEALTEI CARS FACTIITY &t tBe time you sign de DECLARATION, oue of your
two withesses MUST be a “patient advocats® or *ombudsman® designacad by tha zata Deparmment of Aging.

Yan:ﬂyipaDEmnONifyoumu!asllyaxsoldado(somdnﬁnd. acting of your own fes will
m e presencs of two qualified witnesses, No oae may force yoa to sign & DECLARATION. No coe may deny
minamarhnl:kmuﬁcubmmmhnchmqmbﬁpi; If yoa o sign the DECLARATION,
kwnmaﬂazmhamwayomﬁghnmmymbw«njumﬁdm

mnsamnonmmepmanmmuamummﬁgmu@mm
ﬁpmdﬁmﬁﬁdhwﬁ&gby&:m&ngﬁyﬁdmadamﬁphyﬁénmhwym
you that you are hauﬁnﬂaﬂid&«mxmﬁmaﬁd«ﬂmhg«ﬁhmmm

regarding administration of life-sistaining treanacnr, The DECLARATION is oot operative during pregnancy.

YnmyremkglheDECL\R.\TXONaaw&v.mhhﬁmlngnof:mhnlﬂ!mhayw.
NombwmuvothEmnON’.bmmdcmris told of your decision. The revocation is
Mmbma&mnﬁupaﬁdnwm&&mmbym«byam
to the revocation.

Declaration

Declzration made this day of [mooh, yeurt_ .

L, (same of petions] , being of soand mind, do willfully and
Mmmﬂymhmmddnh:zyﬁfemumbnuﬁﬁﬁanymbngﬁw&dmm
below, md do bereby declzre:

. l!!shoddiuvemhctnbhorirwm‘bh:nd{dca:huhsbea diagnosed by swo physicians amd thar will
istration of life-sustaining

d&z(l)mlzhnydn&ﬁéhalﬂaﬁﬂya&ndmwi&ouhdﬁnmo
trestment, o (2) has producad a ireversibls coma or persistent vegetative
mhh:ﬁmnwdbgwauﬁulmhl&uzyamﬁgp&yﬁn.mb@w
MMale%HmeWWmed
hrdnﬁam&uulymbauhmo!bhg«hhw«ﬂhmwpaﬁm:wmaﬂ
hmmybrwau&awam;ﬁn. .

L] Utmhaﬁmdumd&mamnbmm this declaration shall have
20 forcs or effect during my pregoancy.

. humamabﬂiybﬁwmmhghmofﬁﬁfwmuumy'

wm&mhwb’whngndphyﬁnmauﬁnﬂmmofmhﬂ
dwbmmwmmdmmmafmm

. ludamdhhﬂhwanal&kbchnﬁmad!mm&mﬂyadunﬂymmmh&h
Declacaticn. .

Sigmanzre:
Address:
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Tbe doclarant volunearily signed Wiis writing in @y presence. [ am sot a health cre provider, 22 cmployes of 8

hamxanpmwda mopgwgofaceummiqan Exility, aa explayee of aa operator of 3 community exre
Gcility, the operator of a residestial =xra facility for the clderly. or an employes of a8 operatar of a resideasial czre
Excilicy for the clderly.

Wimess:

2 A,

The declarane voluntarily sigoed this writing in @y presence. [ am 30t estitled 0 2oy portics of de estua of the
declarmt upow his or ber death mder my will or codici] thereto of the declarant now =ciming or by operation of
law. I am 30t 2 bealth cars provider, an caployes of a health care provider, the operazor of 1 community care
ficility, zn camployes of an operamr of a commumity care facility, the operazor of 2 residential sxre Gcility for the
elderly, or m cmmployes of an cperazor of & residential cars fcilicy for the elderly.

Witess:
Address:

This Declaration complies in form with the “Naawral Death Ace, * California Health 1nd Safety Code sections 71385
ot 30q.

Surmnary and Guaidel’wes for Physictans *
INTRODUCTION .
A person who i3 at least 18 years of age, of sound mind, and acting oa his or ber own Svo will may sign 2

DECLARATION a3 contained in the California “Natural Death Act.® This Act permits 2 person o give legal offect
o hisher wishes to avoid arificial proloagation of the dying process. It also imposes certauin obhigations —— and

i prompily 30 ad
reasoaable steps 23 prowpdy 23 pracicable to Sansfer cira of the declarant o aother physicizn or bealth cxro
provider who is willing to do 0. :
SIGNATURE AND WITNESSES

To be effective, the DECLARATION xmxsz be signed by the patient 20d witnessed by two persons, at lexst ane of
whom is oot menticned i3 the peticnt’s will and is 20t 2 poteatial claimant W kivher estate. Withesses sy not be
mvoived in the patient’s modical cxre. Thns, the DECLARATION cannot bs witsessed by you or ay of your
suployees. Likewise it should oot be witnessed by 2y other physician or kis/ber smpioyees, or the employees of
any beslth facility. In addition, if the pazient is ia a skilled gursing facility or s loag-teym bealth care facility a2 the
tizoe of signing, 2 “patient advocats® or *ombudsmen”® (designatnd by the stats Deparznent of Aging) MUST bs a
witness.

The DECLARATION is cffective indefinizaly. A persca signing s DECLARATION should, if;odbh.mt'b
document o his/her physiciza 30 that it ca be Dade a part of hiv/ber current medical recond. :

EFFECT OF A DECLARATION

Upoa receipe of a DECLARATION from & patient the amending physicim shoald maks 3 good fiith effort
determing whether the DECLARATICN moets legal requirements. The DECLARATION should bo made a per
of the patient’s medical record.

If you do oot wish to cxrry out the DECLARATION of a patient, you are required to ks all rexscnzbls steps 23
prompdy 3 practicable o transfer care of the patient v 3 physician who is willisg 20 coemply with the
DECLARATION. If you do ot transfer such 2 patient, you may be found guilty of 2 misdemnexnor. If you do cxrry
out the DECLARATION, you zre proteczed froa sivil and criminal [iability in the absencs of koowiedge of de
revocation of e DECLARATION. .
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A DECLARATION becomes operative when (1) it is communicated ¢ the attending paysician, ad (b) the patient
is certified in writing by the atending physician and 2 second phyzician wiho has perscoally cxamined the patient
% be in 2 terminal coadition or permaasent uncoesciows conditicn and 30 loager sble 20 maka decitions regarnding
adainistraion of life-arstaining ereacment. At this timo the atending physician MUST record this determination and
_the DECLARATION in the patient’s medical record.

TuDECI..ARAﬂONisu:ah-dmcﬁaumﬂmhvoddzdadmmbmmw«w '

“life-sustaining procedures® sre utilized. Such procedures include mechanical or octer *artificial® means which
sustain vital funce caly to poerp the moment of desth. Thess do pot include madications or procedures
deemed necesmary to alleviats pain,

The DECLARATION is 0ot operative during pregoancy.

REVOCATION ‘

A patient may revoka the DECLARATION at any time regardless of hisiber menal or physical condition, in sy -
provider

manner. The revocation is effective upon its commmmication to the attending physicizn or other health care

by the patient or by a witness to the revocation. Should youa receive such revocaticn Som or on behalf of a patient
who has previoasly signed a DECLARATION, enter that information prompdy md prominestly in the patiest’s
current medical record.

OTHER RIGHTS

No peraon may be forced © sign 3 DECLARATION. A persos who kas not signed & DECLARATION mey not
be denied bealth care or bealth mserance. The DECLARATION bas no effect oa my aawanes policy and does not

limit & person’s right to accept or reject health care of y kind. - .
PRECAUTIONS ’

A persoa who knowingly coaceals or destroys a valid DECLARATION is guilty of 2 misdemesncr. A person who
forges or ﬁl:iﬁszDEC!‘.Q&\TION. or who withholds knowledge of a revocation of 8 DECLARATION, mmy

be guilty of unlswitl
SUMMARY . . .

Withhoilding “Hfe-sustaining procednres® hwlheaﬁm:DEmnchmm«'m_

Killing.® The DECLARATION is nor 3 “Liviog Will.* The DECLARATION is merely a mechod, rocognizad under
Cilifornia lsw, by which 2 phyzician cwy respect 3 patieat’s instroction to permit m xrminent death to proceed

YVerification of Declaration

1 1m the atending physician for (mme of yec

I bave read the artiched Declination, executed by the patient. To the best of y knowiledge, the Declzration
coaforns 0 the requirements of the law baving been signed by the patient and by two witnasses, at least cos of
whom is not meaticned i the pstiant’s will and would have 00 claim o the patient’s estate. N6 witness is 2 bealth
care provider, sa employes of 2 bealth care provider, the operator of & communiry care facility, s sxpioyss of
n operator of a comnmmunity cars fcility, the operaor of 3 residential care facility for the eldexly, or m empioyes
of m operatar of a residential care facility for the elderly. If the paricnt is in a SKILLED NURSING FACILITY

or 3 LONG-TERM HEALTH CARE FACILITY at the tims he or she sigzs the DECLARATION, ane of the two -

winesses MUST be & “padent advocate® or “ombudenan’® designated by the stas Depertnent of Aging.

Dates
"Signanire:

poresesese

4 oot wismal

COPES:  Yom ould keap e & aod give & ol ¥7 'O your dector und ' mmobors of youe lamily. The phces-
00pias of is JOTEEE st TOR Live B Tour Jouwe wd B Dembers of your Smly am de reied apos 1 DoVEE Dey wess
ongmais,
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Califoruia ¥edical Association

DURABLE POWER OF ATTORNEY FOR HEALTH CARE DECISIONS
(Catifomia Cind Code Sectians 2410 244d)

61

WARSTNC TO PERSON EXECUTING THIS COCUMENT

This i3 aa imporaaat lezal document. Sefore executing
this document. you should know thess impoctant facas:
This document Zives the person you designate 23 your
agent (the attorney-in-fact) the powse 20 make heaith
care decisions for you. Your agent must act coasistenty
with your desires 33 stated in this docarment oc otherwisa
made Xnowt.
Except 33 you Jtherwise specily in =iz document, this
documeant Zives your ageat power o coasent (o your
doctor aot giviag treatment or stopping treatment
aecessary (o keep you alive.
Notwithstaadlag this document. you bave the right to
make medical aad ocher hezlth care decisioas for
30 loag as yoa caa give leformed coasent with
respect to the particalar decisios. I3 additios, ao
treacment may be given to you over yoar objection. and
Bealth care aecessary to kesp yoa alive may aot be
stopped or witkheld i yoa object at e ==xe.
This doczment Zives yoar agent aathority to coosent, to
reluse o consent. or to withdraw coaseat (o 2Ry care,
treatmnent, sarvice, o procedure to maintain, dizgnose,
or treat 3 physicl or mental coudition. This power is
sabject to aay statement of yoar desires aad any
mitadons that you include in this docnent. Yoa nay

stace in this document 3ay Lypes of eatment that you
do not desire. I[n addition, a2 court cas take away the
power of your agent to 2ake dealth care decisioas for

you if your agent (1) authores anythiag that is Wegal,
) ac2s coatracy to your 3own desires or (3) where

your desires are ot oown, does anything that 3 dearly
conerary to your best inter=sis.

This power will exist for an indefinite jeciod of doe
ualess you Umit its doracen in his document.

Youa have the right to revoke the aathority of your agent
by satifying your ageat or your treating doctor, hospital,

aor ather health care provider orally or in writing of the
revocation.

Your agent has the right to examine your medical

records 2ad to conssat to their disclosure anless you

it this right in this doczment.

Ualess yoa atherwise specily In this documeat, this

doanm:zimyou:;mm;omamrmdhwa) .

aathorize an antopsy, (2) dogate your body or parts
theceol for transplant ar Berapente or educational or
:'inalm. eatific purposes, and (J) direct the disposition of yoaor

If thers is anything ia this doczment that yoa do ot
understand, you shoald ask a lxwyer to explain it to yoo.

1. CREATION OF DURABLE POWER OF ATTORNEY FOR HEALTH CARZ

3y ais documeat § istead o ersue 3 Jurshie sower of wmezey Yy agpoiating
aas for =e :3 dlowed 3y Secsons T30 m 2%, leclusive, of ke Califoczia
incapacity. [ Serssy sevoks ay xrior nbie sower of acac=eyY

aTeced 3y Y

subsequent
who i3 atleast lsmnanalmmmu::':;:(ayawhsm

2 APPOLNTMENT OF HEALTH CARE AGENT

izccpacitoted, YuMMmM.ﬁmw:mmm
(I)m:ﬂgwmmm“molaa.-m:vc ‘acillty or

ampb;«o{pw:udnhaﬂm;nvﬂmamm[cdﬂq.warcﬂmﬁlm.
X abpdasl[pamcmau-hmm

m@ccbnﬁdambwwr
ing & ; nial kewlth focilsy) and you wish te appoins year
decleradan for this docament 20 be rald.)

governing Avoluamry comsurRent 29 & 4.
consalt 3 avyer, vhe mutt sign and atack 3 pecal

:Be;usaadai;uedbelov:nmhmm
Civil Cade. Ths power af am=rzey iail st e
Sop Seaks =xr=. [ 2m 3 Califomix cesident

(m:hacb-:hmmﬂulqhnomvf:hmmvﬂnmhbahmmﬁplg’ha-&mc
i responsidilisy. .m/M_ ing MEY 0L 34TYE T2 JOUT CPERE

L (insert pour aone) - bereby sppoia
Nare i
Address

Home Telepboa !, )

—

| Work Teiegnane

23 My Igene (scumey-io-2c?) O
amcreey il Se ffecaive for 2a ince

Dake Sealts s Zecisioes

(Cgaanal) TYis power af 2e2mey shall sxgies ia = fsilowiag lace:

£0RLLIVEIOP 33 JONT GPIRS, O MESE

: : !auaxcar‘:xinah:nemtmmzaab;a-ed
loick period =€ Zrme unless [ sevoles igce fmit its 2urarign Selow.

N

= Suitemra Vecical Assocacen 1992 ((avesad)



J. AUTHORITY OF AGENT

e inczpable of giving infc d -8 Sealth care decisicas. { rant my agene full power 3nd aahority 0 make hose decivions
(or me, subject 0 any of desices or limiczcons set fortht delow. Unless [ Rave limited my agent’s authority in this document, thas
mnqmdlimlm'gmea';mncamummammaﬁmvmmmymmm&m« ©
ceesive nd 20 consent 1 the release af medical infermagon: 1 wthorize an Jutopsy t determine die use of muy death: 0 make a gift of all
ocp_:noluxybocﬁuundimmedispaiénuatmymm.mbpcznnuyimu:dmlhave;ivmhawﬁmmrorm
serrric=s, my ‘will oc Dy some Jdher method [ andessmand that, By law, my agent may =o¢ sonsenc 20 2ny of e foilowing: commianent 0 3
mencal heaith earment Saility, Sonvulsive qeagmenz, psyehosurgery. sterilization or aborton.

4. MEDICAL TREATMENT DESIRES AND LLVIITATIONS (OPTTONAL) .
(Yaur agent mase maks health care decisions that zre consittent with your known desires. Yoa can, Suz zre 30t required o, state your
desires abous the kindt of medical care you da or 1o not want, including your desires concerning dfesascxining dreasnent. If you do

{Following are three general seatements abous withholding and removal of (fe-suscaining creacnent. If, after carsfully reading all
of these siatements, you agrae with one of tham, yom may initial that staremsent. If you with to add 20 one of the printed statements,

ww-ﬂcnvuuh:ud.pnmdonhdumumv&i) .

[{do mmeﬂmwmmlcngmﬁ!e:adldouu'mﬁfe-mniningu:imwbcmﬁdedoreondmwd:(l)iﬂmin
mmwm«mmmamuxmmwymmummdmm

would serve only ® arsficially delay e memeat o(myw«mwmymm-maumafm
treacment outweigh the 2xpected benefits. { wase oy age o consider the relief of sufferiog and the quality as well 23 the cxceat of
the ossidle extension of Dy life in making decisions cooceming life-sustining eamment.

If chis statemant reflects your dasires, initial heres

lwmstl’emm:a;mbngmmemtmmmm:mwmwm!mhamum
mdnmvhi:hzydecmmmbum»bcmmh Ouncs my doctor has coocluded diat [ will remain
mmmuolmmalam-mﬂemh‘mmbew«m

If this scasement reflects your desires, iniflal heres

ImceﬂammﬁewmhngmyukwlmEfe-miningmabepnvidgdmiﬂm'nmm‘bkm«
persisteng vegsriive saue. . .
If :his szatemant reflecss rour dezires, inizial Aere:

Other ot additicaal staements of medical weament desires and limitions:

(You may amach addltional pages If you need more space 2o complets your satemans. Zack addiconal pege muss be dated and
d;ndu&amci-nm&u“@:ﬁrb:m} .

$. APPOINTMENT OF ALTERNATE AGENTS (OPTIONAL) .

(Yo-mwwmmnuhMmMufamhmwm-pcqﬁudhrmﬁZ'nuubh '

or anwilling to do s0.) .
mwhwzhx&m&am‘nmwmdﬁcukuam@dhﬁs

[f the persoa samed as

document, { 3ppoiat he &wgmmaummmummmuw

Birse Alsernata Agenes . Name Work Telepbooe f -
Addrets Home Telepbone ( -
Second Altarnate Agen: Name Wock Telephons ( )
Acdreas Home Telepbooe ( y
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6. USE OF COPLES
{ hereby suthorize (az photocopies of this document can e elied upon by my agenc and atsers a3 Bough they were ariginals,

DATE AND SIGNATURE OF PRINCIPAL
(Yoo must dae ind sign dtis Jower of acomey*

{ sign my name to iis Durable Power of Aznezey foc Health Care 3t -~
(Ciry) (Scaze)

on .
(Daze) (Signamure of Princ:pal)

STATEMENT OF WITNESSES

(This power of aorney will not be valld for making heelth care decisions mnless it is cither (1) signed 5y rvo qualifted adult
witnezses who are perssrally known to you (or 2o whom you present evidence of your idensity) and who are present when you sign or
acknowledge your signamure oz (2) acknowladged before a nowry publle in California. If yoa elect 0 use witneszes rather than a
mowary public, the law provides that none of the folowing may be used: (1) the persoas you Mave appcinted a3 your agent and
alsernate agenss, R)chuMunWermmpbmofalnddzmpvnda;ormuwwavb)nafcm
care facillty or residendal cere facillty for the eideriy. Addiioanlly, at Least ons of the witnerses cannot be relaced 2 you By Mood,
marriage or adopelon, or be named ins your will. IF YOU ARE A PATIENT IN A SKILLED NURSING FACILITY, ONE OF TRE

WITNVESSES MUST BE A PATIENT ADVOCATE OR OHBUDSMAN.)

I deslare under pesalty of perjury under the lxws of California that the person who signed or acknowiedged this document is pessoeally
Imewn o me © be the principal, oc that the identity of the principal was zroved w me by coavincing evidence,® rhaz the principal signed
appears to be of sound mind and ander 00 duress,

oc acknowiedged this durabie power of storacy i iy preseoce, diat the principal
m«mmmtmmumwawh&hmmud:ulmmahamm

provider. 2z employee of a health care provider, e operamoe of a care facility or 3 residextial cxre facility for the eldedly.
mumﬁudamdammbﬂqwnﬂmﬂmhﬂuy!«hd@y

Signaore . Signaure

Priot same Print aame

Due Due

Residencs Address Residence Address,

AT LEAST ONE OF THE ABOVE WITNESSES MUST ALSO S!GN THE FOL .0V ix3 SHCLARATION)

IWW&MMM&&M&%&!m&MquWMW
or adoption. 2nd, 1 the best of @y knowledge [ am not eatided 20 any pert of the estare of the prcipal upon e desch of the

principal uader 3 will aow existing or by operaticn of law.

Signacure: .

"l'hlIl':b'u-cunda-Mhdmammdﬂram—wsn—wmcﬂu
U3, passport chag is Carmess or has bees isseed within Sve yeart, or 2y of De Siowieg if B docEDent is AETCSE or g St swwed withis Ive yeses. containg

. sw:dmda;-m-mawsmwamumauamm—mawmmhm
sampat by s US, lmmigrxios and Nsswalindos Sevics: a driver's loune ‘smed Yy wnoder s or 5y 28 gy ar M
denificsos cnd swed Yy moter staut or Yy avy Soecs of e US. srmed Sreas, Uamdaap-nam-ﬂhﬁr 2 puneag xivocRe
umqﬁmamdhﬂymwumwﬂduﬂy-mmd_ﬂlmp
advocass ar ombudenas Dafieves Dot e (e prowide 3 Sesis for desermining D denciey of 2e Jracpel.

3




SPECIAL REQUIREMENT: STATEMENT OF PATIENT ADVOCATE OR OMBUDSMAN
{If you are & padent in a skilled nussing facility, a pasient advocaze or aand .
above gnd mast also sign the following declarasion.) Illl.lmmtngnhSmncua/W‘ma

{ further declare under peaalty of perjury under the laws of Califomia that [ am 3 pacient wdvocate or embudsaran as
d«ipafjssymemoepmmol,\;iag and am serving 13 1 witness a3 required dy subdivisioa () of Civil Code
Scction 2332,

Sig
Prust ¥ame:
Due:

CER‘HI-'ICA’IE OF ACKNOWLEDGMENT OF NOTARY PUBLIC

{Ackxewiedgment before & notary publle is 3ot required if you have elected 10 have two quafied witnexses sign above. Ij
m¢p¢i¢uh¢&ﬁunuﬁu‘/¢aﬂq,mmhc#&udmmwmmmmmm{:’::
page I and the Suzemext of Patient Advocats or Ombudoman abeve)

Staze of California )
Jaz,
County of )
- Cuthis dayof, inheyear_______
before me, -
Chere inzert name of nocary public)
pesonally sppeared (here insert name of principal)

personally imown ® me (or proved © me on e basis of satisfaczory evidence) to be the person whase 3amie is subscribed w this
inscrument, 1ad acknowledged hat be or sbe zxocuted it [ deviare under penaity of petiury hat she persoa whose came is
mWnﬁWwwha(MﬁdMWamM«Whﬂm

NOTARY SEAL
(Signazre of Nowry Pablic)
13
COPIES
YOUR AGENT MAY NEED THIS DOEDIATELY IN CASE OF AN EMERGENCY. YOU SHOULD
ORIGINAL AND GIVE PHOTOCOPIES OF THE ctzw.m(})mun

(=)}
AND ANY OTHER PERSONS WHO MIGHT BE CALLED IN THE KEVENT OF A MEDICAL EMERCENCY. THE
LAW PERMITS THAT PHOTOCOPIES OF THE COMPLETED DOCUMENT CAN BE RELIED UPON AS THOUGH
THEY WERE ORIGINALS.

Addltiens] lerms can D¢ purchased from: Sexter Pabicadeas, P.O. Bex 7630, Sag Fraacisce, CA M125-7650 « (415) $22.117S
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NURSZ/PATIENT CCMMUNICATION SURVEY

Please use the following cumber scale to respond to statements 1-22. Circle
the aumber in tche appropriate column to indicate your degree of agreement or

disagTeement with eachk stazamenc.

S-stzongly agree 4-agTee 3-unsure 2-disagree 1-scrongly disagTee

Strongly Unsure Strongly
Agzee disagree

1. HSuman life should be prasezved at 5 4 .3
all costcs. ]

2. Patients should participate in S 4 3
their health care decisions.

3. Evesy competent aduls has the s
right to decide whatz skould be
done with his or her own bedy.

4. A competent adult is exntitled to H] 4
refuse recommended medical )
reatment despite tke opinions .
of others that such tz=atment
is in his or kex best iztezes:.

s. A basic principle of medical ' s 4
ethics is the presesrazicn of
lile,

6. The average laypersen kas an S
acdequate knowledge of medical
technology and is avars of many
of the ways in which 1life can
be artificially extended.

7. Iz the event that an illness S 4
made iZ very unlikely tkat I
would regain a meaningful
qualicy of life, I would wishk
to avoid azrtificial extemsicn
of my lifa.

8. I expect to participate or share
in making decisions about my s
health care.



For questions 9-19, the Zerm "end of lifa issues” refers to issues of death
and dying, use of life-sustaining treatment, resuscitation status, quality of
life, and use of advance directives.

. Strongly Unsure Strongly
' Agree Disagree

S. Iz is within my professional role s 4 3 2 1
to discuss end of life issues with
my patients.

10. I am comfortable discussing end of 5 4 3 2 1 )
life issues with my pacsients.

11. I do not initiate discussions of s 4 3 2 1
and of life issues wizhk my patients. .

2. I generally discuss end of life s 4 3 2 b A
issues with my patients only when
they indicate a desize to do s0.

13. It is appropriate for a physician s 4 3 2 1
to discuss end of life issues with
his or ker patient.

14. It is appropriate for a nurse to L] 4 3 2 1
discuss end of life issues with
kis or her patient. . -.

15. I believe most of my patients would s 4 3 2 1
be comfortable discussing end of life
issues with me.

1s. I believe mos: of my patients have s 4 3 2 1
already discussed exd of life issues
with at leastc cne family member or
significant other.

17. Initiating discussions of end of life s 4 3 2 1
issues with my patients cauges them
increased anxiety.

18. In general, patients wazt to talk s 4 3 2 1
about end of life issues.

19. I believe that physicians do not s s 4 3 2 1
want nurses to discuss end of life
issues with their patients.

‘ s 4 3 2 1

20. A Dizective to Physiciax, often
erroneously referred to as a Living
Will, is a legal document in the
state of Califoznia.



2%.

22.

23.

24.

25.

66

Strongly Tpsure Strongly
Agree Disagree

Ideally, the best time for an s 4 3 2 1
individual to discuss and document

advance directivaes with appropriate

persons is before oce beccmes ill.

The Directive to Phvsician is more s 4 3
comprehensive in scope than the

Durable Power of Actozney for

Health Caze Decisiors.

I have a good wor;'ki::g kaowledge of s 4
the Durable Power of Attoraey for
Health Care Decisions.

The Durable Power of Attorzney for . s .4 3
Health Care Decisions is a legal

document that allows an individual

tc specify his or her health care

wishes and to desigzate another

person to make healtih care decisions

for that individual in the event that

tke individual is no longer able to

make his or her own decisiocns.

A validly executed Durable Power of 5 4 - 3
Attorney for Health Care Decisions

is incended to provide immunity from

civil and criminal liabilicy to a

physician who agzees to subordinate

his or her own judgme=t to that of

the designated attormey-in-face.

Please answer the following questions by writing in the space provided:

26.
29.
30.
1.
3_2.
33.

34.

27. Sex 28. Religion

Age
Professional title:

Rursing specialty:

Type of unit where you work:

Number of years you have practiced in Califoraia:

Highest degree obtained in nursing:

Qverall, approximats peIrcentage of’pacients for whoa you provide cave
that are older than 65 years old:




3s.

3s.

37.

38.

39.

69

Does your inscitution have an ethiecs committee? Yes__uo__unsure_

If so, what type of echics ccmmittee(s)? Please check appropriate
types:

Nursing Medical
Other(Please specify)

Do you have a valid Durable Power of Attorney for Eealth Care Decisions
document for yourself? yes no

Do you have a valid Directive to Physician document for yourself? -
ves no

Have you recommended the use of the Durable Powez of Attorney for Health
Care Decisions to ocne or more patients in the last 12 months?

yes © - me

Please use the remainder of this paper for any additional comments you would
like to make regarding this questionmaire and it's conteats. Thank you for

your assistance.
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A camrpue of The Contormea 31900 Urevarnty

SANJOSE
SdSH s
UNIVERSITY

Otfice of the Academic Viee Presid [ Iate Acad Vice Preek * Grad Siudles and Research
One Wasnington Square e San Jose, Califarmia 35192-0025 ¢ 408/924-2480

TO: Christine Eall
311 Sirena Del Mar
Marina, Ca

' 'y,
FROM: Serena W. :anford%.«,“_\/}: °
AAVP, Graduate Studies and Res a:ch/
DATE: May 17, 1994

The Human Subjects-Institutional Review Board has approved your
request to use human subjects in the study entitled:

"Nurses' Knowledge of Advance Directives and Their
Perceived Role"

This approval is contingent upen the subjects participating in your
research project being appropriately protected from risk. This
includes the protection of the anonymity of the subjects' identity
when they participate in your research projects, and with regard to
any and all data that may be collected from the subjects. The
Board's approval includes continued monitoring of your research by
the Board to assure that the subjects are being adequately and
properly protected from such risks. If at any time a subject .
becomes injured or complains of injury, you must notify Dr. Serena
Stanford immediately. Injury includes but is nct Yimited to bodily
harm, psycheological trauma and relaese of potentially damaging
personal information.

Please also be advised that each subject needs to be fully informed
and aware that their participation in your research projects is
voluntary, and that he or she may withdraw from the project at
anytime. Further, a subject's participation, refusal to
participate or withdrawal will not affect any services the subject
is receiving or will receive at the institutien in which the
research is being conducted. If you have questions, please contact
me at (408) 924-2480.
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Community Hospital of the Monterey Peninsula

AGREEMENT TO PARTICIPATE IN RESEARCH AT SAN JOSE STATE UNIVERSITY
Respeusible Investigator: Christine Hall RN, BSN '
NURSES' KNOWLEDGE OF ADVANCE DIRECTIVES AND THEIR
PERCEIVED ROLE IN DISCUSSING END OF LIFE ISSUES WITH
PATIENTS

Christine Hall has permission to conduct research at Commmumity Hospital of the Monterey
Peninsula to answer the following research questions:

-IL. ‘What do gurses’ perceive as their professional role in discussing ead of Iife issues
with patients? ) .

2. What are nurses’ artinudes toward end of life issues?

3. To what exxext are nurses aware of the existence and uses of the advance
directives?
- - 4 th:xs:hcrdznomh:pbetweenmdpemepucnoftharmlemdisammgend
of life issues with patients and years experience in mursing?

This study will utliize the questionnairs "Nurse/Patient Commumication Survey” and will be
conducted from June through December 1554,

%@Lﬁ—#‘;‘& 1-10-9¢ 195
ashington RN Vice-President Date

Post Office Bax HH » Monterey, Ca 95942  Telephone (408) 824-3311
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To Participating Nurses,

The attached questionnaire is part of my thesis project
for my Master of Science degree at San Jose State
University. I would very much appreciate your participation
and input regarding this study.

Please read the attached agreement to participate in
research at San Jose State University. Completion of the
survey indicates voluntary agreement to participate. This
survey is anonymous. If you agree to participate, please
return the survey to the covered box on Garden South.

You may decide not to participate at any time.

Thank you for your assistance with this project.

Christine Hall, BSN
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JOSE 4 Gamn o o Cantomss Dvw Uy
SdalRE

School al Appled Arts sad Sclences © Vepectment ol Nursing * Gradiusis Program
Cne Washingtan Squars o San Jose, Callomia 351920037 ¢ 4CA/I2III4

Agreement tc Participate iz Reseazch

Responsible Investigazor: Christine Hall
Ticle of Questionmaire: Nurse/Patient Communicacion Susvey

T have been asked to paxticipate in a research scudw that is .
. investigating nuzse/patient coomunication related to end of life

issues.
I UNDERSTAND THAT:

1) £ will be asked to ccmplete an ANONYMOUS 4-page questionnaire
that will be collected a=d recusned in a sealed eavelope to the )
reseazcher. Total time for my pacticipation should be less than 20

mauces.
2)  Theze are mo amticipated risks for pazticipatics im this study.

3) A possible beaefit me is receiving information about tools that
can be used by myself a=d my patients for documeacizg health care

wishes.

1) The results of this study may be published, by my identity will .
remain anonymous and confidential throughout chis ssudy. My privacy
or my job stacus will in no way be affected by my pazticipation in

this study.

S) I will receive no ccmpersaticn for my pazticization ia this
study.

6) Any questions about my participation in this study will be
answezed by Christine Hall (408) 625-4750. Complaiacs about the
procedures may be preseated to Dr. Coleen Sayleor, Graduate Ccordinator
(408) 924-3131. For questions or complaints about reseazch subjects’
rights or reseazch related injury, contact Serena stanford, Ph.D.,
Agsociate Vice President of Graduacte Studies and Research at (408)924-

2180.

7 My cousent is given voluntarily without being coezced; I wmay -
refuse to participate iz this stucdy o in any pazt of this scudy
wizhout prejudice to oy relacions with San Jose ‘State Univezsicy or
che imseitution at which I am emploled. ;

T have made a decision whether OTr not to parcicipatze. Retu=a cf cke
surver indicaces voluyzcazy agresament Lo participate i= tkis reseaz<d.
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