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amasmaes

k descriptive study %ms conducted to explore the 
relationship between health care providers” degree of death 
anxiety and their perceptions of the importance of selected 
factors associated with end-of-life decision making for 
elderly persons. A convenience sample of 110 health care 
providers (including physicians, acute care nurses, longterm 
care nurses, and nurse practitioners) was used.
Quantitative research techniques were employed for data . 
collection and analysis.

Several statistically significant correlations were 
found between scores on Sampler's (1970) Death Anxiety Scale 
(DAS) and individual items scores on Palmer’s (1992)
Clinical Decision Making Scale, supporting the premise death 
anxiety may impact on clinical decision making for some 
health care providers. Significant negative correlations 
were found between DAS scores, and age and years of 
practice.
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ZMMBUeSlOKI

Clinieal decision making about @nd-©f-life decisions 
for the elderly has become increasingly complicated in the 
last two decades. Advances in medical technology have 
provided the means to extend life through the use of 
increasingly sophisticated life-sustaining technologies. As 
is the ease with all technologic advances which cause human 
beings” philosophical and moral perceptions of life and 
death to be contemplated, these life-sustaining technologies 
create ethical dilemmas in the clinical setting, and anxiety 
for individual health care providers (HOP) involved (Office 
of Technology Assessment (OTA), 1987).

Ethical dilemmas are most often created because of 
conflicts surrounding the uncertainty of clinical outcomes, 
the ethical questions centering around quality versus 
quantity of life, and the fear of litigation (Murphy &
Cluff,. 1990). A major source of conflict contributing to 
ethical dilemmas is the different perspectives of those 
involved in the process (Dubler & Mimmons, 1992). For 
example, despite the fact that consumers want input in 
decisions about use of life support (Cohen-Mansfield, Droge, 
Billig, 1992i Frankl, Oye, Bellamy, 1989; Lo, McLeod, Saika,
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1986), there is evidence that, in practice, many elderly 
clients are not involved in the decision about the use of 
life support (OTA, 1987). This suggests several 
possibilities: (1) providers may be making these decisions
independently for elderly clients, (2) these decisions may 
be made without regard to the wishes of the elderly clients, 
or (3) elderly clients may be conceding power for these 
decisions because of the historically paternalistic nature 
of client-HCP relationships (Conners, Dawson & Lynn, 1990). 
Many clinical decision making frameworks have been developed 
in recent years to investigate the process and to aid HCPs 
in decision making. Among the conceptual frameworks 
proposed are those by Bedell, Pelle, Maher and Cleary 
(1986), Bunting and Webb (1988), Crane (1975), Kapp (1991), 
Phillips and Rempusheski (1985), Title, Moody and Becker 
(1988), and Wetle, Cwikel, and Levkoff (1988). Still, 
because this decision making process is so contextually 
complex, their usefulness in terms of outcomes has been 
varied and knowledge acquired has been sparse (Coulton,
1990).

The framework proposed by Wetle et al. (1988) is one of 
the most comprehensive. In this conceptual framework, there 
are four interactive factors under which the process of 
clinical decision making can be organized. The four major 
factors are medical factors, client factors, institutional
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factors, and provider or HOP factors. Medical factors are 
those aspects of decision making which focus on 
pathophysiology and treatment options.- Institutional 
factors relate to organisational issues of policyp 
procedure,, and legality. Client factors encompass 
psychosocial and spiritual considerations of clients and 
their significant others. Provider factors include the 
individual psychosocial and spiritual gestalt of clinicians 
involved in the clinical decision making process.

Each of these factors is complicated and composed of a 
number of components. Therefore, attempts to elucidate the 
end-of-life clinical decision making process may require 
exploration of the individual components which compose a . 
given factor, and their relationships within the overall 
conceptual framework. For example, all persons involved in 
the clinical decision making process about end-of-life 
decisions are complex individuals with unique life histories 
and past experiences which influence decision making. These 
unique differences plus differences in such factors as age, 
gender, and cultural background, constitute components 
within both client and provider factors. Clarification of 
these components and their role in the end-of-life clinical 
decision making process could contribute to the further 
description of the theoretical base of this conceptual 
framework.
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Since the client and provider factors include many 

psychosocial and spiritual factors, it is reasonable to 
consider that many universal components of the human psyche 
may be components of both of these factors. Death anxiety 
is a universal component that may be one such component. It 
is a fundamental human anxiety always present at some level 
in the conscious or subconscious mind which can be 
precipitated by contemplating death (Lonetto & Templer, 
1986). "Death anxiety seems not so much a fixed entity as a 
state that is sensitive to environmental events..." (Lonetto 
& Templer, 1986, p. 10). Since end-of-life clinical 
decisions in the elderly always require contemplating the 
outcome of death, this universal component of the human 
psyche, death anxiety, is likely a component of both the 
client and provider factors. If death anxiety is found to 
be a component of the client and provider factors of the 
Wetle et al. (1988) framework, it may be that the degree of 
death anxiety differs among persons involved in clinical 
decision making (i.e., HCPs, elderly clients, and their 
significant others) and these differences may contribute to 
conflict in decision making. There is evidence cross- 
culturally, that the elderly have less anxiety about death 
than younger persons (Cole, 1979? Devins, 1979? Goebel & 
Boeek, 1987? Handal, Peal, Mapoli & Austrin 1985? Johnson, 
1980? Lattanner & Hayslip 1985? Kalish & Reynolds, 1976?
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Kane & Hogan, 1986? Keller, Sherry 6 Piotrowski, 1984? 
Heimeyer, Bagley & Moore, 1986? Sado^ski, Davis & Loftus- 
Vergage, 1980? Salter & Salter, 1976? Schulz, 1978? Stevens, 
Cooper & Thomas, 1980? Shusterman & Seehrest, 1973).

Although over the past two decades multiple studies 
have been conducted regarding clinical decision making 
(Crane, 1975? Phillips & Rempusheski, 1985? ffletle et al., 
1988) and death anxiety (Lonetto 6 Templer, 1986 ? Peace & 
Vincent, 1988? Templer, 1970), no studies could be found 
which sought to evaluate whether a relationship existed 
between the two. It appears that it has not yet been 
proposed that death anxiety may be a component of both the 
client and provider factors within the Wetie et al. (1988) 
framework, nor a factor in other clinical decision making 
frameworks.

The purpose of this study was to explore the 
relationship between health care providers' degree of death 
anxiety and their perceptions of the importance of selected 
factors in the Wetle et al. (1988) framework of end-of-life 
decision making about the elderly.
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Problem Statement

Little is known about the provider factors which 
influence clinical decision making (Wetle et al., 1988). 
Though it is known that death anxiety is a universal human 
anxiety (Lonetto & Templer, 1986), the possibility that 
death anxiety may be a component of the provider factors of 
the Wetle et al. framework of clinical decision making has 
not been explored. The problem investigated in this study 
was: what is the relationship between HCPs' degree of death 
anxiety and their perceptions of the importance of selected 
factors in the Wetle et al. framework of end-of-life 
decision making about the elderly? If there is a 
relationship between degree of death anxiety and clinical 
decision making, then efforts to integrate the appropriate 
educational programs into current medical and health care 
curricula should be instituted or expanded. Results of 
studies have shown that education about death anxiety can 
effectively lower the degree of death anxiety (Lonetto & 
Templer, 1986). Ultimately, reducing the degree of HCPs' 
death anxiety, should contribute to reduction of conflict 
(i.e., ethical dilemmas) in end-of-life clinical decision 
making.
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Research

The following research questions were used;
1. What is the relationship between scores on the 

Death anxiety Scale (DAS) (Templer, 1970) and the four 
subscales of the Clinical Decision Making Scale (CDMS) 
(Palmer, 1992) for three groups of HCPs in two ̂ types of 
clinical settings?

2. What is the relationship between scores on the DAS 
and individual items that constitute the subscales of the 
CDMS for the same group of HCPs?

3. What are the associations among selected 
sociodemographic characteristics of the three groups of HCPs 
and the DAS and CDMS subscales and item scores?

Operational Definitions
The following operational definitions were used in this 

study:
1. Hnd-Of-Life Decisions; "Decisions occurring in the 

last 12 months of life which are associated with medical 
treatments as operationalized and measured by the Clinical 
Decisions Making Scale (CDMS)” (Palmer, 1992, p. 16) 
(Appendix B).

2. Death Anxiety: An unpleasant emotional state 
universal to all human beings, precipitated by contemplation 
of one’s own death (Lonetto & Templer, 1986). In this
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study, it was operationalized and measured by the Death 
Anxiety Scale (DAS) (Templer, 1970) (Appendices C and D).

3. HCPs: Health Care Providers? one of three types of 
clinicians: registered nurses (R$s), nurse practitioners 
(BPs), and physicians, working in acute and longterm care 
settings,

4. Hurse Practitioners "lurse Practitioners currently 
functioning in an expanded clinical role and directly 
involved with clinical patient care" (Palmer, 1992, p. 14).

5. Physicians "Physicians currently in the role of 
clinician and directly involved with clinical patient care" 
(Palmer, 1992, p. 14)

6. Registered Marses "Registered Curses employed full 
or part time, who provide direct clinical patient care" 
(Palmer, 1992, p. 14),

Significance to Elur&ing
The current proportion of the United States population 

over the age of 65 is 12%, and by the year 2030 this 
proportion is projected to increase to 22% (Gelfand, 1988; 
U.S. Senate Special Committee on Aging (USSSCA), 1990). The 
hospitalized elderly, an estimated 5% of the United States 
population, receive 50% of total medical care expenditures 
each year (Knaus, Wagner & Lynn, 1991). The importance of 
end-of-life clinical decisions in the elderly is even more
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acutely illustrated when one considers that 28% o£ Medicare 
program expenditures are spent on patients during the last 
six months of their lives. Therefore, many, if not most, 
end-of-life decisions involve questions about the use of 
life-sustaining technologies. The use of life-sustaining 
technologies frequently requires that patients stay in 
intensive care units (ICUs). Currently there is an average 
loss of §20,000 per ICU medicare patient (Osborne, 1992). 
Osborne states that use of ICUs is "...driven by 
technology...without adequate assessment of efficacy" (p. 
217). At least 20% to 40% of patients admitted to a medical 
ICU will not survive the hospitalization, and for those 
patients who are mechanically ventilated, 51% to 75% will 
not survive. The United States allocates a larger 
percentage of its gross national product to health care than 
any other nation in the world, and at least some of the 
funds allocated are not efficaciously spent (Knaus et al., 
1991).

The Office of Technology Assessment (OTA) (1987) 
reports that decision making about the use of life- 
sustaining technologies is made amid much uncertainty about 
clinical outcomes. Although frameworks to assist in 
objective probability estimates are being developed and 
tested, these aids to decision making will not resolve most 
ethical controversies (Knaus et al., 1991). Identification
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of factors which are associated with and/or underlie ethical 
conflicts can make a vital contribution to the process of 
resolving these ethical dilemmas. The possible influence of 
death anxiety as a component of the client and provider 
factors of the Wetie et al. (1988) clinical decision making 
framework is one such factor. If a relationship is found, 
than death anxiety may influence each HCP, client, and 
significant other involved in a given clinical decision.

As one group of HCPs, nurses are increasingly becoming 
involved in the process of clinical decision making 
(Phillips, Rempusheski, Puopolo, $8accarato fit Mallatratt, 
1990). Burses are in a unique position to know clients' 
preferences about treatment options because they spend so 
much time at the bedside (Phillips et al.).

Clinical decision making is only one aspect of quality 
nursing care for dying patients. Results of studies have 
already shown that death anxiety affects other aspects of 
care. In studying the professional nursing care given to 
terminally ill patients, much of the inadequacy has been 
attributed to caregivers’ fears of death (Bakes, 1985? Hare 
& Pratt, 1989? Thompson, 1985? Vickio & Cavanaugh, 1985).
The results of many studies suggest that nurses and other 
HCPs use denial and avoidance of dying patients to cope with 
anxieties about death and dying (Hare & Pratt? Holman, 1990? 
Robbins, Lloyd, Carpenter & Bender, 1992? Tucker, 1992).
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Inverse relationships have been shown between degree of 
death anxiety and degree of comfort in caring for and 
talking with dying patients (Brent, Speece, Gates, Mood & 
Haul, 1991; Hare & Pratt, 1989). Relationships have been 
shown between death anxiety and negative attitudes about the 
elderly (Bakes, 1985; Salter & Salter, 1976; Vickio & 
Cavanaugh, 1985). All of these investigators stressed the 
need for increased emphasis on educational programs which 
effectively reduce death anxiety.

Educational programs which effectively lower death 
anxiety could accomplish this goal. A review of the 
literature on this subject revealed that those programs 
which combined a didactic and experiential approach were 
successful in effecting a longterm decrease in death anxiety 
(Lonetto & Templer, 1986). Since it is nurse educators who 
have developed some of the most effective educational 
programs for lowering death anxiety (Lockard, 1989), nurses 
are already in a unique position to further expand and 
integrate such programs into curricula.

All of the major nursing paradigms emphasize patient 
advocacy as a major responsibility. Because death is a 
universal human experience, nurses must be prepared to act 
as advocates for the patient faced with decisions about end- 
of-life. Only through continued research such as this, and 
utilization of the findings is it possible to build a body
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of knowledge which allows HCPs, and particularly nurses, to 
improve the care given to the dying based upon nursing 
science.

Sunnary
Clinical decision making about end-of-life decisions 

for elderly clients is a complex process composed of 
multiple variables. The ffletle et al. (1988) clinical 
decision making framework, which consists of four major 
factors (medical, institutional, client, and provider), 
seems the most comprehensive of the current frameworks. 
Death anxiety, a universal human anxiety, may be an as yet 
unidentified component of the more psychosocial factors in 
this framework (i.e., client and provider factors). The 
purpose of this study is to explore for a relationship 
between HCPs' degree of death anxiety and their perceptions 
of the importance of selected factors in the ffletle et al. 
(1988) framework.

If such a relationship is found, it will lend support 
to the need for increased death education (and efforts to 
reduce death anxiety) for HCPs. The ultimate goal is to 
improve the end-of-life decision making process for all 
involved.
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GĤ iPfSjR II
IBWira OF U S  LITSiMTOSS

In this chapter, the conceptual framework is discussed 
as it relates to the study. In addition, literature 
pertinent to the research is presented and organized 
according to the conceptual framework of Wetle et al. (1988) 
and using the four major factors (medical, institutional, 
client, and provider factors) as headings. The literature 
concerning death anxiety as a proposed component of the 
client and provider factors of the Wetle et al. (1988) 
framework is reviewed last. This study built on the work of 
Palmer (1992) who explored the perceptions of HCPs about 
end-of-life decision making concerning elderly persons. 
Palmer used Wetle et al.'s (1988) clinical decision making 
framework as a conceptual base and developed the Clinical 
Decision Making Scale (CDMS) to operationalize the 
framework.

Conceptual Framework
Various frameworks for conceptualizing clinical 

decision making have been used both to investigate the 
process and to assist HCPs in clinical practice. Many of 
these Shared-Decision Making Frameworks have included some
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combination of the four major factors used in the Wetle et 
al. (1988) framework (Bedell, Pelle, Maher & Cleary, 1986, 
Bunting & Webb, 1988, Crane, 1975, Kapp, 1991, Phillips & 
Rempusheski, 1985, Title, Moody & Becker, 1988). Still, the 
Wetle et al. (1988) framework seems most comprehensive and 
was thus selected as the framework for this study. This 
framework is highly dynamic and interactive, which allows 
for intra- and inter-factor flexibility. The four major 
factors of the Wetle et al. (1988) framework defined are 
medical factors, institutional factors, client factors, and 
provider factors.

Medical Factors
Medical factors are the most objective of the four 

factors. These factors encompass the physiological patient- 
components of a given decision scenario (Wetle et al.,
1988). They include the consideration given to such factors 
as the major disease process involved, any concomitant 
diseases, patient’s age and general physical and cognitive 
status prior to the current situation, the projected status 
after resolution of the current situation based upon each 
treatment option (projected outcome), the medical risk to 
the patient of each given treatment option, degree of pain 
and suffering, and expected quality of life following 
treatment. Medical factors changes as medical science
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progresses, offering new insights into disease processes and 
new treatment options, creating new variables for a given 
situation.

Institutional Factors
Institutional factors consist of policies and 

procedures specific to a given institution (Wetle et al., 
1988). These may vary from site to site, but all must 
comply with state and federal laws. In uncomplicated cases, 
institutional factors provide a frame for policies such as 
do-not-resuscitate (DNR) orders. These factors become more 
important when a conflict arises. This usually occurs 
because of a disparity between client and provider factors 
(Wetle & Levkoff, 1989), and frequently require a more 
formal mechanism, such as an ethics committee, for 
resolution. If this mechanism fails, the final avenue for 
resolution becomes the legal system. As societal views 
change, so does the legal system; therefore, institutional 
factors change based upon a constantly evolving social 
system.

Client Factors
Client factors include the psychosocial and spiritual 

constitutions of clients and their significant others (Wetle 
et al., 1988). These factors vary considerably from person
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to person. Individuals have their own set of values, 
beliefs, feelings about life and death, and other emotional 
strengths and weakness for coping with the circumstances. 
Individuals have their own cultural background, set of past 
experiences, age cohort, and educational base. The 
interaction of such a pool of human factors can create 
significant dilemmas (Dubler & Mmmons, 1992).

One sees a shift in the power distribution for decision 
making from provider driven to shared decision making as 
individuals and their families become more aware of their 
choices and begin to decide what they are willing to accept 
(Coulton, 1990). The degree to which a client or 
significant other decides to assume that power depends on a 
combination of factors (Phillips & Knaus, 1990). In a 
recent book, written by two medical ethicists for the lay- 
public to assist them in assuming this power, the authors 
warn,..."behind objective medical facts...medical decisions 
always rest on somebody's value judgment. If you are aware 
and educated, the values will be yours? if not, they will be 
the values of others--good people but strangers" (Dubler & 
Mmmons, 1992, p. 7). Client factors are highly dynamic, 
and change even within a given situation.
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Provider Factors

Provider factors are essentially the same as client 
factors, but applied to a different group of persons (HCPs) 
in the decision making framework (Wetle et al., 1988). 
Providers cannot separate out these personal factors as they 
make end-of-life decisions for clients (OTA, 1987, Shell, 
Doukas & Smith, 1991). In addition, the results of many 
studies have shown that style of decision making, comfort 
with death and dying, and focus of importance on factors 
involved varies according to the educational background of 
various types of providers ( i’. e. , physicians, RNs, social 
workers, and nurses aides) (Bakes, 1985; Wetle et al., 1988; 
Wetle & Levkoff, 1989; White, Nativio, Robert & Engberg, 
1992). Provider factors are also quite dynamic and can 
change within a given situation as can client factors.

All of these dynamic factors are interrelated and each 
impacts upon the others in as yet undefined ways. One such 
undefined factor which may be a component of both client and 
provider factors may be death anxiety. Figure 1 illustrates 
the investigator's conceptualization of death anxiety as a 
component of both client and provider factors of the Wetle 
et al. (1988) framework.



Death

Client Provider
Factors Factors

Medical Institutional
Factors Factors

Pind-oiE-Life 
Clinical Decisions 

About
The Elderly

Figure 1. Illustration conceptualizing Death Anxiety as a 
component of both Client and Provider Factors of the Wetle 
Cwikel and Levkoff Decision Making Framework (1988).
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Death Anxiety

A major component of an individual's perspective of 
death is death anxiety, a fundamental human anxiety which is 
an elemental structure of the unconscious (Lonetto &
Templer, 1986). Death anxiety is always present at some 
level in the conscious or subconscious mind, and can be 
precipitated by contemplating death. "Death anxiety seems 
not so much a fixed entity as a state that is sensitive to 
environmental events in general and, in particular, to the 
impact of intimate interpersonal relationships" (Lonetto & 
Templer, p. 10).

Death anxiety is thought to first appear in early 
childhood in the form of separation anxiety (Lonetto & 
Templer, 1986). As the concept of death becomes more 
concrete in middle and late childhood, death anxiety becomes 
more focused on death and dying. It then appears to remain 
throughout the adult and later years. Attitudes about 
mortality do not seem to differ greatly from those held in 
preadolescerice.

Death anxiety is composed of four major components 
(Lonetto & Templer, 1986). These are described as:

1. Concern about both the cognitive and emotional 
impact of dying and death.

2. Anticipation and fear of the physical alterations 
brought about by dying and death.
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3. Awareness of the finite time between birth and 

death, and of the rapidity of its passage.
4. Concern about the stress and pain accompanying 

illness, disease, and dying (p. 4).

Feelings of death anxiety can arise when one or more of 
these components reaches a personally or socially defined 
critical level (Lonetto & Templer, 1986). This level varies 
considerably among individuals. Determinants of the degree 
to which death anxiety is felt include: (1) one's general
state of psychological health, and (2) one's life 
experiences concerning the topic of death (Lonetto &
Templer).

It should be noted that some degree of death anxiety is 
necessary for survival (Lonetto & Templer, 1986).
Individuals are driven by their sense of mortality. This 
sense of mortality is intimately tied to death anxiety, and 
without a certain, as yet unknown level of death anxiety, 
one would have no driving force for motivation (Lonetto & 
Templer).

Conclusion
The Wetle et al. (1988) framework was chosen as the 

conceptual framework for this study because of its inclusion 
of numerous dynamic factors involved in clinical decision
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making about end-of-life decisions in the elderly. All 
HCPs, clients, and significant others bring personal factors 
into these clinical decision making scenarios. Death 
anxiety, as a universal human anxiety, has been presented 
within the conceptual framework and integrated within the 
framework.

Literature Review
Medical Factors

Medical factors encompass what is classically known as 
the medical model (Wetle et al., 1988). The medical model 
of clinical decision making, which has predominated in the 
past, postulates that patients' symptoms are evaluated 
independently of their social and personal characteristics 
(Mechanic, 1976). Recently, the lack of utility of this 
framework has been recognized because of its inability to 
encompass the spectrum of factors important to clinical 
decisions; most ethical dilemmas arise because factors fall 
outside the realm of the medical model (Ebell, Doukas & 
Smith, 1991; Knaus, Wagner & Lynn, 1991; Murphy & Cluff,
1990; Osborne, 1992; Stolman, Gregory, Dunn & Ripley, 1989; 
Wetle et ali, 1988). Medical factors are, however, a 
significant component of any clinical decision, and an 
important factor within the Wetle et al. framework.
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Within the Wetle et al. (1988) framework there are four 

major components of the medical factor. These are 
(1) quality of life resulting from treatment, (2) medical 
risk, (3) cognitive function, and (4) pain and suffering 
(Wetle et al.). Though the medical model suggests that 
objectivity is possible (Mechanic, 1976), many of these 
components (such as quality of life) have subjective 
aspects.

Quality of life has a strikingly subjective component. 
The quality of a person’s life is best assessed by that 
person (Dubler & Wimmons, 1992). Thus, the client's 
perception of this component is more important than the 
HCP’s in assessing this component of the medical model.

Stolman et al. (1989), in evaluating the do not 
resuscitate (DMR) orders at a community hospital over a one 
year period ($5 = 1351), found that among patients with DMR 
orders, a large percentage had a severely limited activity 
status prior to admission (p < .0001). Shell et al. (1991) 
compared the decision-making preferences regarding DMR 
orders of family physicians and outpatients. They found 
that each group weighed both the biomedical and non
biomedical factors in decision making, and that, though 
there was some variation between the groups, both groups 
showed a statistically significant (p < .001) preference for 
inclusion of quality of life issues in decision making.
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In a study by Knaus et al. (1991), the medical model 

was used and objective probability estimates of mortality 
outcomes using the APACHE III (acute physiology, age, 
chronic health evaluation) instrument were compared to the 
subjective opinions of physicians. Though the researchers 
recommended the use of the instrument as an aid in the 
decision making process, they stated that some outcomes 
which prolong life are considered worse than death to most 
patients and that "...numerical mortality estimates must be 
supplemented with mostly subjective estimates of quality of 
life" (p.254).

The second component of medical factors is medical 
risk. Evaluating medical risk involves the predictive 
science of quantifying the risk/benefit ratio of treatment 
options for each patient situation. In subjectively 
quantifying medical risk, HCPs frequently distort their 
judgment by allowing personal factors (such as experiences 
which had negative or positive outcomes) to receive a 
greater weight in the decision than is objectively warranted 
(Knaus et al., 1991; Osborne, 1992). Whether estimations 
for medical risks are derived from the subjective judgment 
of HCPs or through the use of objective probability models, 
there is still considerable uncertainty when predicting 
individual outcomes (Forster & Lynn, 1988; Knaus et al.; 
McClish & Powell, 1989; Murphy & Cluff, 1990; Poses, Bekes,
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Compare & Scott, 1989? Osborne). With technologic advances, 
the quantity of options continually increases, as well as 
the magnitude of the consequences in risks, benefits, and 
costs. A major reason that these expanded options have 
decreased predictability is because the newest treatments 
have not been fully evaluated (Knaus et al.). The emphasis 
in research has been to expand treatment options and advance 
technology rather than to evaluate current efficacies (Knaus 
et al.).

The use of multivariable analysis, advances in computer 
technology, and the increasing availability of large 
database systems, have advanced predictive science (Knaus et 
al., 1991). These techniques have improved the objectivity 
of predicting outcomes by increasing the accuracy of 
severity of illness scoring instruments which provide HCPs 
with objective probability estimates (Knaus et al.).

The most commonly used severity of illness scoring 
systems are APACHE III and TISS (therapeutic intervention 
scoring system) (Osborne, 1992). When Knaus et al. (1991) 
compared the APACHE III system to the subjective risk 
estimates of 13 physicians from nine medical centers (H =
850 ICU admissions) this system more closely matched 
predicted risks than did the physicians (p < .001).

However, when Osborne analyzed the results of 30 
studies which used these two systems to evaluate various
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subsets of patients with a broad range of pathophysiologic 
problems, the meta-analysis revealed somewhat less 
impressive results. Osborne stratified patients into low, 
mid-range, and high risk groups, and found that the models 
were least predictive in the mid-range risk group. This 
mid-range group of patients is the group for which HCPs have 
the greatest need for assistance in predicting outcomes, and 
the limitations of these instruments, in terms of 
sensitivity and specificity, restrict their usefulness 
(Osborne). Contributing to difficulties in predictive 
modeling for end-of-life decisions are the existence of 
variables that are not included in the calculation of the 
estimates, and the simultaneous application of multiple 
therapies which limits the predictability of the 
effectiveness of any one treatment (Knaus et al., 1991, 
Osborne). Though predictive science is improving the 
objectivity and accuracy of quantifying medical risk, the 
desirability of any predicted outcome is a subjective 
judgment that is still best made by the recipient of that 
outcome, the patient and her/his significant others (Knaus 
et al.; Osborne).

The third component of medical factors is cognitive 
function. Cognitive function impacts the decision making 
process in at least three important ways. First, it is 
frequently used as a variable in calculating medical risk
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and probability of survival (Fields, MacKenzie, Charlson & 
Sax, 1986 ? Knaus et al., 1991; Murphy & Cluff, 1990;
Osborne, 1992). For example, in a study of the effect of 
decreased cognitive function on clinical outcomes. Fields et 
al. (1986) found that patients with cognitive dysfunction 
had longer hospital stays, were more often discharged to 
nursing homes, and had 3-month mortality rates that were 
double that of patients with normal cognitive states.

Second, cognitive function is considered one of the 
major components of quality of life, and is often a major 
factor in determining aggressiveness of therapy (Cohen- 
Mansfield, Droge & Billig, 1992; Coulton, 1990 ? Ebell et 
al., 1991; Frankl, Oye, & Bellamy, 1989; Lo, McLeod & Saika, 
1986; Murphy & Cluff, 1990; Swensen, 1992; Wetle & Levkoff, 
1989). Older clients have been found to prefer 
nonaggressive care (i.e., refusal of antibiotic therapy) if 
demented (p < .05) (Lo et al.), and to prefer treatment if 
they anticipated remaining cognitively intact (p < .01) 
(Cohen-MansfieId, et al.).

The third major implication of cognitive function in 
the decision making process is its effect on the degree of 
client involvement in making these decisions (Phillips, 
Goldman & Bergner, 1990). Preferences for aggressiveness of 
therapy are frequently not discussed or documented before 
clients become cognitively impaired (Coulton, 1990; Frankl
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et al. 1989j High, 1988? Knaus et al., 1991? Lo et al.,
1986? Osborne, 1992). When clients' preferences are not 
known conflict frequently occurs among significant others 
left as surrogate decision makers, or between HCPs and 
significant others (Epstein, Hall & Tognetti, 1989? Uhlmann, 
Pearlman & Cain, 1988).

The final component of the medical factors of the Wetle 
et al. (1988) framework is degree of pain and suffering. It 
appears, in reviewing the literature, that the effect of 
perceptions about pain and suffering on outcomes and 
clinical decision making is not well understood. From the 
perspective of clients, Oden (1976) found that though they 
consider degree of pain and suffering important, outcomes as 
evidenced by cognitive function, quality of life, and life 
expectancy are considered more important. Concern about 
degree of pain and suffering have been found to differ among 
HCPs? social workers are more concerned with these than 
nurses and physicians (p < .01) (Wetle et al.). When 
exploring perceptions about withholding therapies 
classically considered as comfort measures, nurses have been 
found to be less comfortable than physicians or social 
workers with withholding tube feedings, but physicians were 
less comfortable than the other two disciplines with 
withholding IVs for hydration (Wetle et al.). Palmer (1992) 
explored perceptions about end-of-life decision making for
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the elderly in various HCPs (W = 95, subsets were 
physicians, longterm care RNs, acute care RNs, and NPs). 
Longterm care RNs considered pain and suffering a more 
important factor than did physicians (p < .023). In another 
recent study, nurses and physicians were interviewed to 
determine their reasons for ordering and administering 
sedatives and analgesics during withholding and withdrawal 
of life support from critically ill patients (Wilson, 
Smedira, Fink, McDowell & Luce, 1992). Drugs were given to 
75% of patients during the withholding and withdrawal of 
life support, and patients who did not receive medication 
were comatose and considered unable to benefit from the 
drugs. Although all drugs were ordered by physicians, 75% 
of the nurses thought they contributed to the selection of 
the drugs. Reasons for ordering and administering these 
medications were the same for physicians and nurses, and 
included decreasing pain (88% and 85% respectively), 
decreasing anxiety (85% and 52%), decreasing air hunger (67% 
and 76%), comforting family members (52% and 82%), and to 
hasten death (36% and 39%). The only statistically 
significant differences between groups were for decreasing 
anxiety and comforting families (p < .05). Ninety-eight 
percent of both groups of HCPs were satisfied with the
process.
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Institutional Factors

Within the institutional factors of the Wetle et al. 
(1988) framework there are two major identified components. 
These are (1) informal and formal rules of an institution, 
and (2) legal issues. Institutional factors have not been 
studied systematically, thus a discussion of these factors 
involves defining their role within the decision making 
process. Institutional policies and procedures vary 
considerably among institutions; similarly, laws that 
concern end-of-life decisions vary from state to state 
(Dubler & Himmons, 1992). Laws and institutional rules 
reflect prevailing societal values, provide a structure for 
distribution of power in clinical decision making, and set 
limits for acceptable decisions (Dubler & Wimmons). Often 
conflicts which call upon the use of these institutional 
factors arise because of differing ethical beliefs among 
individuals involved. Ethics encompass a set of moral 
principles or values, or principles of conduct governing an 
individual, a group, a profession, or a society (Woolf, 
1976). Clinical decision making may involve the ethics of 
any combination of clients, significant others, HCPs, 
professions, institutions, or society (Dubler & Wimmons). 
Though differing ethics create conflicts, it is often the 
fear of litigation which is the driving force behind the use
of institutional factors.
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When ethical conflicts occur, attempts to effect 

resolution frequently require the use of these institutional 
components to resolve conflict in one of two ways (Dubler & 
Mimmons). First, the informal and formal rules of an 
institution provide a forum for debate and compromise in an 
atmosphere of shared decision making power. If the conflict 
cannot be resolved in this way, the legal system provides a 
structure and a means for the ultimate delegation of that 
power. Medical ethicists Dubler and Mmmons (1992) propose 
a conceptual framework for clinical decision making 
authority which they call "the four concentric circles of 
consent" (p. 115).

These circles indicate with whom the power in decision 
making should rest, starting with the innermost circle, 
which is the client (Dubler & Mmmons, 1992; Knaus et al., 
1991; Osborne, 1992). This position is supported by the 
U.S, legal system as far back as 1914 with a landmark legal 
decision finding that all adults of sound mind would have 
the right to determine what should be done with their own 
bodies (Dubler & Mmmons).

When clients are not capable of making decisions, the 
second best (and next concentric level) is an advance 
directive (AD) (Dubler & Mmmons, 1992). The most common 
formats for ADs are the living will and medical durable 
power of attorney (MDPA). Only about 9% of the population in
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this country has actually completed such a directive (Colvin 
& HammeSf 1991). In an attempt to improve this percentage, 
the Patient Self-Determination Act was enacted into federal 
law as part of the Omnibus Budget Reconciliation Act of 1990 
(effective December 1, 1991) (Badzek, 1992). Briefly, the 
law requires all Medicare and Medicaid reimbursed agencies 
to (1) have in place written policies and procedures 
regarding the use of ADs, (2) provide written information to 
patients at the time of admission concerning their rights, 
(3) document whether the patient has an AD, (4) develop 
policies and educational programs on ADs for staff and 
community, and (5) implement procedures to comply with state 
statutes regarding ADs. Failure to comply may result in 
loss of financial reimbursement (Badzek). The PSDA was 
intended to provide the public with the knowledge and the 
opportunity to establish ADs if they so desired (Badzek). 
Laws concerning the degree of freedom when making ADs vary 
from state to state.

When patients are incapable of participating in a 
decision and an AD is not available, the decision making 
authority progresses to the third circle, a surrogate 
decider. It is at this circle where most conflicts occur 
(Dubler & Wimmons, 1992; Kapp, 1991). Disagreements among 
groups of significant others, or groups of HCPs, or between 
these two groups are the most common conflict requiring some
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level of intervention in the clinical decision making 
process (Dubler & Nimmons; Kapp? Wetle et al., 1988). 
Currently (unless a surrogate decider has previously been 
designated by the patient through a MDPA) only about half of 
the states in the U.S. designate explicit legal authority to 
family members; for the rest, the informal rule of most 
institutions is to allow the closest family member that 
authority (Dubler & Nimmons).

At this third level there are two types of decisions, 
substituted judgment and best interest. The first type of 
decision, substituted judgment, relies on the surrogate 
deciders knowing the individual involved and deciding what 
the patient would want done based upon the surrogate's 
knowledge of the patient (Dubler & Nimmons, 1992). At this 
first phase of level three, institutions are usually still 
functioning within the realm of informal rules (Dubler & 
Nimmons). The second (and less desirable) type of decision, 
best interest judgments, occur when the surrogate deciders 
know little or nothing about the person involved (Dubler & 
Nimmons, 1992) . This happens frequently in institutions 
when patients are incapable of deciding and no significant 
others are willing or available to serve in this capacity 
(Dubler & Nimmons). Here the decision must ultimately rest 
upon the judgment of the HCPs involved. Decisions made at 
this level are based upon moral and ethical values of the
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HCPs, which may be in conflict with those of the client 
(Dubler & BBimmons; Osborne, 1992). Ethically and legally, 
best interest decisions are the point at which institutions 
find themselves on the thinnest ice, particularly if there 
is a family conflict (Dubler & Eimmons, 1992). It is this 
kind of conflict that brings the greatest risk of a lawsuit 
(Dubler & SJimmons, JCapp, 1991). Still, what initially 
happens at this point is largely an informal process of 
people coming together to define the issues, clarify roles 
and rights, and try to arrive at the "right" decision 
(Dubler & Eimmons). If decisions cannot be made at the 
informal level, a more formal mechanism may be employed, the 
most common one being an ethics committee (Dubler &
Eimmons). Areen (1987) reviewed the legal status of consent 
obtained from families of adult patients to withhold or 
withdraw treatment and concluded that institutional formal 
mechanisms, such as ethics committees, are frequently 
effective in preventing the need for legal intervention; and 
without such mechanisms there are no other alternatives but 
the judicial system for resolution of conflicts. Similarly, 
Emanuel (1988) reviewed the ethical and legal aspects of 
terminating medical care, and found that the judicial system 
supports the use of ethics committees as an effective means 
of resolving many ethical conflicts.
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When a decision cannot be comfortably made at this 

level, address is sought from the legal system (i.e., the 
fourth concentric circle). Here deciders are formally 
designated (through the appointment of a guardian or 
conservator) and legally empowered by a court of law (Dubler 
& Nimmons, 1992). At this level of decision making, (1) the 
designated decider often does not know the patient at issue,
(2) judges bring differing degrees of skill to the 
courtroom, (3) decisions made are frequently based upon 
political interests rather than those of the patient, (4) it 
is usually more comfortable for a judge to extend rather 
than curtail life, and (5) the courtroom is the point 
farthest away from a patient’s personal choice and the least 
satisfactory place for medical/ethical dilemmas to be 
settled (Dubler & Nimmons).

Client Factors * 1
Within the Wetle et al. (1988) framework, client

factors have three major identified components. These are
(1) prior wishes of the client, (2) age of the client, and
(3) family considerations.

Many variables affect the nature of clients’ wishes. 
These include such factors as culture, religion, education, 
income, health status, cognitive function, age, and 
personality. Personality, an extremely complicated concept.
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reflects one's uniqueness as a person (Kimmel, 1990).
Within each personality is a set of morals and values that 
influence one's ideas and wishes about life and death 
(Kimmel). The nature of an individual's personality also 
dictates the way that individual interacts with the 
environment (Kimmel). This pattern or style of adaptation 
includes the nature of an individual's relationships and 
interactions with others (Kimmel) (including significant 
others and HCPs), and the degree to which an individual is 
willing or able to participate in the decision making 
process. Though not stated as an explicit component of 
client factors within the Wetle framework, one can assume 
that the degree to which clients are willing to communicate 
and assert their wishes influence the degree to which this 
component will affect a final decision outcome.

The degree to which clients communicate their wishes 
and participate in the decision making process is variable 
and difficult to predict (Ende, Kazis, Ash & Moskowitz,
1989} Frankl et al., 1989; Lo et al., 1986? Smith, Wallston, 
Wallston, Forsberg & King, 1984; Strull, Lo & Charles,
1984). In any clinical situation in which a decision is 
required, it is the responsibility of HCPs to provide the 
client (and those with whom the client chooses to confer) 
with adequate information about their condition, the 
treatment alternatives, and the risks/benefits of these
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options to meet the criteria for informed consent (Dubler & 
Mmmons, 1992). Fulfilling these criteria by HCPs does not 
guarantee the involvement of the client. There has been 
little research that directly examines the multidimensional 
phenomenon of clients’ desire for degree of involvement, and 
many of the studies which have been done have used 
instruments for measurement which have very limited validity 
and reliability (Coulton, 1990). However, one variable 
which seems to be important in determining the degree of 
involvement desired is locus of control (Coulton). Those 
with high levels of internal control desire more information 
and more influence in the decision making process (Coulton, 
Dunkle, Haug, Chow & Vielhaber, 1989? Miller & Mangan, 1983? 
Wheeler & Davis, 1979). Ende et al. (1989) explored 
clients' desires for autonomy by measuring two dimensions of 
the variable, information seeking and desire to make medical 
decisions. They found that most clients desire information 
but prefer to delegate the decision making authority to 
physicians or significant others. In fact, no relationship 
was found between the desire for information and the desire 
to make decisions. Interestingly, for the majority of 
clients, their desire to make decisions declined as they 
were faced with more serious illnesses (Ende et al.). Smith 
et al. (1984) found that desire for control over health care 
decisions was predictive of pregnant women taking Lamaze
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classes but not of terminally ill clients preparing ADs or 
choosing to die at home„ It appears that facing one's own 
death introduces additional factors that affect clients' 
desires and behaviors concerning health care decisions.

Often clients know, or would like to discuss their 
health care wishes, but have not done so. Although only 6% 
of outpatient clients (H =152) had discussed life- 
sustaining technologies (LSTs) with their physicians, 68% 
expressed a desire for such a discussion (Lo, McLeod &
Saika, 1986). Frankl et al. (1989) found that while 47% of 
(M = 200) inpatients wished to discuss LSTs with their 
physicians, only 16% had done so. Additionally, clients who 
did not desire a discussion were no more or less likely to 
want LSTs than those who did.

Though it appears clients do not consistently assert 
their wishes in the decision making process, results of 
studies indicate that clients’ preferences about treatment 
options for LSTs have found that choices for or against such 
treatments are outcome dependent and based upon quality of 
life issues (a component of medical factors of the Wetle et 
al. (1988) framework) (Cohen-Mansfield et al., 1992? Shell, 
Doukas & Smith, 1991? Frankl et al., 1989? Lo et al., 1986).

When Shell et al. (1991) compared the perceptions of 
physicians and clients about who should and should not be 
resuscitated, finding that both groups were influenced by
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quality of life issues (including age, drug use, Alzheimer's 
disease, pain, alcohol use, wheelchair existence) in making 
decisions (p < .001)), the only statistically significant 
difference between the groups (p < .001) was that clients 
were more negatively influenced by drug and alcohol use, and 
pain than physicians. When considering their own end-of- 
life experiences, both groups most highly valued being able 
to think clearly and being treated with dignity.

Finally Cohen-MansfieId et al. explored factors 
influencing hospitalized elderly (over 64 years old) 
clients’ preferences for LSTs and found that: (1) if
expected to be cognitively intact, 66% were likely to want 
treatment, (2) 36% did not want any treatment in at least 
two-thirds of the conditions proposed, (3) there was a 
tendency to choose more treatment for a cognitively intact 
state, and (4) subjects' personal influencing factors 
included personal values, religion, and experiences with 
illnesses of others.

There are two aspects to age as a component of client 
factors. One is the way in which HCPs perceive age as a 
factor; and the other is the way in which age of clients 
affects their own wishes and degree of involvement in the 
decision making process. The results of research have 
repeatedly demonstrated that HCPs consider clients' age as a 
factor in clinical decision making about end-of-life
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decisions (Coulton, 1990? Shell et al.f 1991; Fleming, 
D'Agostino & Selker, 1991? Knaus, 1991? Osborne, 1992? 
Pearlmann & Jonsen, 1985? Stolman et al., 1989; Wetle et 
al., 1988). One of the two most commonly used instruments 
to assess severity of illness, the APACHE III, contains age 
as a variable for assessment (Knaus et al., 1991; Osborne, 
1992; Phillips et al., 1990).

In a study of (H = 4223) patients with an admitting 
diagnosis of acute myocardial infarction (AMI) or rule-out 
myocardial infarction (R/O MI), patients 75 years or older 
were found to be 2.5 times less likely to be admitted to the 
coronary care unit (CCU) than younger patients (p < .0001) 
(Fleming, D'Agostino & Selker, 1991). Both clients and 
physicians are less inclined to consider resuscitation 
appropriate as age of the decision recipient increases (p < 
,001) (Shell et al., 1991), and when Stolman et al. (1989) 
evaluated DHR patterns at a community hospital for a one 
year period, they found that as clients' age increased, the 
frequency of DKfR orders increased significantly (p < .001).

Wetle et al. (1988) found age was used when weighing 
variables to allocate scarce resources to clients. There is 
also evidence that HCPs consider a client's age more 
important in the clinical decision making process if it is 
accompanied by decreased quality of life and diminished 
mental status (Pearlman & Jonsen, 1985).
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As previously discussed, there is evidence that 

clients' age has also been associated with their preferences 
and opinions about end-of-life decisions (Coulton, 1990; 
Shell et al., 1991; Snde et al., 1989; Frankl et al., 1989; 
Lo et al., 1986; Steinbrook, Lo, Saika, & Hollander, 1986). 
Only a minority of Cohen-Mansfield et al.'s (1992) sample of 
elderly clients desired LSTs, but in a study of young AIDs 
patients (Steinbrook et al.), 55% of these clients with a 
terminal diagnosis wanted LSTs if necessary. In another 
study, older clients (65 and older) were found to (1) 
contemplate proxy decision makers significantly more often 
than younger clients (71% versus 43%, M = 6.67, p < .01),
(2) decline feeding tubes if faced with dementia more often 
than younger clients (80% versus 42%, M = 6.41, p < .05) (Lo 
et al.), and (3) have less desire than younger patients to 
make decisions about their medical outcomes and less desire 
to be informed about their options (p < .0001 for each 
comparison) (Shell et al.). Many of these researchers 
speculate on reasons for this age-dependent factor, ranging 
from cohort effect to adult developmental theories, but none 
of these studies has discovered a conclusive explanation.

The final component of the client factors within the 
Wetle et al. (1988) framework is family (significant other) 
considerations. The nature of relationships between clients
and their significant others is a multidimensional and
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complex phenomenon (Swenson, 1992) which is an integral part 
of the client factors in most clinical situations (Wetle et 
al.). Though it is not uncommon to have clinical situations 
involving clients who are essentially alone (and this occurs 
more often in the elderly population), most clients have 
significant others who are an integral part of their living 
and dying (Dubler & Mmmons, 1992). One of the most 
prominent components of client-significant other 
relationships, as it applies to clinical decision making, is 
the degree to which the client chooses to delegate power and 
influence to significant others (High, 1988). High 
interviewed 40 elderly men and women (age 67 to 91) as a 
method of exploring their preferences and expectations for 
ADs and surrogate health care decision making should they 
become incapable of making their own decisions. High's 
findings supported the view that elderly persons have a 
strong expectation for reliance on familial decision making 
in the event of longterm and terminal care, and perceived 
this reliance as a means of extended autonomy. In this 
sample, 60% had discussed their health care wishes with at 
least one person, but only 15% had actually prepared formal 
ADs. When asked whom they would trust to make health care 
decisions for them in the event they could not, 90% chose 
family members. Five percent of the sample selected a close 
friend, and only 2.5% selected their physician. Lo et al.
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(1986) found similar results in their study about clients' 
preferences. Fifty-five percent of the sample had discussed 
their wishes with relatives, 15% with friends, and only 6% 
with a physician (Lo et al.).

Though the elderly place their trust in the surrogate 
decision making of significant others, this group may not 
always fully understand the clients' wishes. When Uhlmann 
et al. (1988) examined physicians' and spouses' predictions 
of elderly patients resuscitation preferences, they found 
that physicians underestimate clients’ preferences for 
resuscitation while significant others tend to overestimate 
them. Coulton (1990) suggests that this lack of accurate 
knowledge about the client's wishes may be a reflection of 
the evidence that only about 60% of persons have discussed 
the issues with another person.

When an end-of-life clinical situation arises, the 
experience is a shared one for clients and their significant 
others. Ebell et al. (1991) found that when contemplating 
their own death, both clients and physicians considered 
their significant others as an integral part of the event. 
Swensen (1992) found that clients and their significant 
others suffer less psychological distress if those who have 
a close positive relationship with the client are allowed to 
maintain emotional closeness and participate in decision 
making about life support. Significant others who have
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ambivalent relationships with the client (both positive and 
negative components) have more difficulty deciding to end 
life support, and more difficulty adjusting to the client's 
death than those with either a positive or a negative 
relationship (Swensen).

Though the experience of a clinical situation that 
results in the loss of a significant other is difficult and 
significant others' ways of coping are widely variable, 
there is some evidence that most significant others accept 
the futility of life support in terminally ill clients 
(Smedira, Evans, Grais, Cohen, Lo & Cooke, 1990). Smedira 
et al. investigated the decision to withhold or withdraw 
life support from 1,719 clients in an ICU, and found that 
almost all significant others either supported physicians’ 
recommendations to withhold or withdraw support or 
recommended such actions to the physicians themselves.

Finally, there is evidence that HCPs consider both 
clients and their significant others in these clinical 
situations. In Wilson et al.’s (1992) study on ordering and 
administering sedatives and analgesics during the 
withholding and withdrawal of life support from critically 
ill clients, the majority of nurses and physicians cited 
comforting families as one of their reasons for their 
actions. Tucker (1992) explored the coping patterns of 
nurses working with DNR clients and found that caring for
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these clients’ significant others was described as a coping 
mechanism by all the nurses in the sample. Some of the ways

s ,

in which nurses indicated they cared for the families 
included personalizing care by bending rules for significant 
others, allowing them extra time with the client, taking 
more time to interact with significant others, educating 
them, and encouraging discussions with the clients’ 
physicians (Tucker).

Provider Factors
The final group of factors of the Wetle et al. (1988) 

framework are provider factors. The major identified 
components of this group of factors include professional 
affiliation and socialization of the affiliations (i.e., 
nurses, nurse practitioners, physicians, or social workers), 
the HCPs’ practice settings, the age of the HCP, societal 
values, and personal characteristics of HCPs (Wetle et al.).

The components can be organized into two categories; 
factors associated with professional characteristics, and 
factors associated with personal characteristics. There is 
an obvious overlap of these categories (i.e. the age of an 
HCP can affect the stage of adult development and societal 
cohort, as well as years of practice/experience and 
educational trends during years of training); but to enhance



54
organization, the literature review is presented in the 
order just described.

The factors associated with professional 
characteristics identified in prior research include 
professional affiliation and socialization, institutional 
environment, and age of the provider. One indication of a 
difference related to practice setting is found in a study 
of resuscitation practices in longterm care settings 
(Finucane, 1989). Finucane revealed that during the period 
reviewed, in at least half of the clients who died without 
DNR orders CPR was not performed; this was compared with 
acute care facilities where CPR was performed in the absence 
of a DNR order 100% of the time. This result suggests a 
difference in the value placed on quality of life issues as 
compared to rules for the group of longterm care HCPs. 
Similarly, Palmer (1992) found that acute care RMs placed 
more importance on institutional rules then did physicians 
(£ = .042), and physicians and acute care RMs placed greater 
value on physicians' input into clinical decisions than $Ps 
or longterm care nurses (p = .002).

Several other studies focus on the differences 
between the various types of HCPs. Evaluation of clinical 
decision making patterns of HCPs (H = 251, subsets included 
physicians, nurses, and social workers) revealed that (1) 
physicians were more likely to cite medical risk to the
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client as a reason to use life support (p < .01), while 
nurses were more likely to cite institutional rules to 
support this decision (p < .05), (2) decisions not to use
life support were more often based on quality of life issues 
for both physicians and RSJs (p < .001), but RNs also 
considered client's age more than physicians (p < .05), and 
(3) social workers typically considered pain and suffering 
(p < .01) (Wetle et al., 1988).

Coe (1967) explored various HCPs' perspectives on the 
use of age in clinical decision making. Coe found that when 
considering age in decision making physicians and 
psychiatrists focused on more physiologic aspects, such as 
physical and mental status; whereas nurses focused on more 
psychosocial aspects, such as social isolation and degree of 
dependency. Haddad (1991), nearly 15 years after Coe, found 
similar patterns when exploring the patterns of clinical 
decision making. Haddad found that physicians tend to 
select key elements from the history and physical and 
organize them to test diagnostic hypotheses, disregarding 
elements non-essential in the support of a given diagnosis. 
Nurses tended to consider many psychosocial elements, such 
as quality of life, outcome effects on significant others, 
and functional status when factoring elements in clinical 
decision making (Haddad). Palmer (1992) found that longterm 
care RNs considered client's cultural orientation as more
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important to the clinical decision making process than did 
physicians (p = .001). Kelly (1966) attributed these 
consistently found differences between physicians and nurses 
to the differing responsibilities of the two professions.

Burse Practitioners (BPs) combine components of both 
styles of decision making into their method of decision 
making (Bunting & Webb, 1988; White, Bativio, Kobert & 
Bngberg, 1992). Bunting and Webb found that BPs consider 
diagnostic hypotheses as well, but do not exclude "non- 
essential" elements which contribute to a holistic view of 
clients (bio-psycho-social-spiritual elements) when making 
clinical decisions. They pointed out that an important 
implication of incorporating this perspective into mid-level 
providers' practice styles is that it provides a unique 
opportunity for clients to express their values, wishes, and 
concerns about end-of-life decisions. White et al.'s 
examination of the content and process in clinical decision 
making by BPs supports the view that many BPs maintain the 
importance of a holistic approach (with emphasis on health 
promotion and disease prevention) even when caring for 
clients who present with an acute complaint. Even though 
BPs use a symptom driven process of data collection based 
upon likely hypotheses, data beyond that required to 
diagnose and treat the presenting complaint are frequently 
collected to. increase BPs' understanding of clients and
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their health status. These differences between physicians' 
and MPs’ approach to decision making reflect UPs’ nursing 
roots.

Given these differences in focus, thought processes, 
and responsibilities among the various groups of HCPs, it is 
likely that there are differences in amount and type of 
client-communication. When Ouslander, Tymchuk and Rahbar 
(1989) examined and compared preferences about health care 
decisions of elderly clients in longterm care facilities 
with those of their potential proxies, they found that 
nurses were more accurate than physicians in their knowledge 
of client's preferences and their assessment of a client’s 
decision making capacity.

Blackball, Cobb and Moskowitz (1989) found that 
physicians tend not to initiate discussions with clients 
about these issues, or to allow time for adequate 
discussions. Stolman et al. (1989), in evaluating DNR 
documentation in medical records at a community hospital, 
found that only 20% of the clients had participated in the 
DMR decision.

There is evidence that, although the majority of 
clients desire such discussions, most prefer that their 
physician initiate the discussion (Frank! et al., 1989; Lo 
et al., 1986; Shmerling, Bedell, Lilienfeld & Delbanco, 
1988). Lo et al. (1986) found that 53% of their sample
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wanted physicians to initiate such discussions. Similarly, 
Frankl et al. (1989) found that though 63% of their sample 
of hospitalized clients wanted to discuss life support 
preferences with their physician, only 16% had had such a 
discussion. Shmerling et al. (1988) found that the majority 
of their sample of elderly outpatients (H = 75) desired a 
discussion about CPR but had not approached their physician. 
Strull, Lo and Charles (1984) found in their investigation 
of clients' involvement in decision making, that physicians 
perceived clients' involvement in decisions was much greater 
than the clients themselves perceived.

Nurses may bridge some of this communication gap by 
facilitating discussions between clients, significant others 
and physicians (Ouslander et al., 1989; Prescott, Dennis & 
Jacox, 1987; Tucker, 1992). Tucker found that nurses 
actually consider this facilitating activity as a coping 
mechanism when dealing with DNR clients. Prescott et al. 
(1984) investigated, through structured interviews, the 
process of and perceptions about clinical decision making 
among staff nurses from six different cities in the United 
States. They found that staff nurses believed they served 
an important role as mediator between clients and physicians 
by discussing clients' wishes and sharing that information 
with physicians. In discussing the roles of the various 
persons involved in shared clinical decision making.
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Conners, Dawson and Lynn (1990) outlined factors which make 
nurses important individuals in the process. They 
emphasized the influence nurses may have in their role as 
advocates through providing information.

Another provider factor which can influence clinical 
decision making is the age of the HCP (Wetle, 1987). This 
influence is related both to the ethical/moral values which 
predominated during the time of the HCP's basic professional 
education (Holman, 1990); and to the HCP’s personal adult 
developmental tasks at a given age (Brent, Speece, Gates, 
Mood & Haul, 1991).

There is also evidence that as societal values change, 
communication practices for HCPs of all age cohorts change 
as well. This is illustrated by Klenow and Youngs (1987), 
who examined the willingness of physicians to communicate a 
terminal prognosis to a client between the 1950s and the 
1980s. They found a shift from the majority tending not to 
tell clients of such a prognosis in the 1950s to a 
widespread tendency to tell in the 1980s. The results of 
Ebell et al.'s study comparing physicians’ and clients' 
judgments about who should and should not be resuscitated 
support the premise that societal values (reflected by the 
client sample) and HCPs' values are similar. A variety of 
biomedical and non-biomedical factors (such as old age, 
cognitive and functional status, drug and alcohol abuse.
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pain and suffering, and the diagnosis of cancer) similarly 
influenced the decision not to resuscitate persons for both 
physicians and clients.

The final components of provider factors are the 
personal characteristics of HCPs (Wetle et al., 1988). Many 
of these factors are the same as personal client factors and 
include culture, religion, education, income, age, and 
personality. Other personal factors related to individual 
approaches to one's profession and day-to-day work 
activities which may influence HCPs' clinical decision 
making process include decision making style, recent 
experiences which may distort perceptions about outcomes, 
and current workload (Dawson & Arkes, 1987; Knaus, 1992). 
Physicians' personal values and preferences influence the 
manner of presentation of prognosis and treatment options to 
clients (Braker & Politser, 1982). Dawson and Arkes (1987) 
found that physicians’ confidence in their judgments did 
not significantly correlate with accuracy of their 
judgments, but very high levels of confidence diminished a 
physician's willingness to accept advice or share decision 
making power.

Death Anxiety
Death anxiety is one component of thanatology which has 

been well studied, first to define it, then to measure it.
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and finally to search for its correlates and effects 
(Lonetto & Templer, 1986). The correlates of death anxiety 
identified in prior research are presented.

Age as a Correlate of Death Anxiety. The results of 
numerous studies have found an inverse relationship between 
age and death anxiety (Cole, 1979? Devins, 1979? Goebel & 
Boeck, 1987? Handal, Peal, Hapoli & Austrin, 1985? Johnson, 
1980 ? Lattanner & Hayslip, 1985? Kalish & Reynolds, 1976 ? 
Kane & Hogan, 1986 ? Keller, Sherry & Piotrowski, 1984? 
Heimeyer, Bagley & Moore, 1986? Sadowski, Davis & Loftus- 
Vergage, 1980? Salter & Salter, 1976? Schulz, 1978? Stevens, 
Cooper & Thomas, 1980? Shusterman and Sechrest, 1973). The 
results of research have shown that this inverse 
relationship is more likely to be manifested when elderly 
subjects are included (Lonetto & Templer, 1986).

One's framework for construing death continues to 
develop over the course of adult life (Heimeyer et al., 
1986). Heimeyer et al. examined a sample of 35 individuals 
(n = 22 female, n = 13 male? ages ranged from 19 to 68). Of 
interest is that 13 individuals in the sample were HCPs 
(mostly nurses). They found significant correlations 
between three death anxiety scales (p < .05). Older 
subjects construed death in a more coherent way, and had 
more integrated views of self and death (Heimeyer, et al.). 
As education and spirituality (regardless of religious
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affiliation) increased, death anxiety decreased; females and 
depressive symptomatology were associated with higher death 
anxiety (for all p < .05) (Neimeyer, et al.)

Kalish and Reynolds (1976) conducted a large 
crosscultural study concerning death and ethnicity. The 
investigation involved guided interviews, consisting of 178 
questions, administered to equal samples of four ethnic 
groups in the Los Angeles area: African-American, Japanese- 
American, Mexican-American, and Anglo-American (M = 434). 
Kalish and Reynolds found that the elderly were least likely 
to state that they were afraid of dying, and most likely to 
claim they were able to face death; these results were 
ebrisistent across gender and for all ethnic groups. 
Significant inverse correlations (p < .05) were found 
between fear of death, and degree of religiosity or 
spirituality and education, and women had consistently 
higher death anxiety than men (p < .05).

Jeffers, Nichols and Eisdorfer (1961) interviewed 
persons 60 years or older (N = 254) about their attitudes 
toward death. Ninety percent of the sample responded that 
they were not afraid of death. For those who indicated a 
fear of death the following correlations were found: absence 
of belief in an afterlife (p < .01) and feelings of 
rejection and depression (p < .05).
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Devins (1979) explored reactions to death and 

euthanasia among three randomly sampled populations; 86 
young (17-28 years) non-life-threatened undergraduates, 62 
elderly (60 years or older) non-life-threatened persons 
(sampled from senior citizens' centers), and 63 elderly 
life-threatened hospitalized patients (H = 211), They 
founds 1) a consistently higher mean death anxiety score 
(DAS) in younger participants as compared to both elderly 
groups (p < .01), 2) a correlation between negative 
reactions to their euthanasia scenario and higher death 
anxiety for both elderly groups (p < .01) (though 80.7% of 
all respondents expressed some degree of agreement with the 
scenario), and 3) higher death anxiety scores in those who 
had more recently experienced the death of a significant 
other (p < .005).

Johnson (1980) used a sample of 52 rehabilitation 
counselors and 50 rehabilitation clients to measure death 
anxiety using Templer's (1970) DAS. Though Johnson was 
expecting differences related to the two subsamples' roles, 
results revealed no difference between groups, but did 
reveal an inverse relationship between age and death anxiety 
(r = -.37; p <.01).

Keller, Sherry and Piotrowski (1984) administered a 12- 
item questionnaire to a sample of individuals (N = 874) 
ranging in age from 18 to 87. They found that older persons
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(age 60 to 87), which they approximated to the latter 
developmental stage o£ Brikson’s (1963) theory, had a 
significantly lower degree of death anxiety related to self 
than the younger groups (p < .05), and there was an inverse 
relationship between belief in an afterlife and death 
anxiety (p < .05). Possible explanations for this inverse 
age correlation can be found in the theories of adult 
development.

Relationship of Death Anxiety and Adult Developmental 
Theories. Many researchers use Brikson’s Developmental 
Theory as the conceptual frame for their studies about death 
(Douglas, 1990? Goebel & Boeck, 1987? Keller et al., 1984).
A review of Brikson’s theory by Kimmel (1990) emphasizes the 
dialectical nature of Brikson’s stages, and points out that 
a resolution of each stage is achieved through an active 
adaptation by the individual.

Elderly involved in end-of-life ethical dilemmas are in 
Brikson’s (1963) eighth and final stage of development, ego 
integrity versus despair. In this final stage, ego 
integrity is achieved when one is able to accept one’s life 
cycle with a conviction of the integrity of the experience 
in spite of any failures. Goebel and Boeck’s research 
(1987) supports the concept that, as a consequence of 
successful resolution of this stage, death becomes more 
acceptable and death anxiety is reduced. Failure to
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successfully resolve this stage results in a despair in 
which the sum of one's life is viewed as a failure, one's 
future is diminished, and fear of death increases. There is 
evidence that the psychological determinants of death 
anxiety are indeed a more significant component of death 
anxiety than one's physical state of health/illness 
(Templer, 1971a). Therefore, the state of elderly 
individual's psychological health is an important correlate 
to their degree of death anxiety.

When Brikson’s theory is applied to the developmental 
struggles of middle-aged adults, it also correlates with 
this group's degree of death anxiety (Douglas, 1990; Kalish 
& Reynolds, 1976). The developmental struggle for the 
middle-aged, is generativity versus stagnation (i.e., self- 
absorption). In this stage, generativity is achieved when 
people feel that their life has produced something that will 
outlive them (Kimmel, 1990). This is perhaps the longest 
stage as the middle years are spent trying to achieve that 
sense of generativity (Kimmel).

In a review of midlife theories, Douglas (1990) 
describes a common thread running through each theory 
reviewed (Jung, Erikson, Jaques, Becker, Levinson, and 
Gould): the task of confronting one's own mortality. Issues 
of mortality are prominent during the middle years, and the
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acknowledgment of one’s own inevitable death can lead to 
change and growth (Douglas).

Other Significant Correlates of Death Anxiety. There 
are three additional correlates of death anxiety:
(1) gender, (2) spirituality and belief in an afterlife, and 
(3) psychological health. Gender is one of the most 
universally established cross-cultural correlates of death 
anxiety (Lonetto & Templer, 1986). Females of all age 
groups consistently score higher than their male 
counterparts on measures of death anxiety (lammarino, 1975; 
Kalish & Reynolds, 1976 ? Levin, 1990 ? Lonetto & Templer, 
1986; Neimeyer et al., 1986; Robbins, 1989; Sanders, Poole & 
Rivero, 1980; Templer, Ruff & Franks 1971). Many 
researchers suggest that the norms in most cultures allow 
females to more freely acknowledge and verbalize fears, 
resulting in higher scores (Kalish & Reynolds; Lonetto & 
Templer; Sanders et al.). Neither racial nor age 
differences alter the gender differences. African-American 
and Caucasian females have been found to have significantly 
higher death anxiety scores than males (p < .05) (Sanders et 
al., 1980). Both younger and older females score higher 
than males of comparable respective age in studies using 
multiple instruments; results of these studies showed 
significance ranging from p < .05 to p < .001 (lammarino, 
1975; Levin, 1990; Robbins, 1989; Templer & Lester, 1974).
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Religious affiliation has not correlated with death 

anxiety? however, relationships have been found between 
death anxiety and strength of religious or spiritual 
conviction, and belief in an afterlife (lammarino, 1975? 
Jeffers et al., 1961? Keller et al., 1984? Lonetto &
Templer, 1986? Heimeyer et al., 1986? Templer, 1972).

The final correlate of death anxiety which may have 
significance in clinical decision making is psychological 
health. Various personality traits and psychological states 
of health are associated with death anxiety (Frazier & Foss- 
Goodman, 1988? Goebel & Boeck, 1987 ? Handal et al . , 1985? 
Lieberman & Coplan, 1970? Lonetto & Templer, 1986? Oranchak 
& Smith, 1989? Templer, 1971a). Studies measuring death 
anxiety in samples of psychiatric patients have been 
consistently higher than those measured in samples from the 
general population (Lonetto & Templer, 1986). Significant 
relationships have been found between death anxiety and. 
general anxiety (p < .05) (Handal, 1969)? emotionality and 
aggressiveness (p < .01), Type A behaviors, extraversion, 
and life stressors (Frazier & Foss-Goodman, 1988)? and 
depression (p < .01) (Templer, 1971a).

Goebel and Boeck (1987) compared ego integrity and fear 
of death between older adults who were institutionalized and 
older adults living independently. Their study was based on 
the hypothesis that degree of resolution of Brikson's ego
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integrity versus despair crisis is inversely related to fear 
of death in the elderly. Results supported the researcher's 
hypothesis. There were no gender based differences for ego 
integrity. Degree of death anxiety had a significant 
inverse relationship to ego integrity (p < .05). The 
overall range of death anxiety scores was lower than scores 
obtained in younger populations (M = 3.68, SD = 2.38). 
Although differences in development were related to 
differences in degree of death anxiety, the experience of 
being institutionalized was not. Institutionalized elders 
with low ego integrity had higher death anxiety scores than 
those living independently, but among those with high ego 
integrity scores, death anxiety did not differ substantially 
in relation to type of residence (p < .01). The authors 
suggest that this result may be related to the issue of 
control, such that those with a high ego integrity have a 
stronger internal support system which makes them less 
vulnerable to external stresses and loss of external 
supports? thus, their psychological well-being is more 
internally stable. Similarly, though in a younger sample, 
Sadowski, Davis and Loftus-Vergari (1980) found that those 
with an internal locus of control had lower death anxiety 
than those with an external locus of control (p < .001).



69

Studies of Death Anxiety in HCPs. Several studies have 
been conducted which focus on characteristics of HCPs and 
their degree of death anxiety. Livingston and Zimet (1965) 
examined death anxiety and choice of specialty among medical 
students. They found that those medical students who chose 
surgery, pathology, and family practice had the lowest 
degrees of death anxiety, while those who chose pediatrics 
and psychiatry ranked highest in degree of death anxiety.

Rudisill and Merriman (1987) studied attitudes toward 
death and dying among second year medical students (N =
115). Students with a higher degree of religiosity had 
lower degrees of death anxiety (p = .003), those from the 
country or suburbs had lower death anxiety than those from 
the city (p = .0124), those who had formal and/or personal 
experiences with death had lower death anxiety (p = .0157). 
Rudisill and Merriman indicated that these results 
support..."that "extrascientific" considerations influence 
the application of life-sustaining technologies" (p. 444). 
Another investigation of physicians' death anxiety found 
that as age increased, death anxiety decreased (p < .01), 
and as experience increased, death anxiety decreased (p < 
.005) (Kane and Hogan, 1986).

Brent, Speece, Gates, Mood and Kaul (1991) investigated 
the contributions of personal, clinical, and educational 
experiences to attitudes toward dying patients among nursing
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students (H = 462). They found that experience with dying 
persons improved attitudes toward dying patients? and that 
both personal experience (i.e., death of a significant 
other) and clinical experience with death and dying 
contributed to this change in attitude.

Ungar, Florian and Zernitsky-Shurka (1990) examined 
expressions of fear of personal death among physicians, 
nurses, and social workers (M = 71) and found that death 
anxiety, although influenced to some degree by professional 
training and experience, is primarily a result of personal 
factors. Similarly, Bene and Foxall (1991) compared death 
anxiety and job stress in hospice and medical-surgical 
nurses and found no significant group differences in degree 
of death anxiety or stress. Robbins, Lloyd, Carpenter and 
Bender (1992) evaluated degree of death anxiety, general 
anxiety, and level of experience for nurse aides in nursing 
homes, and found that as experience increased, general 
anxiety decreased (p < .01)? and that degree of general 
anxiety and death anxiety correlated (p < .001).

Cochrane, Levy, Fryer and Oglesby (1991) compared 
oncologists’ degree of death anxiety, and their behaviors 
concerning disclosure of information about terminal 
diagnoses to their patients (M = 99? 84 male, 15 female? age 
M = 49? experience M = 23.5). In addition to Templer's DAS, 
the survey contained the Death, Dying and Terminal Care
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Inventory, and questions related to demographic variables, 
attitudes about terminal care, and disclosure behaviors. 
Lower death anxiety scores inversely correlated with 
subjects' reported ability to relate to dying patients and 
frequency of disclosure of terminal prognosis to patients (p 
< .05). Still, disclosure to patients' families was a much 
more frequently reported behavior than disclosure to the 
patient.

Vickio and Cavanaugh (1985) examined relationships 
among death anxiety, attitudes toward aging, and experience 
with death among eight occupational groups employed in three 
nursing homes (N = 133). Occupational types included 
registered nurses (10), licensed practical nurses (13), 
nurse aides (40), therapists (6), administrators (12), 
social workers (9), and other non-professional employees 
(43). Templer's (1970) DAS, two of three scales from the 
Aging Opinion Survey, and the Personal-Anxiety-Toward-Aging- 
and-the-Social-Value-of-the-Elderly instrument were 
administered to the sample. Results revealed that higher 
death anxiety was associated with greater anxiety toward 
aging (p < .05). Subjects who indicated more comfort in 
discussing death and dying with residents also perceived 
elderly adults as possessing greater social value (p < .05). 
The amount of experience with residents' deaths
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significantly correlated with employees reported comfort 
with death and dying (p < .05), but not with DAS scores.

Bakes (1985) also examined the relationship between 
death anxiety and attitudes toward the elderly among staff 
working in nursing homes. Bakes’ sample, however, consisted 
solely of nursing staff (registered nurses (RHs), licensed 
practical nurses (LPMs), and nurse aides). Bakes 
administered Templer's (1970) DAS, Palmore's Facts on Aging 
Quiz (FOA), and a demographic questionnaire to 159 subjects. 
Nearly all of the participants were female, over half were 
nurse aides, and the majority had one to five years of 
experience in nursing home settings. No statistical 
differences were found using ANOVA betwee# age, race, length 
of nursing home experience, staff position, experience in 
witnessing a death, recent experiences with the death of a 
significant other, or religious strength or affiliation for 
either death anxiety or attitude toward the elderly. For 
the entire sample, the FOA scores reflected an overall 
negative attitude toward the elderly, with a significant 
correlation between degree of negativity and degree of death 
anxiety (p < .01).

Hare and Pratt (1989) examined differences in nurses' 
fear of death and level of comfort with dying patients as a 
function of nurses' occupational role, work setting, and 
level of exposure to dying patients. Their sample included
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312 nurses (n = 203 RMs and LPHs, and n = 106 nurse aides) 
working in hospitals and nursing homes. In contrast to 
Bakes' findings. Hare and Pratt found that degree of comfort 
with dying patients differed significantly by occupational 
role (RNs scored higher on degree of comfort measures than 
the other two HCP groups; p < .05). More congruent with 
other studies. Hare and Pratt found that level of comfort 
with dying patients differed significantly by exposure to 
such patients (p < .05), but did not differ significantly by 
work setting. Also, as in other studies, a significant 
inverse relationship was found between comfort working with 
dying patients and overall fear of death (p < .05).

Summary
To summarize, the Wetle et al. (1988) framework 

contains four major factors: medical, institutional, client, 
and provider factors. Medical factors consists of four 
major identified components: quality of life, medical risk, 
cognitive function, and pain and suffering. Research has 
shown that, contrary to the premise of the medical model 
that medical factors are objective, there is a great deal of 
subjectivity to these components.

Institutional factors consist of two major components, 
informal (institutional policies) and formal (legal) rules. 
These factors have not been well studied; however, there is
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general consensus that end-of-life decisions are most 
satisfactorily resolved, based upon the knowledge of 
clients’ wishes, and without involvement of the legal 
system.

Client factors consist of three major components: prior 
wishes of the client, age of the client, and family 
considerations. The introduction of human variables (such 
as individual backgrounds, personalities, beliefs, and 
fears) into each of these components complicates the 
prediction of outcomes considerably.

Provider factors also contain these human factors as 
they relate to HCPs involved in end-of-life clinical 
decision making. In addition to components related to the 
personal characteristics of HCPs, there are components 
related to professional characteristics (such as 
professional affiliation and practice setting). Research 
has shown that both personal and professional factors 
contribute to outcomes in decision making.

One such personal component which may affect both 
client and provider factors is death anxiety. The findings 
of research have demonstrated that significant correlates of 
death anxiety include age, gender, degree of religiosity and 
belief in an afterlife, certain personality traits (such as 
Type A behavior, extroversion, locus of control, and 
aggressiveness), and psychological status (such as
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depression, other types of anxiety, neuroticism, increased 
emotionality, life stressors, and ego integrity). 
Additionally, unstable environments increase death anxiety.

Correlates of death anxiety among HCPs are quite 
similar to those found in the general population. Other 
"extrascientific" variables affecting death anxiety and 
opinions about issues such as the withholding and 
withdrawing of life support have been found in HCPs (such as 
variances according to geographic location and religious 
beliefs). Though results vary, for the most part, 
occupation and work setting do not appear to significantly 
affect death anxiety, but experience with dying persons 
(both personal and professional) appears to lower death 
anxiety. All of these results support Wetle et al.'s (1988) 
inclusion of personal characteristics within the group of 
provider factors in their clinical decision making 
framework. These findings strengthen the position that 
death anxiety may be one of the components of that factor. 
Studies whose findings support that high degrees of death 
anxiety have negative affects on the care of elderly and 
dying persons lend support to the importance of continued 
research exploring the affects of death anxiety on various 
aspects of patient care, such as clinical decision making 
about end-of-life decisions concerning elderly clients.
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CHAPTER III• ■ .

METHODOLOGY

Imt.roduct.ioEii
The purpose of this study was to explore the 

relationship between health care providers’ degree of death 
anxiety and their perceptions of the importance of selected 
factors in the Wetle, Cwikel and Levkoff (1988) framework of 
end-of-life decision making about the elderly. This study 
built upon the work of Palmer (1992), who developed and 
piloted the Clinical Decision Making Scale (CDMS); and 
consistent with Palmer's work, was organized according to 
the Wetle et al. (1988) framework. The design of the study 
was descriptive.

Setting and Sample
The settings included two free-standing skilled nursing 

facilities, and one 100 bed acute care hospital (which 
includes a hospital-based skilled nursing facility). All 
facilities are located in a southwest U.S. city.

The sample size was 33 acute care staff nurses, 27 
longterm care staff nurses, 34 physicians, and a comparison 
group of 16 nurse practitioners throughout the community. A 
convenience sampling procedure was used based on subjects'
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willingness to participate. Only nurses and physicians 
involved in clinical patient care were asked to participate.

The method of data collection involved one 
investigator. The investigator distributed questionnaires 
to the respondents, but the forms were completed 
independently by the respondents and returned to a 
facilitator not involved in the study. An attempt to 
maximize the representativeness of the sample was made by 
recruitment of subjects from all three shifts at all three 
facilities.

Potential for systematic bias could not be eliminated 
but was carefully considered. There were two main sources 
for potential bias: (1) the nonrandomized process of sample
selection, and (2) the administration of the questionnaire 
by the investigator. The reasons that these two sources 
might have been problematic are: (1) nonrandomized sampling
may allow for inclusion of subjects on the basis of some 
suspected outcome, and (2) when an investigator directly 
administers the instruments there is a chance that the 
investigator’s feelings about the study may be introduced 
into the data collection. Attempts to minimize the 
potential for bias included attempts to increase 
representativeness and use of a facilitator as described
above.



Protection o£ Mnnan Subjects 
Prior to initiation of the study. Human Subjects 

approval was received from the Human Subjects Committee of
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the University of Arizona. Approval was obtained, in 
writing, through the Chief Executive Administrator at Tucson 
General Hospital allowing access to staff physicians and 
employees who volunteered to participate in the study. 
Approval was also obtained, in writing, from two free- 
standing skilled nursing facilities in the community? Manor 
Care and LaCanada Life Care Center. This study was given 
exempt status, therefore a disclaimer preceded statements on 
the questionnaire. Willingness to respond to the questions 
indicated consent. (See Appendixes A, E, F, G, and H for 
disclaimer and human subjects approval.)

Procedures
The procedure for data collection included methods to 

approach physicians, acute care and nursing home nursing 
staff, and nurse practitioners. Acute care nursing staff 
and nursing home nursing staff were approached at all change 
of shifts for several consecutive days at each facility. A 
brief description was given explaining the purpose of the 
study and cooperation from volunteers was elicited. This 
description was given without variation to all potential 
volunteers approached. The nurses were then given
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approximately 10 minutes to complete the questionnaires. 
Anonymity was assured by: (1) using coded identification
numbers, (2) having completed questionnaires placed in 
envelopes, and (3) having a facilitator who was not involved 
in the study collect and return the sealed data to the 
investigator.

Physicians were approached in a similar manner. In 
addition, the investigator obtained permission to attend a 
medical staff meeting and elicit volunteer subjects. 
Questionnaires were handed out to the volunteers and a brief 
description of the study and its purpose was given. All 
questionnaires were returned to the investigator either 
using the anonymity procedure described above, or by self- 
addressed stamped envelopes (which were provided if 
respondents preferred this method for anonymity).

Nurse Practitioners (NPs) were contacted individually 
because the nature of the role most frequently involves only 
a single HP in any given setting. A mailing list was 
obtained from the Arizona Nurses' Association Nurse 
Practitioner group. All Adult, Geriatric, and Family NPs 
were mailed a questionnaire, a self-addressed envelope, and 
a cover letter with a brief description of the study. This 
method allowed for the largest community sample of NPs.
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Instrument Selection

Palmer’s (1992) Clinical Decision Making Scale
As discussed in the literature review concerning end- 

of-life clinical decision making, many frameworks have been 
proposed, but the Wetle et al. (1988) framework seems most 
inclusive (Palmer). Many researchers have used vignettes 
and case studies as their instrument (Kapp, 1991; Lo, McLeod 
& Saika, 1986; Wetle et al., 1988). One of the limitations 
of this method is that vignettes frequently allow for 
assessment of only one aspect or dimension of clinical 
decision making (Palmer). No instrument was found prior to 
Palmer’s study which incorporated all factors of the 
clinical decision making process into one questionnaire 
(Palmer). Palmer then developed the Clinical Decision 
Making Scale (CDMS) to operationalize the Wetle et al.
(1988) framework of clinical decision making. The CDMS, 
though only used in one prior study (Palmer, 1992), was used 
in this study because of its ability to operationalize all 
of the major factors of the Wetle et al. (1988) framework.

A discussion of Palmer's (1992) rigorous methodology in 
developing the instrument is presented as additional support 
for the selection of this instrument for use in the current 
study. After developing the initial questionnaire. Palmer 
conducted a pilot study to establish concurrence as to the 
validity of the item statements. Revisions were made with
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input from an expert in the area of instrumentation. A 
second pilot study was then conducted to assess content 
validity using the Content Validity Index (CVI) (Waltz & 
Bausell, 1981). Palmer then consulted five experts and 
asked them to review the revised questionnaire to rate the 
statements as to item statement importance to clinical end- 
of-life decision making for persons over the age of 65. The 
questionnaire was then revised so that only statements 
having at least 80% panel approval were kept.

Reliability of the questionnaire was evaluated, based 
on results of the pilot studies, by calculating Cronbach's 
alpha. Both pilot studies were conducted using a sample of 
registered nurses enrolled in the graduate college of 
nursing (N = 38 and 31 respectively) (Palmer, 1992). The 
resulting coefficient alpha for the second pilot study was 
acceptable (.75). Internal consistency reliability for 
Palmer's study sample on the CDMS was demonstrated with a 
coefficient alpha of .76 after deleting items 9 and 21 from 
the scale. These two items were deleted because of their 
low item to total correlations (.51 and .53 respectively). 
Palmer established construct (or major factor-group) 
validity using Principal Components factor analysis and 
predictive modeling techniques (Tables 1 and 2).
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Rotated Factor Analysis Matrix for Palmer's CDMS (1992)
Table 1

Factors Items
Cumulative 
% Variance

1 7-10-11 18.1
2 17-18 29.7
3 2-5-15 38.1
4 3-9-20 45.8
5 1-8* 52.8
6 6—14—21 58.7
7 8*-19 63.8
8 22 68.9

4-12-13-16**
Legend: Total number of CDMS items = 22

* items loading on more than one factor* A items not loading on any factor
Note: Item numbers adjusted to reflect the revision in the
CDMS for the proposed study (after Palmer's elimination of 
two of the original items, dropped because of low item to 
total correlations).
Note. Revised from "Clinical Decision Making about end-of- 
life decisions of persons over 65: Perceptions of 
clinicians" by B.B. Palmer, 1992, Unpublished Master's 
Thesis, p. 65.
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Table 2
Factor Parallels; CDMS Items, Factor Analysis and Wetsle, 
Cwikel and Levkoff's Decision Making Framework

Factors Principal Component 
Factor Analysis Derived 
Constructs

Wetle, Cwikel 
& Levkoff’s 
Theoretically 
Derived 
Framework

1 Significant Other Input Client Factor
2 Legal Issues Institutional

Factor
3 Client Preferences Client Factor
4 Physician Controlled Input Provider

Factor
5 Determinants of Functional 

Status
Medical Factor

6 Clarity of Treatment Provider Factor
7 Quality of Life Medical Factor
8 Treatment Planning Institutional

Factor

Note. From "Clinical Decision Making about end-of-life 
decisions of persons over 65: Perceptions of clinicians" by 
B.B. Palmer, 1992, Unpublished Master's Thesis, p. 66.



84
With the omission of the two items. Palmer's (1992)

CDMS consists of 22 item statements which are ranked with a 
four-choice likert scale from not very important to very 
important (Appendix B). Items correspond to eight factors 
which are organized under the four factor groups of the 
Wetle et al. framework. These factors include: (1)
significant other input, (2) legal issues, (3) client 
preferences, (4) physician controlled input, (5) 
determinants of functional status, (6) clarity of treatment, 
(7) quality of life, and (8) treatment planning. Scores in 
Palmer's study were analyzed based upon this organization.

Templer's (1970) Death Anxiety Scale
At least 12 instruments have been developed to measure 

death anxiety (Lonetto & Templer, 1986). Some instruments 
measure death anxiety in its global sense, such as the Death 
Anxiety Scale (DAS) (Templer, 1970), the Minnesota 
Multiphasic Personality Inventory (MMPI) Death Anxiety Scale 
(Templer & Lester, 1974), and Lester's Attitude Toward Death 
Scale (Lester, 1967). Other instruments attempt to measure 
the components of death anxiety, such as the Collett-Lester 
Pear of Death Scale (CLDS) (Collett & Lester, 1969), 
Dickstein’s Death Concern Scale (Dickstein, 1972), and the 
Nelson and Nelson Scale (Nelson & Nelson, 1975). Though 
each of these instruments has differences which make them
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suitable for various purposes, the use of an instrument 
which measures global death anxiety is very suitable for an 
initial exploratory study looking for a correlation between 
death anxiety and another variable; research has shown that 
these unidimensional, or global scales can reveal general 
trends (Lonetto & Templer, 1986).

Templer’s (1970) DAS is a very well developed 
instrument which meets the accepted standards for a paper- 
and-pencil assessment technique (Lonetto & Templer, 1986). 
The instrument consists of 15 keyed true/false statements 
with a score-range of 0-15, Higher scores reflect higher 
death anxiety. The DAS has well established validity and 
reliability in multiple samples with widely varying 
demographic descriptions, has more accumulation of published 
material, and is currently the most widely used instrument 
for measuring death anxiety (Cochrane, Levy, Fryer &
Oglesby, 1991; Bakes, 1985; Kane & Hogan, 1986; Lonetto & 
Templer, 1986; Salter & Salter, 1976; Vickio & Cavanaugh, 
1985) (Appendices D and E ).

Stevens, Cooper and Thomas (1980) administered 
Templer's (1970) DAS to a cross-sectional sample of 295 
adults ranging in age from 16 to 83 years in an attempt to 
establish age norms for the DAS. They found significantly 
lower scores (p < .05) in the older adults (60 to 83 year) 
than the younger adults.
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An additional support for the use of this instrument is 

the evidence of convergent validity of the DAS and 
nonverbalized death anxiety (Templer, 1971b). Templer 
explored the relationship using the DAS and galvanic skin 
response (GSR) in response to death themes to operationalize 
the variables. For the sample of 49 subjects, the product 
moment correlation coefficient between the DAS scores and 
the GSR scores was .30 (p < .05). Multiple studies have 
established a general range of normative scores from 4.5 to 
7.0 (SD 3.0), with an inverse correlation found between age 
and death anxiety (Levy, Fryer & Oglesby, 1991? Lonetto & 
Templer, 1986).

Selected Sociodemographics
In addition to the DAS and CDMS, selected 

sociodemographic data were obtained from the sample. The 
data requested relate to pertinent correlates of death 
anxiety, and included gender, age, importance of 
spirituality, ethnic origin, HCP role, and years of 
practice. Information concerning religious affiliation was 
also requested (Appendix B).

Data Analysis
After all data were collected, they were entered for 

computer analysis into an SPSS program according to a coding
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dictionary. Measures of central tendency and dispersion 
were computed for the total sample and the sample subsets of 
physicians, acute care nurses, longterm care nurses, and 
nurse practitioners.

Relationships between scores on the DAS and the 
individual items of the CDMS for the four sample subsets 
(described above) were explored using Pearson's Product 
Moment Correlation. The possibility of relationships among 
selected sociodemographic characteristics of the sample and 
the DAS and CDMS item scores were also explored using 
Pearson's Product Moment Correlations.

Differences between the sample subsets were analyzed 
using one-way analysis of variance (AMOVA). Since most 
comparisons were made between more than two subsets, a 
student's t test was not appropriate (Steel & Torrie, 1980). 
Using a single parameter increases the risk of making a Type 
I error because substantial differences between groups may 
not be revealed (Steel & Torrie). Where statistically 
significant differences were found between groups using 
AMOVA, Tukey’s procedure was computed to identify between 
which groups these differences lie (Munro & Visintainer, 
1986). Cronbach's alpha was computed for the internal 
consistency reliability, and Principal Component Factor 
Analysis was computed to determine convergent validity.
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SuiiBazif

Methodological protocol was the focus of this chapter.
A descriptive study was conducted to explore the 
relationship between health care providers’ degree of death 
anxiety and their perceptions of the importance of selected 
factors in the Wetle et al. (1988) framework of end-of-life 
decision making about the elderly. A convenience sample of 
110 HCPs was used in the study. Data were collected by the 
investigator in an acute care hospital with a hospital-based 
skilled nursing facility and two free standing skilled 
nursing facilities. Data collected were analyzed using 
measures of central tendency and dispersion, Pearson's 
Product Moment Correlations, one-way ANOVA, Principal 
Component Factor Analysis, and Tukey’s procedure to answer 
the research questions.
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CHAPTER XV
fxtoxtcs

Presentation of tine Data 
The findings of the study are presented in this 

chapter. These include descriptive and inferential 
analysis, psychometric property evaluation, correlations, 
and differences between groups. Data are interpreted and 
presented narratively, and where useful for summarization, 
tables are used.

Descriptive Findings
The research sample included 110 health care providers 

(HCPs). Ages of the subjects who responded to the 
questionnaire were between 22 and 64 years, with a mean age 
of 42.4 years, (SD = 9.8, range = 42). There was little age 
variance among the groups of HCPs. Three subjects did not 
respond to the variable about age.

The composition of the sample was as follows: 70% 
female (n = 77), and 30% male (n = 33). Seventy-three 
percent of the subjects were Christian (n =80), and the 
remaining 27% varied among Jewish (n = 6), Mon- 
denominational (n = 8), and other (n = 16). Eighty-nine 
percent of the subjects were Caucasian (n - 98); the
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remaining 11% varied among Hispanic (n = 5), Asian (n = 3), 
African-American (n = 2), Native-American (n = 1), and other 
(n = 1). For gender, religion and ethnicity the sample was 
normally distributed.

Ninety-nine percent of the subjects responded to the 
variable concerning the importance of their spirituality.
The four likert choices ranged from "not very important"
(1), to "very important" (4). Thirty seven percent of the 
sample responded "very important" (n = 41), 33% responded 
"important" (n = 37), 19% responded "somewhat important" (n 
= 21), and 9% responded "not very important" (n = 10). One 
subject did not respond to this variable.

Eighty-three percent of the subjects responded to the 
variable, years of practice (n = 90). The subjects who 
responded had between one and 45 years of practice, with a 
mean of 13.7 years, a standard deviation of 9.6 years, a 
median of 12.5 years, and a range of 44 years.

Total DAS scores ranged from 0 to 13. Possible scale 
range for total scores could be 0 to 15. The mean score for 
the sample (n = 110) was 5.7 (SD = 2.8). Total CDMS scores 
ranged from 53 to 86 (with possible scores of 22 to 88).
The mean score for the sample (n = 110) was 70 (SD = 6.7) .
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Inferential Statistics

Internal consistency reliability for this sample was 
acceptable for both the Templer (1970) Death Anxiety Scale 
(DAS) (alpha = .71) and the Palmer (1992) Clinical Decision 
Making Scale , (CDMS) (alpha = .75) (Cronbach & Meehl, 1955).
Internal consistency reliability was again evaluated using 
the four subscales as derived in Palmer's study using the 
CDMS. Although the total scale reliability was adequate 
(i.e. alpha = .75), the four subscales demonstrated 
coefficient alphas of .62, .42, .40, and .39 for this 
sample.

Construct validity for this sample was analyzed using 
Principal Components Factor Analysis. Using a factor 
loading cutoff of .45, the rotated factor matrix resulted in 
eight factors and explained 63% of the variance. Although 
the variance explained for the scale total approximated that 
found by Palmer, in this study the items loaded on different 
factors. Based on the findings for this group, CDMS items 
were organized into two major subscales rather than the four 
subscales of Palmer. The majority of items loaded on Factor 
1 which explained 17% of the variance. The range of 
variance explained by the other seven factors ranged from 
9.0% to 5.1%. The factors loaded in such a way that they 
could be assigned to two subscales, which were comparable to 
the Medical and Institutional Factors of the Wetle et al.
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(1988) framework for subscale I, and to the Client and 
Provider Factors of this framework for subscale II.
Internal consistency reliability was again computed for this 
sample on these two subscales. Coefficient alpha was .75 
for subscale-I, but not acceptable for subscale-II (alpha = 
.41). subscale. Based upon (1) the robust factor loading of 
all items, (2) the weak performance of items on the second 
subscale for internal consistency reliability and, (3) the 
twice demonstrated strength of the total scale reliability 
(i.e. the Palmer & Gottfried studies), the conclusion was 
drawn that the CDMS is likely a unidimensional scale, and 
reliability results must be interpreted based upon the 
individual items and/or scale totals.

On the CDMS, higher scores do not suggest better 
clinical decision making, but rather greater agreement on 
items. Therefore, it is most useful to interpret 
inferential data on an item by item basis. For this reason, 
the total CDMS score was only used once to assess possible 
relationships between subjects' overall perceptions about 
degree of importance of the items and their overall degree 
of death anxiety. A Pearson’s Product Moment Correlation 
revealed no significant relationship between these two sets 
of scores for this sample (n = 110). The remainder of the 
statistical analyses were conducted using the individual 
CDMS items. Clinical Decision Making Scale items and
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associated content are presented in Table 3. A .05 level of 
significance was established for all research results.

There were three primary research questions related to 
whether there were statistically significant relationships 
between HCPs* degree of death anxiety, and their perceptions 
about end-of-life clinical decision making about elderly 
individuals. The HCPs in this sample included nurse 
practitioners (SJPs) (n = 16) from various settings, staff 
RHs practicing in an acute care community hospital (AC-RMs)
(n = 33), staff RNs practicing in longterm care settings 
(LTC-RNs) (n = 27), and physicians in private practice (n =
34). Ninety-four percent of the physicians in this sample 
were DOs (osteopathic physicians) and 6% were MBs 
(allopathic physicians).

The first research question was: what is the 
relationship between scores on the DAS and the four 
subscales of the CDMS for three groups of HCPs in two types 
of clinical settings. Because analysis of responses in this 
sample did not support the existence of four subscales, this 
question was not addressed. Additionally, portions of the 
remaining questions which referred to the CDMS subscales 
were disregarded.

The remaining research questions were, (1) what is the
relationship between scores on the DAS and individual CDMS 
item scores for the groups of HCPs previously described, and
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Content of CDMS Items
Table 3

CDB3S
ITE5E9

CDMS
ITEM

CDMS CDMS
ITEM ITEM

NUMBER CONTENT NUMBER CONTENT

1 Functional Age 12 Honesty with Client
2 Client Autonomy 13 Response to Treatment
3 Mental Competence 14 Client’s Understanding
4 Cost of Care 15 Client’s Input
5 Desire for Life 16 Physician’s Input
6 Ventilators 17 Medical Liability
7 Family Input 18 Institutional Policies
8 Prior QOL* 19 Resulting QOL*
9 Pain & Suffering 20 Resource Availability
10 Antibiotics 21 Bio-Ethics Committees
11 Feeding Tubes 22 Written ADs**

Note. Exact wording has been altered for conservation of
spaces, for exact wording see Appendix C.

Legend: * QOL = Quality of Life
** ADs = Advance Directives
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(2) what are the associations among selected 
sociodemographic characteristics of the groups of HCPs and 
the DAS and CDMS item scores - The sociodemographic 
characteristics employed when computing correlations 
included (1) age, (2) years of practice, and (3) importance 
of spirituality. Pearson's Product Moment Correlations were 
performed to answer these questions, and significant 
correlations were found for 14 of the 22 CDMS items (Tables 
4, 5, 6, and 7). Seven CDMS items correlated with DAS 
scores (Table 4) and nine CDMS items correlated with the 
sociodemographic variables (Tables 5, 6, and 7). CDMS item 
numbers four and eight had correlations with both DAS scores 
and sociodemographic variables.

For CDMS item 1 (importance of functional age), there 
was a positive correlation with age for the sample of MPs 
(p = .041). For CDMS item 3 (importance of the client's 
mental competence), there were positive correlations with 
spirituality for the NPs (p = .031), and with years of 
practice for the physicians in the sample (p = .023). For 
CDMS item 4 (importance of the cost of care), there was both 
a positive correlation with age (p = .001) and a negative
correlation with DAS scores (.007) for AC-RMs. For CDMS 
item 6 (importance of the continued use of ventilators), 
there was a positive correlation with spirituality for NPs
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Correlations Between D M  Scores
Table 4

and Individual CDMS Items

HCP Group
CDMS TS DR > 0 1 S3 LTC-RM HP
ITEM (n=110) (n=34) (n=33) (n=27) (n=16)

4 -„4<S1
p = . 0 0 7

8 — o 400
p=.039

-=505 p=.046

12 -=348
p=.044

9 — .222p=.020

15 =211 =468
p=.028 p=.005

16 = 380 
p=.029

17 =283 =355
p=.003 p=.040 = 590 

p=.016

Legend: TS=Total Sample, DR=Physicians, AC=Acute Care RN 
LTC=Longterm Care RM, MP=Murse Practitioner 
Bolded Figures = Correlation Coefficients
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Table 5
Correlations Between MSB 
and Individual CBE2S Items

______________HCP Group_____
CDMS AC-RNs KIPs
ITEM_____ _____ (n=33) _________  (n=16)

1 .516
p=.041

4 . .535
p=.001

11 -. 464
p=.007

14 -.378
p=.030

Legend: MPs=Murse Practitioners
AC-R$is=Acute Care Setting RMs
Bolded Figures = Correlation Coefficients



Table 6
Correlations Between. YEARS Off PR^CTICB 
and Individual CDMS Itens

_____________ ____HCP Group___________
CDMS DRs RNs AC-RMs
ITEM (n=34) _________(n=60) (n=33)

3 .443
p = . 0 2 3

6 — .412
p=.033

8 .286 
p=.038

.424
p=.027

11 —. 443
p=.021

Legend: DRs=Physicians, RN=Entire RN Sample 
AC-RM=Acute Care Setting RMs 
Bolded Figures = Correlation Coefficients



Table 7
Correlations Between IMPORT&HCB Off SPIRITP&LITY 
and Individual CDMS Items

___________________ HCP Group_______________
CDMS TS DR RH LTC-RK KP
ITEM______ (n=110 ) (n=34 ) (n=60) (n=27) (n=16 )

3 0 5€0 
p=.031

6 o 500 
p=.049

10 -219
p=.022

- 346 .420
p=- 007 p=.029

18 . 353 
p=.041

Legends TS=Total Sample, DR=Physicians, RM=A11 RNs 
LTC-RM=Longterm Care Setting REs 
MP=Murse Practitioners
Bolded Figures = Correlation Coefficients
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(p = .049), and a negative correlation for years of practice 
with AC-RNs (p = .033).

For CDMS item 8 (importance of quality of life prior to 
an episode requiring end-of-life decisions), there was a 
negative correlation with death anxiety for LTC-RMs {p = 
.039)» and a positive correlation with years of practice for 
AC-RNs (p = .027) and all RNs (p = ,038). For CDMS item 9 
(importance of comfort and absence of suffering), there was 
a negative correlation with death anxiety for both the total 
sample (p = .020) and NPs (p .046). For CDMS item 10 
(importance of the use of antibiotics), there was a positive 
correlation with spirituality for three groups, the total 
sample (p = .022), all RNs (p = .007), and LTC-RNs (p = 
.029). For CDMS item 11 (importance of the use of feeding 
tubes), there were negative correlations for AC-RNs with age 
(p = .007) and years of practice (p = .021).

For CDMS item 12 (importance of honesty with the 
client), there was a negative correlation with death anxiety 
for physicians (p = .044). For CDMS item 14 (importance of 
the client's understanding of therapeutic options), there 
was a negative correlation with age for the AC-RNs (p = 
.030). For CDMS item 15 (importance of the client's input), 
there was a positive correlation with death anxiety for the 
total sample (p = .028) and for physicians (p = .005). For 
CDMS item 16 (importance of the physician's input), there
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was a positive correlation with death anxiety for AC-RNs 
(p = .029).

For CDMS item 17 (importance of medical liability) 
there was a positive correlation with death anxiety for 
three groups, the total sample (p = .003), physicians (p = . 
040), and MPs (p = .016). For CDMS item 18 (importance of 
institutional policies), there was a positive correlation 
with spirituality for physicians (p = .041).

The final set of correlational statistics required to 
answer the research questions was computed to evaluate 
associations between DAS scores and the three 
sociodemographics previously described for the same groups 
of HCPs (Table 8). Negative correlations were found between 
DAS scores and clinicians' age for three groups, the total 
sample (p = .029), all RNs (p = .006), and LTC-RNs (p = 
.022). There was also a negative correlation between DAS 
scores and years of practice for the total sample (P =
.050).



Correlations Between Death Amasicty-Scores 
and Selected Sociodenograpfaics

Table 8

__________  HOP Group_____________
Selected TS RHs LTC-RMs
Demographic ( n=110 )______ (n=60 ) _____(n=27 )

-.211 
p=.029

-.351 
p=.006

-.6-S8 
p=.022

Years of 
Practice

-.207
p=.050

Legend. TS=Total Sample, RMs=Sntire R$9 Sample LTC-RMs=Longterm Care Setting RMs 
Bolded Figures=(r)
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Although not originally proposed as a research 

question, a One-Way Analysis of Variance (ANOVA) was 
performed to build on Palmer’s (1992) investigation for 
between group difference using the CDMS. The ANOVA was 
performed on the four different HOP groups (physicians, AC- 
RNs, LTC-RNs, and NPs) using the HCP groups as the 
independent variable and the CDMS item scores as dependent 
variables. Statistically significant differences were found 
between groups for two of the 22 individual CDMS items. A 
Tukey procedure was then computed to identify which groups 
differed. For CDMS item 18 (importance of institutional 
policies), there was a difference between LTC-RNs and 
physicians and between LTC-RNs and NPs, with LTC-RNs scoring 
higher (M = 2.93) than physicians (M = 2.14) and NPs (M = 
2.07) (Table 9). For CDMS item 16 (importance of 
physician's input), there was a statistically significant 
difference between physicians and NPs with NPs scoring lower 
(M = 2.67) than physicians (M = 3.26) (Table 10). There 
were no other statistically significant differences found. 
This included (1) ANOVA computed for differences among HCP 
groups for DAS scores, and (2) a t-test computed for a 
difference between genders for DAS scores.



Table 9

Differences Among HCP Groups for 
CDM5 Item 16 (Tukey)

Physicians (x=3.26) 

NPs (x=2.67) p < .05

Legend: NPs=Murse Practitioners 

Table 10
Differences Among HCP Groups for
CDMS Item 18 (Tukey)

Physicians (x=2.14) NPs (x=2.07)

LTC-RNs (x=2.93) p < .05 p < .05

Legend: LTC-RWs=Longterm Setting RNs
NPs=Nurse Practitioners
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The focus of this chapter was the presentation of data. 
Internal consistency reliability was conducted for the CDMS 
and DAS. For the developmental CDMS, construct validity was 
also analyzed. Two research questions were addressed.
These questions explored possible relationships between 
degree of death anxiety, selected sociodemographic data, and 
HCPs perceptions about end-of-life clinical decision making 
for persons over 65 years of age. Statistically significant 
correlations were found among various combinations of HCPs 
in the sample, (1) between DAS scores and CDMS items 4, 8,
9, 12, 15, 16, and 17, (2) between selected
sociodemographics and CDMS items 1, 2, 3, 4, 6, 8, 10, 11, 
14, and 18, and (3) between DAS scores and age and years of 
practice.

Though analysis of variance was not necessary to answer 
the research questions, ANOVAs were computed to build on 
Palmer’s (1992) study using the CDMS. Significant 
differences were found between different groups of HCPs in 
the sample and CDMS items 16 and 18.
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CHAPTER V
IMPLICATIONS AMD RBCOMMEMDATIOMS

The purpose of this study was to explore the 
relationships between health care providers' (HCPs) degree 
of death anxiety and their perceptions of the importance of 
selected factors in the Wetle, Cwikel and Levkoff's (1988) 
framework of end-of-life decision making about the elderly.
A discussion of the findings and limitations of this study, 
recommendations for future research, and implications for 
nursing are presented in this chapter.

Discussion of the Findings
In addition to the primary purpose of this study, there 

was an intention to build upon the work and Clinical 
Decision Making Scale (CDMS) of Palmer (1992). The 
instrument was developed based upon the Wetle et al. (1988) 
framework for clinical decision making which is composed of 
four factors (i.e. medical, institutional, client, and 
provider factors). The Principal Components Factor Analysis 
in Palmer's (1992) study yielded eight factors which were 
collapsed into the four major factors of the Wetle et al. 
(1988) framework, thereby creating four subscales. In the 
current study, these four subscales were not found to be
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sufficiently reliable (alphas only ranged from .39 to .61). 
The majority of items loaded on a single factor; the 
remaining were collapsed into a second cluster. Internal 
consistency reliability was acceptable for the first factor 
but not for the second. Further, items from the CDMS loaded 
on factors different from those observed in the Palmer 
study. Results of the factor analysis on the sample in this 
study suggest that.the CDMS is a unidimensional instrument 
for measuring clinical decision making. The scale as a 
whole was found to be reliable (alpha = .75). Higher scores 
on the CDMS do not suggest better clinical decision making, 
but rather greater agreement on items. Therefore, it is 
most useful to interpret the scale on an item by item basis; 
further evaluation of relationships among study variables 
used the individual items, rather than the total CDMS score.

Templer’s (1970) Death Anxiety Scale (DAS) was used to 
operationalize and measure fear of death. For this sample, 
the resulting scores were congruent with established norms 
for the general population (which range from means of 4.5 to 
7.0 with a typical standard deviation of 3.0) (Lonetto & 
Templer, 1986). One of the research questions of this study 
addressed the relationship between selected sociodemographic 
characteristics of this sample of HCPs and their scores on 
the DAS (Table 8). The findings of this study are 
consistent with the literature that death anxiety decreases
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as age and years of practice increase (Brent, Speece, Gates, 
Mood & Haul, 1991? Kane & Hogan, 1986; Lonetto & Templer, 
1986; Robbins, Lloyd, Carpenter & Bender, 1992? Rudisill & 
Merriman, 1987). There was also evidence to support 
previous findings that neither type of provider, nor 
practice setting influence death anxiety (Bene and Foxall, 
1991? Ungar, Florian & Zernitsky-Shurka, 1990). Unlike 
other investigations, no significant correlations were found 
between DAS scores and degree of spirituality, nor gender 
(lammarino, 1975? Jeffers, Michols & Eisdorfer, 1961?
Lonetto & Templer, 1986).

Results of this study did lend some support to the 
relationship proposed in the research questions, that there 
is a relationship between HCPs’ degree of death anxiety and 
their perceived importance of selected factors in end-of- 
life clinical decision making about the elderly. For this 
sample of HCPs (i.e. physicians, RMs in both acute care and 
longterm care settings, and nurse practitioners) 
associations were found between seven of the items in the 
CDMS and death anxiety (Table 4). Associations were found 
between nine items in the CDMS and the sociodemographic 
variables (i.e. age, years of practice, and importance of 
spirituality) for individual as well as combined groups of 
HCPs (Tables 5, 6, and 7). Five of the CDMS items were 
related to more than one variable. Cost of care (item 4)
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correlated with age and death anxiety? client’s prior 
quality of life (item 8) correlated with years of practice 
and death anxiety? client’s mental competence and continued 
use of ventilators (items 3 and 6 respectively) correlated 
with spirituality and years of practice? and use of feeding 
tubes (item 11) correlated with age and years of practice.
It is possible that there were interactive effects among 
variables. This could not be established in this study 
since no path analytic methods for direct and indirect 
effects were analyzed.

The functional age of the patient became more important 
as age of NPs in the study increased. There are two 
considerations which may help explain this result. There 
is evidence that as adults develop, become older, and 
acquire more experience with death and dying, fear of death 
decreases (Brent et al., 1991? Kane & Hogan, 1986? Lonetto & 
Templer, 1986 ? Robbins et al., 1992 ? Rudisill & Merriman, 
1987). Perhaps this allows them psychological freedom to 
consider more qualitative aspects of living (i.e. functional 
age) rather than quantitative (i.e. chronologic age) in end- 
of-life decision making. Second, NPs routinely evaluate and 
consider functional status in their practice? therefore, 
functional age might be considered more consistently by this 
group of HCPs. Although all RMs tend to have a holistic 
orientation, NPs may be involved more directly than other
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RNs in making end-of-life decisions. Physicians, on the 
other hand, may be more mechanistic in their approach.

The mental competence of the client was considered more 
important for physicians as their experience increased and 
for NPs as the importance of their spirituality increased.
It may be that as physicians' experience increases they 
become more sensitized to legal considerations and the 
associated implications of clients' competence related to 
informed consent. Nurse Practitioners, being newer in the 
primary care provider role, may have less experience with 
the issue of litigation, hence be less sensitized than 
physicians (but more than RNs who less directly make the 
decisions).

Though death anxiety did not decrease as importance of 
spirituality increased in this sample, this relationship has 
been found in numerous studies (lammarino, 1975; Jeffers et 
al.; 1961; Keller, Sherry & Piotrowski, 1984; Lonetto &
Templer, 1986; Neimeyer, Bagley & Moore, 1986). The 
definition of spirituality might not have been defined well 
enough to arrive at clearer explanations for its correlates 
in this study. Still, it may be that more spiritually 
oriented NPs are more holistic in clinical decision making 
(mind-body-spirit). Since one's mental competence is a 
substantive portion of one's mind or personhood, more
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holistically directed HCPs (i.e. mind-body-spirit) may place 
greater importance on this consideration.

Among AC-RNs cost of care was considered less important 
as death anxiety increased. This finding has important 
implications when one considers the state of medical 
economics in the United States (U.S.) today. Nurses can 
influence medical costs in ways such as the number and type 
of tests and treatments they recommend to physicians, and in 
their use of medical supplies. This finding suggests that, 
at least for some RNs, preoccupation with death anxiety may 
negate some aspects of cost consciousness.

The continued use of ventilators was more important 
among NPs expressing greater spirituality, and less 
important among older AC-RNs. The more spiritual NPs 
(remembering that 73% of the sample was Christian) may 
possess an increased concern for the preservation of all 
life; therefore, they may feel ventilators should be used to 
preserve life regardless of circumstances. The older AC-RNs 
are more experienced (years of practice correlated with age 
at p = .000), and as these RNs become more experienced with 
death and the dying process, they are likely more open to 
considering the negative consequences of technologies which 
prolong life.

The quality of a client’s life prior to an episode 
requiring life and death decisions was less important for
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LTC-RNs with higher death anxiety. The opposite was true 
for more experienced RNs, both for the total sample of RNs 
(all RNs) and for AC-RNs. The explanation for the increased 
importance of prior quality of life for the more experienced 
RNs is likely the same as for the quality versus quantity 
phenomenon previously discussed.

The finding for the LTC-RNs is interesting in that one 
would think quality of life is a constant primary 
consideration for LTC-RNs. It would appear from this 
result, that for some RNs preoccupation with death anxiety 
may negate some consideration for clients' prior quality of 
life when making end-of-life decisions. When making end-of- 
life decisions, prior quality of life is a known variable, 
especially in a longterm care setting. Quality of life 
resulting from treatment choices in end-of-life decisions is 
based on predictions at best. The implications of this 
finding in LTC-RNs may be greater than if it were found in 
AC-RNs when one considers the apparent pattern of autonomy 
in making resuscitation decisions among this group of RNs. 
Finucane (1989) found, in investigating nurses’ actions 
related to do-not resuscitate (DNR) orders, that when a DNR 
order was absent AC-RNs began cardiopulmonary resuscitation 
(CPR) 100% of the time, while LTC-RNS chose to begin CPR 
less than 50% of the time. This suggests that LTC-RNs are 
autonomously making critical end-of-life decisions more
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often than AC-RNs. When one considers both the autonomy 
seen in resuscitation decisions among LTC-RNs and the 
diminished importance of a client's known quality of life in 
LTC-RNs with greater death anxiety, one must ponder the 
outcome of a scenario in which a nurse in a longterm care 
setting discovers a pulseless, breathless patient with 
Alzheimer's disease and must decide a course of action.
Does that nurse's degree of death anxiety influence the 
decision? This ponderance is not intended as moral or 
ethical judgment, but merely a point of speculation raised 
by this result.

There was an inverse correlation between the importance 
of comfort and alleviation of suffering and death anxiety 
for the total sample and for the NP sample. Lower death 
anxiety was associated with greater importance of comfort 
and alleviation of suffering in end-of-life decisions. In 
conjunction with this, those HCPs who are less fearful of 
death may be better able to accept a patient's imminent 
death, allowing them to focus on that patient's needs in the 
process of dying.

The results for CDMS item 10 were perplexing. For the 
total sample, all RNs, and LTC-RNs the importance of the use 
of antibiotics appeared to be greater for the more spiritual 
individuals. This must be a spurious finding, possibly 
attributable to poor wording of item number 10.
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For the AC-RHs, the older and more experienced RNs 

considered feeding tubes less important. This again 
suggests that as HCPs become more experienced with death and 
the dying process, they are more open to considering the 
consequences of technologies which prolong life. In the 
study by Levkoff and Wetle (1989), a somewhat different 
pattern was seen; they found that physicians were more 
likely than RNs to consider withholding or withdrawing 
feeding tubes.

It is odd that this correlation was found in AC-RNs and 
not LTC-RNs since feeding tubes are so common in longterm 
care settings. Possibly the reason for this is because 
decisions about feeding tubes in acute care settings are 
usually made in the face of more unstable patients with less 
predictable outcomes; thus, considerations about feeding 
tubes may be factored more heavily in that setting.

Physicians with greater death anxiety thought it was 
less important to be honest with clients concerning care 
options and alternatives. This finding supports those of 
Cochrane, Levy, Fryer and Oglesby (1991) who found in their 
sample of oncologists that as DAS scores increased, 
disclosure of a terminal diagnosis to patients decreased.
The authors presented this finding as evidence that 
physicians with higher death anxiety decide to withhold from 
their clients the full truth about a terminal diagnosis more
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often than do physicians with lower death anxiety. One must 
imagine that physicians are not fully aware of the 
contribution their own death anxiety makes in these 
decisions. These unconscious influencing variables may 
interfere with professional judgments about patients' best 
interests in disclosure patterns. This lends a great deal 
of support to the need for increased attention on aspects of 
death, dying, and death anxiety in the professional 
education of HCPs.

In this sample, older AC-RNs tended to place less 
importance on clients' understanding of therapeutic options. 
This result may reflect a cohort effect based upon a more 
mechanistic approach to health care practices in the past. 
Perhaps this group of RNs is more accustomed to 
paternalistic decision making patterns, implying that 
patients (having only a layperson's understanding of 
options) need only trust in their physician's choices. 
Another possibility is that the AC-RNs (particularly 
critical care nurses), when reading the questionnaire, made 
assumptions about the status of elderly clients requiring 
end-of-life decisions (i.e. comatose or unresponsive) which 
could diminish the importance of the client’s understanding.

Among AC-RNs, the greater the death anxiety, the more 
important the physician's input. The meaning for this 
finding may be extrapolated from the literature. Smith,
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Wallston, Wallston, Forsberg, and King (1984) found that 
desire for control over health care decisions was predictive 
of behaviors which asserted control in non-life-threatening 
situations, but not in life-threatening situations. Though 
trends are shifting towards shared decision making, 
physicians have traditionally had the majority of power and 
responsibility in making clinical decisions. Maybe the AC
RE s with higher death anxiety, prefer to avoid participating 
in end-of-life decision making much like the individuals in 
the Smith et al. sample. It may be psychologically easier 
for these nurses to prefer more paternalistic patterns in 
these situations.

For the total sample, and for physicians and NPs, 
greater emphasis on medical liability was observed in those 
with higher death anxiety. The results of many studies have 
demonstrated that individuals who experience greater degrees 
of general anxiety also have higher degrees of death anxiety 
(Frazier & Foss-Goodman, 1988 ? Goebel & Boeck, 1987 ? 
Lieberman & Coplan, 1970). Perhaps in the current medical- 
legal climate, these highly death anxious individuals tend 
to be more anxious in general, and so (for some legitimate 
reasons) are more anxious about medical litigation. It 
seems logical that the two HCP groups who are currently at 
greater risk for medical litigation (i.e. physicians and
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MPs) would have had significant findings related to this 
medical liability.

For both the total sample of HCPs and physicians, as 
the importance of the client's input increased, death 
anxiety increased. Once again, this finding may reflect an 
increased concern about medical litigation among those with 
higher death anxiety. These HCPs may feel that greater 
allowance for clients' inp]ut will increase clients' 
satisfaction with outcomes and reduce the risk of a lawsuit. 
Another possible explanation would require making the 
assumption that since death anxiety was higher in younger 
subjects, these subjects with higher death anxiety and 
increased concern for clients' input were younger. If that 
assumption were true, it may be that the younger HCPs are a 
part of a cohort whose basic professional curricula 
incorporated the current philosophy of more shared decision 
making, thus accounting tot the increased importance of the 
client's input.

This finding did not reach significance for the NPs 
because all of the NPs in this sample rated the importance 
of the client's input as number four (very important). 
Because there was no variance in the item score, there would 
be no trend for correlation with DAS scores. This was the 
only occurrence of identical rating of an item for any of 
the groups, and would seem to again support the earlier
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suggestion that NPs * practice philosophies incorporate a 
more holistic approach with patient advocacy as a primary 
concern.

Finally, the more spiritual physicians in this sample 
had a higher regard for institutional policies. There is no 
literature to interpret this finding, only the 
investigator's impression. Seventy-three percent of the 
total sample defined themselves as Christian. If physician 
respondents interpreted "spirituality" to mean religion or 
religious behavior, then those with greater spirituality 
might be more religious in practice. Religions tend to be 
rule (or policy) oriented. Another interpretation is based 
on the definition of religious as systematic or faithful, 
very much akin to policy and procedure.

Although not originally proposed as a research 
question, a One-Way Analysis of Variance (ANOVA) was done to 
build on Palmer's (1992) investigation for between group 
differences with the CDMS. Significant differences found 
among this current sample were: (1) physicians and NPs both
perceived institutional policies as less important than did 
RNs practicing in a longterm care setting, and (2) NPs 
perceived physicians' input into end-of-life clinical 
decisions as less important than did physicians. Palmer 
(1992) found differences between groups of HCPs for the same 
two items as well, however the differences are not the same.
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In Palmer's sample, the physicians perceived institutional 
policies as more important than did RNs in a longterm care 
setting. Also, in Palmer's study it was RNs in the longterm 
care setting and NPs, rather than just NPs, who perceived 
physicians' input as less important than did the physicians. 
In regard to differences between LTC-RNs and NPs and 
physicians and AC-RNs, Palmer's explanation for these 
differences was that the RNs in this setting are more 
autonomous, and therefore place less importance on these 
factors; there is support in the literature for Palmer's 
results. There is no definite explanation for the opposite 
results in the current study, but several considerations 
concerning the samples in the two studies may account for 
the differences in results.

The discrepancies between findings for Palmer's study 
and the current study are interesting. Most basic aspects 
of the research design, type of setting, and category of 
HCPs were similar. The sample of NPs for both this and 
Palmer's study were from the same pool of community NPs. 
Therefore, differences involving NPs in this study may be 
attributed to two possibilities: (1) the differences in the
other groups of HCPs in the two studies' samples, or (2) a 
possible test-retest bias.

In regard to the findings for physicians. Palmer's 
sample was drawn from a Veterans Administration Hospital, a
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federally operated government institution in which all of 
the HCPs (including physicians) are salaried by the 
institution. They would therefore be expected to be greatly 
influenced by the institutional overlay. The sample in the 
current study was drawn from various private facilities, and 
all of the physicians were in private practice. Another 
difference between the physician-samples in the two studies 
is that Palmer’s sample were all MDs (allopathic 
physicians), and 94% of the current sample were DOs 
(osteopathic physicians).

Limitations
There were several limitations to the study. First, 

the sample was not randomized. Second, the CDMS is a 
developing instrument; therefore, although it was found to 
be valid and reliable in two studies, extensive data on the 
psychometric properties of the tool have not yet been 
established. Third, the statistical methods employed in 
this study are not robust inferential statistics. More 
sophisticated statistical analyses (i.e. path analysis and 
linear regression) would likely extract more interactive 
effects among variables. The final limitations of this 
study involve the method of data collection.~ For research 
which involves psychosocial variables one must consider bias 
when data collection directly involves the sole
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investigator, even though measures to reduce this potential 
bias were introduced. Additionally, a portion of this 
sample was obtained by mail-return request. Once again this 
introduces potentially confounding variables among those who 
choose to respond, especially when the same population had 
recently been sampled in the same manner.

Recommendations for Future Research 
Based on these limitations, recommendations for future 

research include: (1) replication of this study in different
settings and populations, (2) increasing the sample size,
(3) improving sample selection methods, (4) modifying data 
collection methods to more rigorous standards, and (5) 
continued modification of the CDMS to improve the validity 
of its measures.

Conclusions and Significance for Cursing 
The results of this study add support to the growing 

body of research which demonstrates that variables peculiar 
to individual HCPs can impact upon the professional delivery 
of health care. In particular, the results support a 
proposed relationship between HCPs' degree of death anxiety 
and their perceptions about selected factors concerning end- 
of-life clinical decision making about the elderly. The 
implications of these interactions are not fully known, but
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there is evidence which suggests that at least some are 
negative (Brent et al., 1991; Bakes, 1985; Vickio & 
Cavanaugh, 1985). As technological advances increase the 
number of potential treatment options and outcomes in end- 
of-life decision making, the line between life and death 
continues to gray and decisions become increasingly 
difficult. Health care providers who participate in those 
decisions cannot ignore the individual variables which may 
insidiously affect their professional judgments.

Nurses, as one group of HCPs, are increasingly becoming
involved in these decisions (Phillips & Rempusheski, 1985).

r
With this expanding role comes a responsibility for nursing 
to rise to the challenge through research, education, and 
exemplary standards of practice. Nursing has always 
considered patient advocacy to be one of its greatest 
contributions. How can nurses be fully effective as 
advocates if they are not cognizant of all the factors 
involved in their decision making? Because death is a 
universal human experience most often addressed by the 
health care system (in fact 70% of deaths in the U.S. occur 
in hospitals and nursing homes (Lockard, 1989)), almost all 
nurses will at some time be participants in end-of-life 
decision making.

Adding these exploratory/descriptive findings to the 
current body of nursing knowledge is only a small step in
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addressing the issue. Further implications for nursing are 
three-fold. First, nurses must continue to explore and 
define these interactions through further research. Second, 
as the body of knowledge increases, nurses must disseminate 
these findings to improve current practice. Third, nurses 
must continue to develop effective educational programs 
which increase awareness of both personal and professional 
aspects of death and dying and effectively decrease death 
anxiety. Programs which combine both didactic and 
experiential components have been shown to effect a longterm 
reduction in death anxiety (Lonetto & Templer, 1986). 
Although incorporation of death education into the curricula 
of various HCP-disciplines has increased over the past 
decade, there is considerable variance in the approach, and 
the overall quality and quantity of such programs is 
deficient (Dickinson, Sumner & Durand, 1987). Nursing has 
already pioneered in developing some effective programs to 
meet this challenge (Brent et al., 1991; Lockard, 1989; 
Johansson & Daily, 1991; Peace & Vincent, 1988); but despite 
increased interest in death education by nurse educators, 
less than half of the current nursing students have had even 
one hour of formal coursework devoted to this topic (Brent 
et al., 1991). In addition to addressing this issue at the 
basic nursing curricular level, efforts must be made to 
affect change in current practice patterns. Attitudes which
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equate death with professional failure, organizationally 
perpetuated coping strategies such as avoidance and denial 
among HCPs, and burnout have been seen as factors which 
contribute to this problem (Holman, 1990). These issues 
will not be easily addressed, but in the end, HCPs, 
patients, and patients' families should all benefit from an 
increased emphasis on death education.

Summary
Results of the present study provide some evidence that 

there may indeed be a relationship between HCPs' degree of 
death anxiety and their perceptions of end-of-life clinical 
decisions about the elderly. The results add support to the 
growing emphasis on the need for improving both the quality 
and quantity of death education for health care 
professionals.

In addition, further work in this study with the CDMS 
supports Palmer's (1992) statement that "the numerous 
factors associated with the four components of Wetle,
Cwikel, and Levkoff's model (1988) are intertwined within 
the end-of-life clinical decision making process and are 
virtually impossible to separate" (p. 84). Based on these 
findings, it would appear that the CDMS is a-unidimensional, 
but reliable instrument for exploring the end-of-life 
clinical decision making process.



125
APPENDIX A

LETTERS OP PERMISSION

Barbara Palmer^ REy A.N.P.Moaen' s Health. Program Coordinator Department of Veterans Affairs Medical Center South 6tho Avenue Tucson„ Arizona 85723

Gretchen Gottfried,

Thank you for your interest in the Clinical Decision Making Scale (CDMS) 1992. You have my permission to use it, either in its entirety or to modify it for adaptation to your study. I hope it will be helpful. Good luck with your research.

February 15, 1993

Sincerelv,
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Human Subjects Committee

The U niversity o fArizona
H ealth S cien ces  C enter

1690 N. Warren ( Bldg. 526B1 
Tucson. Arizona 85724 
(602) 626-6721 or 626-7575

19 February 1993
Grebehen Gottfried,c/o Leanna Crosby, D,E.Sc.College-of NursingArizona Health Sciences Center .
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Dear Hs. Gottfrieds
Ĵe have received documents concerning your above cited project. Regulations published by the U,S. Department of Health and Human Services [<3§ ©SB Bost 828 ] exempt this type of researchfrom review by our Committee.
Thank you for informing us of your work. If you have any questions concerning the above, please contact this office.
Sincerely yours,

William F. Denny, £E.D.ChairmanHuman Subjects Committee
WFDsrs
ccs Departmental/College Review Committee

/
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College of Nursing

The U niversity o fArizona
H ealth S cien ces  C enter

Tucson. Arizona 85721 
(602)626-6154

MEMORANDUM

TO: Gretchen Gottfried, BSN a // f/
FROM: Leanna Crosby, D.N.Sc., R.N. Director of Intramural Research Jj& tP1

DATE: March 1, 1693

SUBJECT: Human Subjects Review: "Clinicians' Perceptions About Death Anxiety and End-
of-Life Climeal Decision Mating For Persons Over 65"

Your research project has been reviewed and approved by William Denny, M.D., Chairman of the University 
of Arizona Human Subjects Committee, and deemed to be exempt from review by their full committee. 
You will be receiving a confirmation letter from Dr. Denny. In addition, your project has been reviewed 
and approved by the College of Nursing Human Subjects Review Committee.

We wish you a valuable and stimulating experience with your research.

LOga

r
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Summit Health Ltd. 3838 North Campbell Avenue ° Tucson. Arizona 85719 ° i602) 327-5431X] J7

12 February 1993

DeanCollege of Nursing University of Arizona Health Sciences Center 1501 North Campbell Avenue 
Tucson, AZ 85715
Dear Dean:
On behalf of Tucson General Hospital, I am pleased to give permission to Ms. Gretchen Gottfried to conduct data collection for her thesis, "Clinicians' Perceptions About End of Life Decisions in Persons Over 65." She may contact any medical staff or nursing staff member for the purpose of this research. Such research will certainly be of benefit to the medical community as we address these critical issues.
Please do not hesitate to contact me should you need anything 
further.
Sincerely,

pat Mccoy,Ur n, msh, mba, cphq Director of Quality Management
ej
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February 10» 1993

To: U of A College of Nursing
MoSoNo/GeNoPoOption

From: Dianna Gonzales RoNo BoSoHo 
Director of Nursing

Please be informed that #e #ould like to participate in the study ■ 
being conducted by Gretchen Gottfried, RoN*



130

Csmadk--- -Care Center
La„

7970 N. La Canada Drive/Tucson, Arizona 85704/(602) 797-1191
(Voice - T.D.D.)

Suzanne Van Orb, Interim Dean 
University of Arizona 
College of Nursing 
1401 No Marten 
Tucson, Arizona 85721

February 11, 1992

Dear Ms. Van Ort,

This letter is to inform you that the registered nurses presently employed 
by La Canada Care Center will be participating in the data gathering for the 
thesis being prepared by Gretchen Godfried. The facility is pleased to be 
able to participate in nursing research in the area of geriatrics. Please 
encourage any future graduate students to contact me with"similar requests.

Sincerely,

Director of Nursing
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Title: C L IN IC IA N S ^ PER C EPTIO N S ABOUT DEATH ANXIETY AND
E N D -O F -L IF E  C L IN IC A L  D E C IS IO N  MAKING FOR PERSONS 
OVER 65

The purpose of this study is to explore the perceptions of nurses and 
physicians in regard to the importance of selected factors in end-of- 
life decisions concerning elderly? and to explore for a possible 
relationship between clinicians' degree of death anxiety and these 
perceptions. You are being asked to voluntarily give your opinion on 
the statements in this questionnaire, By responding to the 
questionnaire? you will be giving your consent to participate in the 
study. Your name is not on the questionnaire? and you may choose not to 
answer some or all of the questions if you desire. You may withdraw 
from the study at any time, There are no known risks, Your only cost 
to participate in this study is approximately 10 minutes of your time,

Gretchen Gottfried? RN 
Master of Science? GNP Option 

University of Arizona 
College of Nursing 

(602) 743-7528

Gender: Male , Female

Age:

Religion: Jewish _____  Christian
Nondenominational _____ Other

I would rate
my spirituality: not very somewhat very

important important important important

1 2 3 4

Ethnic Caucasian  _____ Hispanic
Origin: Asian ______ Other

Afro-American 
Native American

Role: Physician
Nurse Practitioner

Acute Care Nurse 
Longterm Care Nurse

Years of Practice
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INSTRUCTIONS:
The following statements represent factors related to end-of-life 
decision making. Circle the number which most closely indicates how you 
feel about each statement. The numbers range from ^1^ (not very 
important) through "4” (very important). In responding to the 
statements, please answer them only as vour opinion applies to the 
clinical end-of-life decisions about persons over 65 years of age. How 
important is each of the following statements to end-of-life clinical 
decision making for elders?
End of Life Decisions: Those medical decisions that are made within a
person's last 12 months of life. Office of Technology Assessment 
(1987).

not very somewhat very
important important important important

In regard to clients 65 and older:
1. How important a consideration 

is: physiological age,
i.e., functional age 1 2 3 4

2„ How important a consideration 
is: the desire of elderly
clients for being autonomous 1 2 3 4
in end-of-life decisions

3. How important a consideration 
is: the mental competence of
elderly clients in determining 1 2 3 4
their own end-of-life decisions

4. How important a consideration 
is: the cost of the care when
making end-of-life decisions 1 2 3 4

5. How important a consideration 
is: the elderly client's desire
for prolongation of life 1 2 3 4

6. How important a consideration
is: the benefit of the continued 
use of ventilators in regard to 
end-of-life decisions

1 2 3 4
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not very somewhat very
important important important important

7. How important a consideration 
is: the input of significant
others in end-of-life decision 1 2 3 4
making

8, How important a consideration 
is: the client's quality of
life prior to an episode 1 2 3 4
requiring clinical end-of- 
life decision making

9. How important a consideration 
is: comfort and absence of
suffering in end-of-life 1 2 3 4
decision making

10, How important a consideration 
is: the use of antibiotics
in end-of-life decision 1 2 3 4
making

11, How important a consideration 
is: the use of feeding tubes
in end-of-life decision making 1 2 3 4

12, How important a consideration 
is: honesty with clients
concerning care options and 1 2 3 4
alternatives in end-of-life
decisions

13, How important a consideration 
is: the predicted response
to treatments when making 1 2  3 4
end-of-life decisions

14, How important a consideration 
is: elderly clients' ability
to understand therapeutic 1 2 3 4
options in end-of-life 
decision making

15, How important a consideration 
is: the client's input into 
end-of-life decisions 41 2 3
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not very somewhat 
important important important

16. How important a consideration
is: the physician's input 1 2 3
into end-of-life decisions
decisions

17. How important a consideration
is: medical liability in 1 2 3
end-of-life decision making

18. How important a consideration
is: institutional policies 1 2 3
in end-of-life decision making

19. How important a consideration 
is: the client's quality of
life following an episode 1 2 3
requiring end-of-life decisions

20. How important a consideration 
is: the availability of
resources relative to other 1 2 3
patients' needs in end-of-life 
decision making

21. How important a consideration 
is: reliance on Bio-Ethics
committees in end-of-life 1 2 3
decision making

22. How important a consideration
is: a written advance directive 1 2 3  
in end-of-life decision making

very
important

4

4

4

4

4

4

4
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T m  s c m s  c^s)
1970

Please select the "true / false" answer that most closely matches your 
feeling about the each statement.

1. T / F

2. T / F

3. T / F

4. T / F

5. T / F

6. T / F

7. T / F 

8 * T / F

9. T / F

10. T / F

11. T / F

12. T / F

13. T / F

14. T / F 

T / F

I am very much afraid to die.

The thought of death seldom enters my mind.

It doesn/t make me nervous when people talk about death. 

I dread to think about having to have an operation.

I am not at all afraid to die.

I am not particularly afraid of getting cancer.

The thought of death never bothers me.

I am often distressed by the way time flies so very 
rapidly.

I fear dying a painful death.

The subject of life after death troubles me greatly.

I am really scared of having a heart attack.

I often think about how short life really is.

I shudder when I hear people talking about a 
World War III.

The sight of a dead body is horrifying to me.

I feel that the future holds nothing for me to fear.15.
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1. T

2. F

3. F

4. T

5. F

6. F

7. F

8. T

9. T

10. T

11. T

12. T

13. T

14. T

15. F

shs Dsasa amszggg scazs <ms) ar
$<sspl@s: 1970

I am very much afraid to die.

The thought of death seldom enters my mind.

It doesn't make me nervous when people talk about death,

I dread to think about having to have an operation,

I am not at all afraid to die,

I am not particularly afraid of getting cancer.

The thought of death never bothers me.

I am often distressed by the way time flies so very rapidly. 

I fear dying a painful death.

The subject of life after death troubles me greatly.

I am really scared of having a heart attack.

I often think about how short life really is.

I shudder when I hear people talking about a World War III. 

The sight of a dead body is horrifying to me.

I feel that the future holds nothing for me to fear.

aPPSKDII B
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