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ABSTRACT 

Background 

 Numerous studies demonstrate benefits of using advance care planning (ACP) in the 

general practice setting. Despite this, providers do not regularly initiate ACP and only one third 

of Americans have completed an advance directive (AD). This number is even lower among 

ethnic and minority groups. Community health center (CHC) providers have the opportunity to 

improve the quality of end-of-life (EOL) care and reduce healthcare disparities affecting 

medically underserved populations, yet no research has been conducted to identify CHC 

providers’ practices, knowledge and attitudes towards ACP. Addressing this query may assist 

researchers in identifying optimal strategies for improving ACP delivery in this setting, 

ultimately leading to improved quality of EOL care for the populations served. 

Purpose 

 The study purpose was to assess Arizona CHC providers’ practices, knowledge and 

attitudes towards ACP. 

Setting 

 The study setting was federally qualified community health centers located in urban and 

rural sites throughout Arizona. 

Participants 

 Study participants (N = 38) were predominantly middle-aged females practicing for an 

average of 13 years. 60% of providers were Master’s or Doctor of Nursing Practice (DNP) 

prepared providers while 40% were Doctor of Medicine (MD) or Doctor of Osteopathy (MD). 
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Methods 

 This study used a descriptive correlational quantitative research design. The “EOL 

Decision Making Survey” instrument was adapted into an electronic survey and distributed to 

514 physician and non-physician CHC providers. Data analysis was performed using PASS and 

SPSS statistical software.  

Results 

 This sample of Arizona CHC providers was reasonably knowledgeable about Arizona state 

law and clinical application of ACP. Physician providers had greater knowledge and greater 

confidence in their answers related to Arizona state law compared to non-physician providers. 

Participants were largely comfortable with counseling patients in ACP and exhibited mostly 

positive attitudes toward ACP. Older respondents with greater years’ experience tended to have 

greater knowledge of the clinical application of ACP as well as greater positive attitudes towards 

ACP. Providers with greater years’ experience tended to have greater comfort in counseling 

patients in ACP. Despite these positive findings, routine initiation of ACP in this setting was low 

(44%).  

Conclusions 

 Though Arizona CHC providers have reasonable knowledge related to ACP, are 

comfortable with counseling patients in ACP and have positive attitudes towards ACP, less than 

half routinely initiate ACP conversations with their patients. Though more research is needed to 

validate these findings, targeted educational interventions and process changes may help improve 

ACP delivery rates in this setting. 
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INTRODUCTION 

 Approximately one in seven Americans is 65 years old or older and this number is 

expected to exponentially increase over the next few decades (Administration on Aging [AOA], 

2015). Further, one in four Americans is living with more than one chronic medical condition 

(Centers for Disease Control and Prevention [CDC], 2016). The increased prevalence of 

Americans living with multiple chronic medical conditions along with an aging United States 

(US) population has led to a rising number of individuals facing the end of life (EOL) (Tilden, 

Corless, Dahlin, Ferrell, & Gibson, 2011). A recent report published by the Institute of Medicine 

(IOM) (2015) recognizes the need for improved quality of EOL care for Americans, making the 

issue timely and relevant. 

Background Knowledge 

The concept of advance care planning (ACP) has emerged as an important need of the US 

population. This need for ACP requires the attention of the public, health care professionals, 

health care organizations and policy makers. ACP can be defined as an “[ongoing] process 

whereby patients, in consultation with healthcare professionals, family members, and other loved 

ones, make individual decisions about their future healthcare, to prepare for future medical 

treatment decisions” (Houben, Spruit, Groenen, Wouters, & Janssen, 2014, p. 477). These 

consultations should include discussions about life support and resuscitation preferences, hospice 

and palliative care options, surrogate decision makers and the patient’s EOL goals (Houben et 

al., 2014). Idyllically these discussions will occur over several visits and before a medical crisis 

occurs, making primary care the ideal setting for implementing these talks (Houben et al.). An 

important outcome of ACP includes recording the patient’s preferences in a legal document 
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known as an advance directive (AD) (Houben et al.). Studies have demonstrated several benefits 

to ACP such as improved concordance between a patient’s EOL care wishes and care received, 

reduced family stress related to EOL decision making and decreased health care costs 

(Brinkman-Stoppelenburg, Rietjens, &Van Der Heide, 2014; Houben et al.). Studies have not 

demonstrated any detrimental effects associated with ACP, such as psychological distress to 

patients or providers (Houben et al.). ACP appears to offer a patient-centered, evidence-based, 

equitable solution to improving the quality of EOL care in America. 

The 1991 federal Patient Self Determination Act requires that health care organizations, 

such as hospitals and ambulatory clinics, determine whether or not a patient has an AD and offer 

AD specific information if requested (Tilden et al.). Despite these efforts AD completion rates in 

the US remain low (Rao, Anderson, Lin, & Laux, 2014). Studies have cited patient barriers to 

ACP such as lack of knowledge, lack of interest and no physician initiation (Rao et al., 2014; 

Tung & North, 2009). Health care provider barriers to ACP have been identified as lack of time, 

lack of standardized processes for approaching ACP and lack of ACP training (Tung & North, 

2009). Studies have also shown that ethnic minority groups are much less likely to have 

completed an AD or participated in ACP (Johnstone & Kanitsaki, 2009; Rao et al.). It is 

estimated that less than 20% of underserved and minority populations utilize hospice care at the 

EOL with “lack of knowledge” being cited as a reason (Hilliard, Washington, Hines, & McGill, 

2013). This lack of knowledge may be the reason for underutilization of ACP in the US and even 

more so among minority populations.  

In addition to placing strain on patients, families and providers, EOL care also strains the 

nation’s health care system and financial budget. Medicare allocates 25% of their annual budget 
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to the small amount (5-6%) of benefactors estimated to die each year (Nicholas, Langa, 

Iwashyna, & Weir, 2011). It is also projected that over 250 billion health care dollars are used to 

pay for medical treatments for the small population (less than 1%) that dies annually (Nicholas et 

al., 2011). The use of ADs has been associated with decreased in-hospital deaths as well as 

increased utilization of hospice care (Nicholas et al.). Therefore, encouraging the use of ACP and 

ADs has the potential to decrease health care costs at the EOL while also improving the quality 

of EOL care by avoiding aggressive, unwanted treatments (Nicholas et al.).  

Problem 

 The number of older adults living in Arizona is estimated to increase by an astonishing 174 

percent by 2050 with over 2.4 million adults being 65 or older (Arizona Department of Health 

Services [ADHS], 2012). According to the ADHS (2012), “this increasing percentage of 

Arizonans age 65 and older will be more racially and ethnically diverse than the current 

population of older adults, meaning specialized courses of intervention and treatment will need 

to be developed to address health outcomes that disproportionately affect Hispanic and Latino 

older adults” (p. 9). The IOM (2003) report affirmed that disparities among ethnic and racial 

minorities in the US health care system exist; these populations tend to receive lower quality care 

than their non-minority counterparts. Health care providers have a duty to reduce these 

disparities as much as possible within their respective communities and advanced practice nurses 

are uniquely positioned to accomplish this goal.   

Purpose 

The purpose of this project is to assess Arizona community health center (CHC) primary 

care providers’ current practices, knowledge and personal attitudes related to ACP. Findings will 
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contribute to the development of targeted interventions and optimal strategies that support 

positive behavior change related to ACP delivery in this setting. The research objective is to 

identify opportunities for improving current ACP practices in Arizona CHCs, ultimately leading 

to improved quality of EOL care for this medically underserved population.  

Key stakeholders for this project include CHC administrators, managers, providers, 

ancillary staff (licensed practical nurses, medical assistants, and social workers), patients, their 

families and community advocates. CHC administrators and managers will need to value the 

research being conducted before granting permission for the research to proceed. CHC providers 

are essential to the delivery of ACP so their input and backing is crucial. Ancillary staff is able to 

reduce provider burden by assisting with some aspects of ACP, such as helping the provider 

recognize a patient’s need for ACP or assisting a patient with filling out an AD form. Patients 

and their family members are vital stakeholders because they are on the receiving end of ACP; 

information should be tailored to meet their specific needs. Finally, community advocates are 

vital stakeholders as they are trusted members of the community. These individuals have the 

ability to raise community awareness about the need for ACP. Input from each of these 

stakeholders is essential to ensure optimal outcomes for the population being studied. 

Study Question 

What are Arizona CHC primary care providers’ current practices, knowledge and personal 

attitudes related to ACP? 

Concepts 

 ACP “refers to the whole process of discussion of EOL care, clarification of related values 

and goals, and embodiment of preferences through written documents and medical orders. This 
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process can start at any time and be revisited periodically, but it becomes more focused as health 

status changes. Ideally, these conversations (1) occur with a person’s health care agent and 

primary clinician, along with other members of the clinical team; (2) are recorded and updated as 

needed; and (3) allow for flexible decision making in the context of the patient’s current medical 

situation” (IOM, 2015, p. 122).  

CHCs provide affordable, primary health care services to low income families, the 

medically underserved and high-risk, vulnerable populations (National Association of 

Community Health Centers [NACHC], n.d.). 

EOL decisions include identifying a health care proxy, choices about EOL medical and 

nonmedical treatment and comfort, and are usually written in legal document known as an AD 

(IOM, 2015). 

FRAMEWORK & SYNTHESIS OF EVIDENCE 

Theoretical Framework 

The theoretical framework identified to support this project is the “Theory of Planned 

Behavior” (TPB). This social cognitive theory focuses on individual motivational influences that 

can be used to explain or predict behaviors and intent (Madden, Ellen, & Ajzen, 1992). This 

theory has been used with health care professionals’ to predict professional behaviors in areas 

such as clinical practice, compliance with guidelines, and counseling of patients (Godin, 

Bélanger-Gravel, Eccles, & Grimshaw, 2008). Assessing CHC primary care providers’ current 

practices, knowledge and personal attitudes related to ACP using the TPB will allow the 

researcher to identify modifiable individual influences that support or hinder ACP delivery in a 

CHC. These findings can then be used to develop interventions that support positive behavior 
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change related to ACP delivery among CHC primary care providers’. Data can also be used to 

explain the intent and behaviors of CHC providers’ related to ACP giving the researcher a 

greater understanding of the individual and organizational factors that influence ACP delivery in 

this setting. This information will contribute to improved strategies for ACP delivery in a CHC 

leading to improved quality of EOL care for this underserved population.  

The TPB is an extension of the “Theory of Reasoned Action” (TRA), which was 

originally developed by Azjen and Fishbein in 1975 (Madden et al., 1992). The TRA proposes 

that the level of an individual’s behavioral intent is most likely to determine whether or not the 

individual will perform a certain behavior (Montaño & Kasprzyk, 2008). As explained by Azjen 

(1991), “intentions are assumed to capture the motivational factors that influence a behavior; 

they are indications of how hard people are willing to try, of how much of an effort they are 

planning to exert, in order to perform the behavior” (p. 181). According to the TRA there are two 

determinants related to an individual’s behavioral intention: attitude and subjective norm 

(Montaño & Kasprzyk, 2008). The TPB was created by adding a third determinant to the TRA, 

which is perceived behavioral control; see Figure 1 for a visual representation of this theory 

(Montaño & Kasprzyk, 2008). 
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FIGURE 1. The Theory of Planned Behavior. Adapted from, “Theory of Reasoned Action, 
Theory of Planned Behavior, and the Integrated Behavior Model,” by D. E. Montaño, and D. 
Kasprzyk, D., 2008, Health behavior and health education: Theory, research, and practice, p. 
70, San Francisco, CA: Jossey-Bass. Copyright 2008 by John Wiley & Sons, Inc. 
 

The first determinant of behavioral intention is attitude. This refers to an individual’s 

attitude, either positive or negative, toward carrying out a behavior and is influenced by 

behavioral beliefs (Montaño & Kasprzyk, 2008). Behavioral beliefs are an individual’s personal 

ideas about the outcome of performing a certain behavior and subsequent evaluation of the value 

of that outcome (Montaño & Kasprzyk, 2008). For example, if a primary care provider has a 

strong belief that a positive outcome will result from initiating ACP with their patient, then they 

will have a positive attitude toward initiating ACP. This equates to stronger intention and a 
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higher likelihood of performing a certain behavior (i.e., initiating ACP). On the other hand, if a 

primary care provider has a strong belief that a negative outcome will result from initiating ACP 

with their patient, then they will have a negative attitude toward initiating ACP. This equates to a 

weaker intention and lower likelihood of performing a certain behavior (i.e., initiating ACP).  

The second determinant of behavioral intention is subjective norm. This refers to an 

individual’s perception of social pressures, either positive or negative, to perform a certain 

behavior and is influenced by normative beliefs (Montaño & Kasprzyk, 2008). Normative beliefs 

refer to the extent of an individual’s perception that those important to them (e.g., manager, 

coworker, or spouse) approve or disapprove of a certain behavior along with how motivated the 

individual is to conform to these outside expectations (Montaño & Kasprzyk, 2008). For 

example, if a primary care provider has the belief that their manager expects ACP to be initiated 

with all adult patients and they’re motivated to meet that expectation, they will hold a positive 

subjective norm. This equates to stronger behavioral intention. On the other hand, if a primary 

care provider has the belief that their manager does not approve of initiating ACP with all adult 

patients then they’ll hold a negative subjective norm. This equates to a weaker behavioral 

intention. Finally, if the individual believes initiating ACP is a managerial expectation but they 

are unmotivated to meet their manager’s expectations, they will hold a neutral subjective norm 

which equates to a neutral behavioral intent (Montaño & Kasprzyk, 2008).  

The last determinant of behavioral intention is perceived behavioral control (Montaño & 

Kasprzyk, 2008). This refers to an individual’s perception of the level of effort required to carry 

out a certain behavior and is influenced by control beliefs (Montaño & Kasprzyk, 2008). Control 

beliefs refer to “the presence or absence of facilitators and barriers to behavioral performance, 
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weighted by their perceived power or the impact of each control factor to facilitate or inhibit the 

behavior” (Montaño & Kasprzyk, 2008, p. 71). Control beliefs can be a reflection of both 

internal (e.g., ability or skills) and external factors (e.g., time and resources) (Godin & Kok, 

1996). For example, if a primary care provider has taken a course in ACP and feels comfortable 

addressing EOL care issues they will have more perceived behavioral control related to initiating 

ACP. This equates to a stronger behavioral intention and greater likelihood of performing the 

behavior. On the other hand, if a primary care provider has never been trained on EOL care 

issues or ACP they will have less perceived behavioral control and may feel less skilled to 

initiate ACP. This equates to a weaker behavioral intention and less likelihood of performing the 

behavior. See Figure 2 for an example application of the TPB related to a primary care provider 

positive decision to initiate ACP in a CHC.  
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FIGURE 2. An example application of the Theory of Planned Behavior related to a primary care 
provider positive decision to initiate advance care planning (ACP) in a community health center. 
Adapted from, “Theory of Reasoned Action, Theory of Planned Behavior, and the Integrated 
Behavior Model,” by D. E. Montaño, and D. Kasprzyk, D., 2008, Health behavior and health 

education: Theory, research, and practice, p. 70, San Francisco, CA: Jossey-Bass. Copyright 
2016 by Heidi Clouser. 
 
 A general rule of the TPB is that the stronger an individual’s intent to perform a certain 

behavior the more likely they are to actually perform the behavior (Azjen, 1991).  Using the TPB 

and assessing CHC primary care providers’ current practices, knowledge and personal attitudes 

related to ACP will allow the researcher to identify individual motivational factors that increase 

or decrease the likelihood of initiating ACP. By identifying provider attitudes, normative beliefs 

and perceived behavioral control related to ACP, the researcher can recommend targeted 
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interventions that support positive behavior change related to ACP delivery among CHC primary 

care providers’. These findings will contribute to the development of optimal strategies for 

improving ACP delivery in a CHC leading to improved quality of EOL care for the population 

served. 

Synthesis of Evidence 

A literature search was undertaken to identify current research related to ACP among 

primary care providers’ in the primary care setting. Multiple searches were conducted using the 

PubMed, CINAHL, PsycINFO and Google Scholar electronic databases. The following search 

terms were used in various combinations: advance care planning, advance directive, living will, 

general practitioner, family physician, ethnic groups, minority groups, racial disparity, primary 

care, family practice, community health center, attitude, perception, economics and health care 

costs. Search filters applied were publication date 10 years (2006-2016), English language and 

abstract available. Studies included for review discussed ACP in the primary care setting, 

benefits of ACP, patient and provider barriers and facilitators to ACP, interventions that improve 

ACP, ACP among racially disparate populations and the economic impact of ACP. Excluded 

studies were those greater than ten years old, included pediatrics or did not relate to the proposed 

project. A total of 14 studies (12 quantitative, 2 qualitative) applicable to the project were 

included for analysis (see Tables 1 and 2).
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TABLE 1. Appraisal of Quantitative Evidence 
Reference Study 

Design, Sample 

& Setting 

Intervention, 

Control Group 

Methods Main Outcome 

Measures 

Results Challenges to Scientific 

Rigor 

Baughman, K. R., 
Ludwick, R. E., 
Merolla, D. M., 
Palmisano, B. R., 
Hazelett, S., 
Winchell, J., & 
Hewit, M. (2012). 
Professional 
judgements about 
advance care 
planning with 
community-dwelling 
consumers. Journal 

of Pain and Symptom 

Management, 43(1), 
10-19. 

Design: non-
intervention 
quantitative study 
design. 
 
Sample: n=182 
community-based 
long-term care 
(CBLTC) 
providers  
 
Female (65.9%), 
White (79.7%), 
personal 
experience with 
advance care 
planning (ACP) 
(81%) & average 
age = 47 years.  
 
Setting: 3 Area 
Agencies on 
Aging located in 
the Midwestern 
U.S. 

n/a. Data collection: factorial 3-
part study questionnaires & 
vignettes with randomly 
assigned situational features 
of a hypothetical consumer 
were submitted to 
participants.  
 
Measures included 
consumer’s situational 
features, such as 
demographics, diagnosis, 
pain level, level of 
functioning, & caregiver 
involvement.  
 
Personal characteristics of 
the CBLTC provider 
included demographics, 
discipline, past experience 
with ACP & attitudes 
toward ACP. 
 
Data analysis: hierarchical 
linear model & SAS 
statistical package, version 
9.1 was used to analyze 
data. Statistical significance 
set at P < 0.05. 

CBLTC provider 
judgments as to 
whether a 
consumer is in 
need of ACP. 
 
Compare 
influence of 
situational 
features of the 
consumer with 
the influence of 
personal 
characteristics 
of the CBLTC 
provider. 

Most variability in ACP 
decisions was result of 
differences among CBLTC 
providers (64%) rather than 
consumers’ situational 
features.  
 
Positive decisions to discuss 
ACP associated with 
consumers who needed 
assistance with legal issues 
and had a cancer diagnosis; 
these variables explained 
8% of the vignette level 
variance.  
 
Significant personal 
characteristics of the 
CBLTC provider included a 
nursing background, less 
direct contact with 
consumers, past experience 
with ACP, & positive 
attitudes toward ACP; these 
variables explained 41% of 
the person-level variance. 

Internal Validity  
Study limited to small 
sample of predominately 
White, middle aged 
females creating potential 
selection bias. 
 
Low response rate (63%), 
threatening validity.  
 
External Validity 
Study limited to CBLTC 
providers in Midwestern 
US, limiting 
generalizability. 

Bravo, G., Dubois, 
M. F., & Wagneur, B. 
(2008). Assessing the 
effectiveness of 

Design: 
Systematic 
review, meta-
analysis. 

Purpose was to 
identify the 
effectiveness of 
past interventions 

Data Collection: literature 
search using 11 databases 
from the year 1985 to April 
2005. A data abstraction 

Completion rate 
of formal ADs or 
informal ADs 
communicated to 

ACP information 
interventions presented 
orally over multiple visits 
were the most successful at 

Internal Validity 
Informal ADs rely on self-
report, threatening validity. 
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Reference Study 
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interventions to 
promote advance 
directives among 
older adults: A 
systematic review 
and multi-level 
analysis. Social 

Science & Medicine, 

67, 1122-1132. 

 
Sample: n=55 
studies, either 
single group or 
randomized 
controlled trials 
(RCT) were 
included. 
 
Studies were 
included if 
reported the 
completion rate of 
health care or 
research advance 
directives (AD) 
following an 
intervention 
targeting adults of 
any age & health 
condition. 
 
No language 
restrictions. 
 
Setting: Multiple. 

aimed at promoting 
ADs for health care 
& research. 

form was used by 3 separate 
reviewers & discrepancies 
addressed prior to data 
being pooled.  
 
Data Analysis: statistical 
and multi-level analyses 
strategies. 
 

provider or 
family/friends. 

increasing AD completion 
rates.  
 
 

External Validity 
Over half of participants 
were outpatients, limiting 
overall generalizability.  

Brinkman-
Stoppelenburg, A., 
Rietjens, J. A., & van 
der Heide, A. (2014). 
The effects of 
advance care 
planning on end-of-
life care: A 

Design: 
Systematic 
review. 
 
Sample: n=113 
studies included 
in review. 
 

Purpose was to 
present effects of 
ACP on end of life 
(EOL) care.  

Data Collection: search 
conducted in: PubMed, 
EMBASE & PsycINFO. 
Included 
studies were in English 
language from 
January 2000 - December 
2012. 

What are the 
effects of ACP 
on EOL care. 

ACP found to ↓ life-
sustaining treatment, ↑ use 
of hospice & palliative care 
& prevent hospitalization. 
Complex ACP interventions 
seem to ↑ compliance with 
patients’ EOL wishes. 
 

Internal Validity 
Nonpublished and non-
English trials were not 
selected for review 
creating potential selection 
bias. 
 
External Validity 
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systematic review. 
Palliative Medicine, 

28(8), 1000-1025. 

Most studies were 
observational 
(95%), the rest 
experimental. 
 
Setting: majority 
of studies 
originated in US 
(81%) & were 
performed in 
hospitals (49%) or 
nursing homes 
(32%). 

 
Studies included if they 
described comparative 
empirical research on the 
effects of ACP in which a 
comparison was made 
between patients who did 
and who did not participate 
in ACP. Data extracted 
using a standardized data 
extraction form. 
 
Effects had to pertain to 
medical treatment in the last 
phase of life, compliance 
with patients’ end-of-life 
wishes, place of care and 
place of death, patients’ 
and/or their families’ 
satisfaction with care and 
prevalence or severity of 
symptoms. 
  
Data Analysis: effect of 
ACP classified as being 
associated with a ↓, ↑, or no 
difference in specific EOL 
outcomes.  

Evidence shows that ACP 
can positively impact EOL 
care.  

Over 80% of studies were 
conducted in US & were 
conducted in hospital or 
nursing home settings, 
limiting overall 
generalizability. 

De Vleminck, A., 
Houttekier, D., 
Pardon, K., 
Deschepper, R., Van 
Audenhove, C., 
Vander Stichele, R., 

Design: 
Systematic 
review. 
 
Sample: n=16 
studies included 

Purpose was to 
identify factors that 
hinder or facilitate 
general 
practitioners’ (GP) 
in engaging in ACP 

Data Collection: search 
conducted in: PubMed, 
CINAHL, EMBASE, 
PsycINFO. . Included 
studies were in English 
language from 1990 – 2011. 

Perceived 
barriers & 
facilitators for 
GPs in engaging 
in 
ACP & EOL 

Stronger evidence found for 
the following barriers: lack 
of skills to deal with 
patients’ vague requests, 
difficulties with defining the 
right moment, the attitude 

Internal Validity 
Nonpublished and non-
English trials were not 
selected for review 
creating potential selection 
bias. 
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& Deliens, L. (2013). 
Barriers and 
facilitators for 
general practitioners 
to engage in advance 
care planning: A 
systematic review. 
Scandinavian Journal 

of Primary 
Health Care, 31, 215-
226. 

in review. 
 
8 qualitative & 7 
cross-sectional 
studies were 
included in the 
review. 
 
Setting: US (4) 
UK (4), 
Netherlands (2), 
Australia (2), 
Belgium (1), 
Canada (1), 
Singapore (1), 
& Israel (1). 

with patients.  
Studies screened, graded for 
quality, & analyzed 
independently by 2 authors; 
studies that reported 
perception by GPs of 
barriers and facilitators to 
engagement in ACP were 
included. 
 
Data Analysis: study 
characteristics included 
were extracted to a 
standardized data-extraction 
form. 
 
Barriers & facilitators 
identified were categorized 
as GP characteristics, 
perceived patient factors, or 
health care system 
characteristics. 

discussions with 
patients. 
 
 

that it is the patient who 
should initiate ACP, and 
fear of depriving patients of 
hope.  
 
Stronger evidence was 
found for following 
facilitators: accumulated 
skills, ability to foresee 
health problems in the 
future, skills to respond to 
patient’s initiation of ACP, 
personal convictions about 
who to involve in ACP, 
longstanding patient-GP 
relationship & discussions 
in the home setting. 
 
ACP initiation may be 
improved by targeting the 
GPs’ skills, attitudes, and 
beliefs but changes in health 
care organization & 
financing could also 
contribute. 

 
External Validity 
Studies were limited to GP 
perceived 
barriers/facilitators to 
ACP. Patient perceived 
barriers/facilitators to ACP 
should also be researched 
as patients are central to 
the ACP process. This may 
limit generalizability.  
 
Small number of relevant 
studies included in review.  

Dixon, J., Matosevic, 
T., & Knapp, M. 
(2015). The 
economic evidence 
for advance care 
planning: Systematic 
review of evidence. 
Palliative Medicine, 

29(10), 869-884. 

Design: 
Systematic 
review. 
 
Sample: n=18 
studies included 
in review. 
 
Non-intervention 

Purpose was to 
summarize 
literature reporting 
on potential 
economic 
outcomes related to 
ACP. 

Data Collection: a search 
conducted in: PubMed, 
ProQuest, CINAHL, 
EconLit, PsycINFO, 
SocINDEX & International 
Bibliography of the Social 
Sciences. Included studies 
were English language, peer 
reviewed journal articles 

Economic 
outcomes related 
to ACP.  

ACP associated with 
healthcare savings for some 
individuals in certain 
circumstances (e.g. 
individuals living with 
dementia in the community, 
individuals in nursing 
homes or in areas with high 
EOL care spending).  

Internal Validity 
Many included studies 
were observational, which 
can lead to selection bias.  
 
Studies limited to 
published, English 
language creating potential 
selection bias.  
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studies (8), 
intervention 
studies (10). 
 
Setting: US (14) 
UK (2), Canada 
(1) & Singapore 
(1). 

from 1990 – 2014. 
 
Data Analysis: Chi-square 
test and meta-analysis. 

 
ACP not likely to be > 
expensive than usual care.  

 
External Validity 
Small number of relevant 
studies included in review. 

Houben, C. H., 
Spruit, M. A., 
Groenen, M. T., 
Wouters, E. F., & 
Janssen, D. J. (2014). 
Efficacy of advance 
care planning: A 
systematic review 
and meta-analysis. 
Journal of the 

American Medical 

Directors 

Association, 15(7), 
477-489.  

Design: 
Systematic 
review, meta-
analysis 
 
Sample: n=55 
RCT studies 
describing ACP 
intervention 
efficacy in adult 
populations. 
 
Studies written in 
English language. 
 
Setting: Multiple. 

Interventions 
classified as either: 
leading to 
completion of an 
AD or having a 
component 
pertaining to 
communication 
about ACP. 

Data Collection: 
Computerized literature 
search: PubMed & 
Cochrane Central Register 
of Controlled Trials from 
the year 1966 to September 
2013. A data abstraction 
form was used & data 
quality was assessed using 
the Physiotherapy Evidence-
based Database (PEDro) 
Scale.  
 
 
Data Analysis: Chi-square 
test and meta-analysis 
strategies. 
 

Completion of 
AD & 
occurrence of 
EOL discussions.  

ACP interventions ↑: AD 
completion, occurrence of 
EOL discussion preferences, 
concordance between 
patient’s EOL care 
preferences and care 
received. 
 
ACP interventions also 
improve quality of 
communication between 
patients and their families. 
 
No founded detrimental 
effect on anxiety, depression 
or psychological well-being 
of patients.   
 

Internal Validity 
Many included studies had 
unblinded outcome 
assessors. 
 
Nonpublished and non-
English trials were not 
selected for review 
creating potential selection 
bias. 
 
External Validity 
Sample characteristics: 
over 55% of studies 
included were considered 
“low quality”. 
 
Meta-analysis calculations 
were not possible for many 
secondary outcome 
measures, potentially 
limiting review validity. 

Mack, J. W., Weeks, 
J. C., Wright, A. A., 
Block, S. D., & 
Prigerson, H. G. 

Design: 
longitudinal 
multi-institutional 
cohort study. 

Study measured 
baseline 
preferences for 
life-extending 

Statistical analysis: Chi 
square test, K statistic, 
McNemar’s test and 
multivariate analysis 

Baseline EOL 
treatment 
preferences 
 

68% of patients received 
EOL care consistent with 
baseline preferences.  
 

Internal Validity 
Relied on patient report of 
whether or not EOL 
discussions took place with 
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(2010). End-of-life 
decisions, goal 
attainment, and 
distress at the end of 
life: Predictors and 
outcomes of receipt 
of care consistent 
with preferences. 
Journal of Clinical 

Oncology, 28(7), 
1203-1208. 

 
Sample: n=325 
 
45% female, 65% 
white, mean age 
58.  
 
Participant 
criteria: cancer 
with metastasis, 
failed 
chemotherapy, ≥ 
age 20, have 
identified unpaid 
caregiver. 
 
Setting: 4 sites 
located in:  
New Haven 
& West Haven, 
CT, Dallas, TX, 
Boston, MA, & 
Hooksett, NH. 

versus symptom-
directed care and 
compared it to 
actual EOL care 
received 
 
Preferences 
assessed a median 
of 125 days before 
death. 
 

Actual EOL 
treatment 
received 
 
Receipt of care 
consistent with 
preferences 
 
Other outcomes: 
 
Quality of life 
and distress 
 
Survival 

Somewhat higher proportion 
among patients who 
recognized they were 
terminally ill (74%; p=.05); 
these patients were also > 
likely to prefer symptom-
directed care (83% v 66%; 
p=.003).  
 
17% of patients aware they 
were terminally ill still 
wanted life-extending care. 
 
Patients reporting discussing 
their wishes for EOL care 
with a physician (39%) were 
> likely to receive care 
consistent with preferences, 
both in the full sample (odds 
ratio [OR] = 2.26; P=.0001) 
& among patients who were 
aware they were terminally 
ill (OR=3.94; P=.0005).  
 
Physical distress was ↓ 
(mean score, 3.1 v 4.1; 
P=.03) among patients who 
received no life-extending 
measures when this was 
consistent with their 
preferences. 

provider, creating potential 
bias. 
 
External Validity 
Sample characteristics: 
mostly white participants, 
all with terminal cancer, 
limited generalizability. 

Nicholas, L. H., 
Langa, K. M., 
Iwashyna, T. J., & 

Design: 
Retrospective 
cohort study. 

Cohort study 
examined regional 
variation in 

Data Collection: collected 
from the Health and 
Retirement Study of 

Medicare 
expenditures, 
life-sustaining 

ADs specifying limits in 
care associated with ↓ 
spending in HRRs with high 

Internal Validity 
Relied on Medicare claims 
only for utilization, 
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Weir, D. R. (2011). 
Regional variation in 
the association 
between advance 
directives and end-of-
life Medicare 
expenditures. JAMA, 

306 (13), 1447-1453. 

 
Sample: n=3,302 
Medicare 
beneficiaries who 
died between 
1998 -2007. 
 
Mean age at death 
was 82.8. 56% 
were female. 
 
Setting: US 

associations 
between treatment-
limiting AD use, 
EOL Medicare 
expenditures & use 
of palliative and 
intensive 
treatments. 

Medicare beneficiaries.  
 
Beneficiaries were linked to 
Medicare claims and the 
National Death Index. 
 
Data Analysis: multivariable 
regression models examined 
associations between AD, 
EOL Medicare expenditures 
and treatments by level of 
Medicare spending in the 
decedent’s Hospital Referral 
Region (HRR). 
 
 

treatments, 
hospice care & 
in-hospital death 
over the last 6 
months of life. 

average levels of EOL 
expenditures (−$5,585 per 
decedent, 95% CI −$10903 
to 
−$267).  
 
No difference in spending in 
HRRs with low or medium 
average levels of EOL 
expenditures.  
 
ADs associated with ↓ 
adjusted probabilities of in-
hospital death in high- and 
medium-spending regions 
(−9.8%, 95% CI −16 – −3 in 
high spending; −5.3%, 95% 
CI −10% to −0.4%).  
 
ADs associated with ↑ 
adjusted probabilities of 
hospice use in high- and 
medium-spending regions 
(17%, 95% CI 11% − 23% 
in high-spending regions, 
11%, 95% CI 6% to 16% in 
medium-spending), but not 
in low-spending regions. 
 
ADs specifying limits in 
EOL care associated with ↓ 
levels of Medicare 
spending, ↓ likelihood of in-
hospital death, and ↑ 

excluding other payers & 
creating potential bias. 
 
External Validity 
Setting confined to US 
only, limiting overall 
generalizability.  
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utilization of hospice care in 
high spending regions. 

Ramsaroop, S. D., 
Reid, M. C., 
&Adelman, R. D. 
(2007). Completing 
an advance directive 
in the primary care 
setting: What do we 
need for success? 
JAGS, 55(2), 277-
283. 

Design: 
Systematic 
review, meta-
analysis. 
 
Sample: n=18 
studies included 
in review. 
 
RCT (12), quasi-
experimental 
study (2), 
prospective study 
(2), observational 
study (1), & 
retrospective 
cohort study (1). 
 
Setting: multiple: 
VA primary care 
(PC) clinics, 
geriatric clinics, 
Health 
maintenance 
organization PC 
clinics, internal 
medicine 
residency clinics, 
& PC offices. 

Purpose was to 
identify & evaluate 
studies aimed at 
↑AD completion 
rates in the primary 
care setting. 

Data Collection: Medline, 
Mantis, & Health & 
Psychosocial Instruments 
databases were used. 
Original English-language 
studies published from 
January 1, 1991- July 1, 
2005 were selected if study 
was designed to ↑ AD 
completion in a primary 
care setting. 
 
Data Analysis: study data 
abstracted by 3 
investigators, critically 
reviewed, then evaluated 
using meta-analytic 
techniques to quantify each 
intervention’s effects. 

Successful 
interventions 
designed to ↑ AD 
completion in the 
primary care 
setting. 

Most studies employed 
multimodal AD 
interventions. Most 
common approach = 
educational materials 
directed at patients (through 
mailing or at visit) along 
with a patient–healthcare 
provider interaction in a 
group or individual setting 
(n=7).  
 
Absolute differences in AD 
completion rates varied 
from a high of 44% (favors 
intervention) to a low of –
2% (favors control). 
 
Passive education of 
patients using written 
materials (without direct 
counseling) was relatively 
ineffective for ↑ AD 
completion rates in primary 
care. 

Internal Validity 
Studies limited to original, 
English language creating 
potential selection bias.  
 
External Validity 
Small number of relevant 
studies included in review. 
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Rao, J. K., Anderson, 
L. A., Lin, F. C., & 
Laux, J. P. (2014). 
Completion of 
advance directives 
among U.S. 
consumers. American 

Journal of Preventive 

Medicine, 46(1), 65-
70. 

Design: 
Quantitative 
survey research. 
 
Sample: n=7946 
 
Male (49%), 
White (66%), high 
school graduate 
(24%), married 
(71%), income ≥ 
75K (37%). 
 
Setting: US 

Purpose was to 
characterize US 
adults without an 
AD & examine 
factors associated 
with AD 
completion. 

Data Collection: data from 
adults aged ≥ 18 years who 
participated in the 2009 or 
2010 Health Styles Survey, 
a mail panel survey 
designed to be 
representative of the US 
population. 
 
Data Analysis: likelihood 
ratio tests examined 
associations between AD 
completion & demographic 
& socioeconomic variables 
(education, income, 
employment status); 
presence of a chronic 
condition; regular source of 
health care; and self-
reported EOL concerns or 
discussions.  
 
Multiple logistic regression 
analyses identified 
independent predictors 
related to AD completion. 

AD completion 
rates. 
 
Factors 
associated with 
AD completion. 

26.3% had an AD.  
 
Most frequently reported 
reason for not having one = 
lack of awareness.  
 
AD completion associated 
with older age, more 
education, and higher 
income and was less 
frequent among non-white 
respondents. 
 
Respondents with ADs 
more likely to report having 
a chronic disease & a 
regular source of health 
care.  
 
ADs less frequent among 
those reporting not knowing 
if they had an EOL concern. 

Internal Validity 
Studies limited to 
community dwelling 
adults, potentiating 
selection bias. 
 
Survey analyzed self-
reported behaviors as 
factors for AD completion, 
creating potential recall 
bias. 
 
External Validity 
Survey conducted in US 
with primarily non-ethnic 
respondents (66% White), 
limiting overall 
generalizability.  

Tamayo-Velázquez, 
M., Simón-Lorda, P., 
Villegas-Portero, R., 
Higueras-Callejón, 
C., Garcia-Gutiérrez, 
J., Martinez Pecino, 
F., & Barrio-
Cantalejo, I. (2010). 

Design: Meta-
analysis of 
systematic 
reviews. 
 
Sample: n=7 
studies included 
in review.  

Review sought to 
identify, appraise 
and synthesize 
results of SRLs that 
examines 
effectiveness of 
interventions to ↑ 
AD completion 

Data Collection: search of 
databases: The Cochrane 
Library, MEDLINE, Trip 
Database, CINAHL, 
PsycINFO, EMBASE, 
Social Sciences Citation 
Index, Science Citation 
Index & ERIC. 

Interventions 
effective in 
promoting use of 
ADs & ↑ AD 
completion rates. 

Most effective method of ↑ 
the use of ADs is combo of 
informative material & 
repeated conversations over 
multiple clinic visits.  
 
Passive informative material 
alone doesn’t significantly ↑ 

Internal Validity 
Only 3 studies evaluated 
included meta-analysis. 
 
Only 1 study evaluated 
included non-English 
articles, creating potential 
selection bias. 
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Interventions to 
promote the use of 
advance directives: 
An overview of 
systematic reviews. 
Patient Education 

and Counseling, 80, 

10-20. 

 
Included studies 
were systematic 
reviews of the 
literature (SRLs) 
 
Setting: multiple 
non-acute care 
settings (e.g. 
primary care, 
clinical setting, 
nursing homes, 
outpatient 
settings, senior 
centers). 

rates.  
No limits on date, language 
or publication status were 
used.  
 
Data Analysis: authors 
conducted a narrative 
review on eligible studies. 

AD completion rates.  
 
When interactive 
informative 
interventions are used, AD 
completion rates ↑ & the 
majority of studies identify 
multiple sessions as most 
effective for direct 
interaction between patients 
& health care clinicians.  

 
External Validity 
Non-English studies were 
included in literature 
search, but only English 
studies met eligible 
criteria, limiting 
generalizability.  

Tung, E. E., & North, 
F. (2009). Advance 
care planning in the 
primary care setting: 
A comparison of 
attending staff and 
resident barriers. 
American Journal of 

Hospice & 
Palliative Medicine, 

26(6), 456-463. 

Design: 
Quantitative 
descriptive study. 
 
Sample: n=94 
 
Demographic 
information not 
obtained.  
 
Among staff 
providers, the 
average length of 
time in practice 
was 17.25 years. 
 
Setting: Division 
of Primary Care 
Internal Medicine 

Purpose was to 
explore & contrast 
staff provider & 
resident 
physicians’ 
experiences with 
ACP & identify 
barriers to this 
process in the 
primary care 
setting. 

Data collection: 17-item 
survey administered to staff 
primary care providers and 
internal medicine residents. 
 
Data Analysis: descriptive 
statistics used to analyze 
provider survey results. 
Provider preferences & 
barriers were identified, 
then Fisher’s exact test was 
used to determine 
differences in survey 
answers between staff 
providers and the resident 
physicians.  
 
JMP statistical software, 
version 7.01 used for 

1. Identify 
provider barriers 
that would help 
guide the design 
of interventions 
aimed at ↑rates 
of ACP. 
 
2. Identify 
differences 
in approaches to 
ACP between 
staff PCPs 
(attending 
physicians and 
mid-level 
providers) & 
internal medicine 
residents. 

Staff providers > likely to 
discuss ACP after 
prompting from patients’ 
family members (P < .02) or 
after a change in health 
status (P < .02) & were 
more likely to believe that 
non-physician members of 
the care team should 
counsel patients about ACP.  
 
Majority of respondents 
cited system-based barriers 
as impediments to ACP. 

Internal Validity 
Small sample size & low 
provider response rate 
(65%). 
 
No provider demographic 
information available, 
potential selection bias.  
 
External Validity 
Survey conducted in one 
medical clinic in MN, 
limiting overall 
generalizability. 
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(Mayo Clinic, 
Rochester, MN). 

analysis. 
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TABLE 2. Appraisal of Qualitative Evidence 
Reference 

 

Qualitative Study 

Approach 

Sample and 

Setting 

Methods for Data Collection and 

Data Analysis 

Findings Challenges to Trustworthiness 

Cohen, M. J., 
McCannon, J. B., 
Edgman-Levitan, S., 
& Kormos, W. A. 
(2010). Exploring 
attitudes toward 
advance care 
directives in two 
diverse settings. 
Journal of Palliative 
Medicine, 13(12), 
1427-1432. 

Grounded theory 
qualitative study. 

Sample: n=39 
 
Latino (n=20) & 
Cambodian (n=19) 
ethnicities. 
 
Over half of 
participants 
completed some 
secondary school. 
 
Setting: 2 community 
health centers part of 
a single institution in 
Massachusetts. 

Data Collection: 6 focus group 
interviews were conducted using 
audiotape & lasting 90 minutes. 
 
2 bilingual (English & Spanish) 
physicians led the Latino focus 
groups & a bilingual (English and 
Khmer) community leader led the 
Cambodian groups.  
 
Interview guide using open-ended 
questions translated into 
Cambodian and Spanish were used 
& questions focused on 
understanding attitudes about 
advance directives (AD) to better 
understand potential barriers to 
completion.  
 
The number of focus groups was 
determined by information 
saturation. 
 
Data Analysis: interviews were 
transcribed & analyzed to identify 
major themes regarding attitudes 
toward ADs & engaging in 
discussions about advance care 
planning (ACP). 

2 broad themes were 
Identified: integration of 
belief systems & process/ 
preferences regarding 
decision making. 
 
Subcategories of destiny, 
quality of life & family roles 
were most important.  
 
Lack of knowledge of ADs 
was present in both groups 
(universal). 

-Study conducted in 1 institution 
with small sample size, limiting 
generalizability. 
 
-Study included participants from 
only 2 ethnicities, limiting 
generalizability & transferability. 
 
-During focus groups, some 
participants were more dominant 
than others in voicing their 
opinions, creating potential bias.  

Schickedanz, A. D., 
Schillinger, D., 
Landefeld, C. S., 
Knight, S. J., 
Williams, B. A., & 

Qualitative 
descriptive study.  

Sample: n=143.  
 
Inclusion criteria: 
English or Spanish 
speaking & ≥ 50 

Data Collection: participants given 
2 AD forms to review. 
 
Telephone interviews conducted 6 
months later by bilingual research 

40% of participants did not 
contemplate ACP, 46% did 
not discuss with family or 
friends, 80% did not discuss 
with their general 

-Study limited to small sample of 
older adults from one general 
medicine clinic limiting 
generalizability & transferability.  
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Sudore, R. L. (2009). 
A clinical framework 
for improving the 
advance care planning 
process: Start with 
patients’ self-
identified barriers. 
JAGS, 57(1), 31-39. 

years of age & 
enrolled in an AD 
preference study.  
 
Mean age of 
participants = 61. 
 
Literacy assessed 
using Short Form 
Test of Functional 
Health Literacy in 
Adults (s-TOFHLA). 
 
Setting: General 
medicine clinic in 
San Francisco, CA. 

assistants using open & closed 
ended questions. Open ended 
question responses were 
transcribed verbatim.  
 
Data Analysis: Qualitative content 
analysis & descriptive statistics 
(chi-square & t-tests) were used.  
 
Interviews reviewed for thematic 
analysis. A thematic coding 
schema was developed to identify 
overarching themes. Themes were 
first identified by investigators, 
later refined by clinician group 
meetings and finalized by expert 
panel review.  

practitioner, and 90% did not 
document ACP wishes. 
 
6 overarching barrier themes 
identified: perception that 
ACP is irrelevant (84%), 
personal barriers (53%), 
relationship concerns (46%), 
information needs (36%), 
health encounter time 
constraints (29%) and 
problems with AD form 
(29%).  

-Study information based on self-
report, which may have led to 
recall bias.   
 
-Participants were presented with 
a predefined list of individual 
barriers before being asked open-
ended questions, which may have 
produced biased answers and 
decreased the amount of barriers 
cited. 
 
-Data saturation not addressed.  
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Benefits of Advance Care Planning 

A systematic review conducted by Brinkman-Stoppelenburg et al. (2014) reviewed the 

effects of ACP on end of life (EOL) care. Researchers found that ACP reduced or prevented in-

hospital deaths, reduced futile EOL care treatments and increased utilization of palliative and 

hospice care at the EOL (Brinkman-Stoppelenburg et al.). The review also noted that more 

complex ACP interventions were associated with improved concordance between a patient’s 

EOL care wishes and care received as well as increased patient satisfaction with care received 

(Brinkman-Stoppelenburg et al.). An additional study with similar findings was conducted to 

identify the effects of ACP interventions among different adult populations (Houben et al., 

2014). Researchers analyzed 55 papers using a systematic review and meta-analysis study design 

(Houben et al.). Findings of the review were that ACP interventions increase discussions about 

ACP, improve advance directive (AD) completion rates, improve concordance between EOL 

care preferences and care received, and improve the quality of communication between patients, 

family members and providers (Houben et al.). Mack, Weeks, Wright, Block and Prigerson 

(2010) conducted a quantitative study among cancer patients and also found that those who 

discussed EOL care wishes with their physician were more likely to receive EOL care consistent 

with their preferences. Additionally, physical distress was found to be lower among those that 

forewent life-sustaining EOL treatments when that was consistent with their EOL wishes (Mack 

et al., 2010). No studies have shown ACP participation to be associated with undesirable 

psychological effects such as increased stress, anxiety or depression among patients or families 

(Brinkman-Stoppelenburg et al.; Houben et al.). 
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Advance Care Planning in the Primary Care Setting 

Research supports that EOL discussions should occur over several health care visits and 

before a medical crisis occurs (Houben et al.; Tamayo-Velazquez et al., 2010; Tilden et al., 

2011). As a result, the primary care setting is ideal for initiating these important discussions 

(Houben et al.; Spoelhof & Elliott, 2012; Tamayo-Velazquez et al.). Moreover, this topic is 

currently being addressed routinely in practice; the 1991 federal Patient Self Determination Act 

requires that health care organizations (including primary care clinics) inquire whether or not a 

patient has an AD and offer AD materials and counseling upon request (Tilden et al.).  

Several high quality research studies have been conducted to identify the most successful 

interventions for improving ACP and AD completion in the primary care setting. Multimodal 

ACP information interventions presented over multiple visits have been the most successful at 

increasing AD completion rates in primary care (Bravo, Dubois, & Wagneur, 2008; Ramsaroop, 

Reid, & Adelman, 2007). Furthermore, interventions that provide only written ACP information 

without the addition of provider counseling have been generally unsuccessful in improving AD 

completion rates in the primary care setting (Ramsaroop et al., 2007). 

Advance Care Planning Barriers and Facilitators 

Patient. 

Numerous quantitative and qualitative studies have been conducted to identify patient 

barriers and facilitators to ACP. Rao et al. (2014) conducted a survey of nearly 8,000 American 

adults to identify the number of individuals who had completed an AD as well as factors 

associated with their completion. Survey results found that a mere 26% of respondents had 

completed an AD (Rao et al.). Features associated with AD completion were being of Caucasian 
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ethnicity, older in age, having higher education, higher income, a regular source of health care 

and at least one chronic medical condition (Rao et al.). Non-whites were less likely to have 

completed an AD with lack of knowledge being cited as the most common reason (Rao et al.). 

Additional barriers to ACP among patients are viewing the process as irrelevant, lack of interest, 

problems filling out AD forms, no physician initiation and fear of burdening family 

(Schickedanz et al., 2009; Spoelhof & Elliott, 2012).  

Provider. 

A number of quantitative and qualitative studies have been conducted to identify provider 

barriers and facilitators to ACP. Health care provider barriers to initiating ACP include lack of 

time, lack of standardized processes for approaching ACP, lack of reimbursement, difficulty 

identifying the right moment, belief that patient should initiate, fear of reducing patient hope, 

lack of training and discomfort with the topic (De Vleminck et al., 2013; Spoelhof & Elliott, 

2012; Tung & North, 2009). Provider facilitators to initiating ACP are having accumulated the 

skill, foreseeing a future health issue or a current change in health status, personal convictions 

about who to include in ACP, having a long standing relationship with a patient and being 

prompted by the patient or family (De Vleminck et al.; Spoelhof & Elliott, 2012; Tung & North, 

2009). Interestingly, Tung and North (2009) found that attending physicians’ believed that ACP 

should be initiated by non-physician members of the health care team, such as “mid-level 

providers” or nurses.  

Provider Attitudes toward Advance Care Planning 

A quantitative study conducted in a community-based long term care facility sought to 

understand how personal provider attitudes and characteristics influenced a decision to initiate 
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ACP (Baughman et al., 2012). Researchers found that providers’ with a positive decision to 

initiate ACP were more likely to have a nursing background, less direct contact with consumers 

(e.g. management role), have personal and/or provider experience with ACP as well as a positive 

attitude toward ACP (Baughman et al.). Study limitations included small sample size and 

participants’ from a single institution, justifying the need for more research in this area.  

Advance Care Planning and Minority Populations 

AD completion rates in the U.S. are generally low, but even more so among ethnic and 

minority populations (Johnstone & Kanitsaki, 2009; Rao et al.). Research has identified a 

number of reasons for this disparity which include a lack of access to health care, distrust of the 

health care system, no available surrogate decision maker, language barriers, lack of knowledge 

and contrasting cultural values and beliefs (Cohen, McCannon, Edgman-Levitan, & Kormos, 

2010; Hilliard, Washington, Hines, & McGill, 2013). A study of ACP among Latino and 

Cambodian patients revealed that most participants had not identified a health care surrogate, 

completed an AD or discussed ACP with their health care provider (Cohen et al., 2010). Major 

themes identified in relation to EOL care planning were the need to integrate personal belief 

systems (e.g. destiny, religion) into EOL care planning and the role of family members in 

medical decision making (Cohen et al.). Limitations of the study included small sample size and 

being limited to only two ethnic groups, limiting overall generalizability. Much more research 

related to ACP among ethnic and minority groups is warranted.   

Health Care Costs and Advance Care Planning 

A retrospective regional study of over 3,000 Medicare recipients who died between 1998 

and 2007 found that completion of an AD was associated with considerably lower Medicare 
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spending at the EOL, especially in regions with high EOL spending (Nicholas, Langa, Iwashyna, 

& Weir, 2011). Results also demonstrated that having an AD was linked to a lower likelihood of 

dying in a hospital and a higher likelihood of using hospice care, especially in regions with high 

EOL spending (Nicholas et al., 2011). A recently published systematic review found ACP to be 

associated with health care savings for some individuals in certain situations (e.g. nursing home 

residents), but overall health care savings were limited (Dixon, Matosevic, & Knapp, 2015). The 

review does, however, conclude that ACP is not likely to cost more than usual EOL care (Dixon 

et al., 2015). The authors clarify the need for more research related to the economic impact of 

ACP (Dixon et al.).  

Strengths, Weaknesses and Gaps 

Study strengths include the use of a systematic review and/or meta-analysis study design, 

providing the highest level of evidence available in research (Bravo et al., 2008; Brinkman-

Stoppelenburg et al.; De Vleminck et al.; Dixon et al.; Houben et al.; Ramsaroop et al.; Tamayo-

Velazquez et al.). Study weaknesses include having a small sample size, being conducted at only 

one institution, limited professional sample (e.g. medical resident or attending, nurse or social 

worker) and including reviews conducted outside of the U.S., which can limit generalizability 

(Baughman et al.; Cohen et al.; Mack et al.; Nicholas et al.; Rao et al.; Schickedanz et al.; Tung 

& North, 2009). Several gaps in the literature were also identified. None of the studies relate 

specifically to ACP provided in CHCs or address both physician and non-physician provider 

knowledge and attitudes toward ACP. Limited research discusses whether or not provider 

knowledge and attitudes toward ACP affect their decision to initiate ACP. Finally, there is 

minimal recent research related to using ACP with minority and ethnic groups, particularly 
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medically underserved, vulnerable populations. Therefore, additional research in these areas is 

justified.  

METHODS 

Project Plan 

Project Design 

The study design used for this project is descriptive correlational research. Data was 

collected using a survey designed to assess Arizona community health center (CHC) primary 

care providers’ current practices, knowledge and personal attitudes related to advance care 

planning (ACP). The purpose of this type of descriptive research is “to observe, describe, and 

document aspects of a situation as it naturally occurs and sometimes to serve as a starting point 

for hypothesis generation” (Polit & Beck, 2012, p. 226). Descriptive correlational research is a 

type of quantitative study design that aims “to describe relationships among variables rather than 

support inferences of causality” (Polit & Beck, 2012, p. 226). Using this type of study design, the 

researcher identified Arizona CHC primary care providers’ current practices, knowledge and 

attitudes related to ACP as well as discovered professional and provider characteristics 

associated with greater knowledge, comfort and attitudes towards ACP. This allowed the 

researcher to recommend optimal strategies for improving ACP delivery in Arizona CHCs. 

Setting 

 The project’s setting is CHCs in Arizona. These are not-for-profit clinics located in both 

urban and rural medically underserved areas (Arizona Alliance for Community Health Centers 

[AACHC], 2015). These clinics offer comprehensive primary care services to individuals of all 

ages regardless of insurance status (AACHC, 2015). There are currently 21 federally qualified 
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“Health Center Program Grantees” throughout Arizona (AACHC, 2015). In 2013, Arizona’s 

CHCs cared for nearly 550,000 patients and generated over 400 million dollars in economic 

benefits for their local communities (AACHC, 2015). CHCs represent a critical component of 

high quality health care delivery for medically underserved Arizonans and Americans; therefore, 

research conducted in this setting is vital.  

Participants 

 Research participants for this study are Arizona CHC primary care providers. The study 

used a “convenience sampling” method. This method includes using “the most conveniently 

available people as participants” (Polit & Beck, 2012, p. 276). This type of sampling may be 

subject to bias, especially when the researcher is looking for participants with certain 

characteristics (Polit & Beck, 2012). The researcher reduced potential bias by including all 

eligible Arizona CHC primary care providers, as opposed to including only one discipline (e.g. 

nurse practitioners). Another way the researcher reduced potential bias was by including study 

participants that practice in different CHC sites throughout Arizona, as opposed to having 

participants from only one site. Access to participant recruitment was gained with the consent of 

the Arizona CHC Chief Executive Officer (CEO) via e-mail correspondence (see Appendix G). 

There are currently 514 CHC providers in Arizona; this figure represents both physician and 

non-physician providers (M. Hinds, personal communication, August 8, 2016). 

Eligibility criteria for participation in the study were: (a) participants must be an Arizona 

licensed CHC provider (e.g. medical doctor, doctor of osteopathic medicine, nurse practitioner 

and/or physician assistant), (b) must be currently practicing in family, adult or geriatric medicine, 

(c) and must have an organizational email address. This criterion was chosen because the 
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purpose of this research was to identify CHC primary care providers’ current practices, 

knowledge and attitudes toward ACP in order to recommend optimal strategies for improving 

ACP delivery in Arizona CHCs.  

Ethical Considerations 

Respect for Persons 

“Respect for persons” suggests that people should be treated as autonomous agents and 

those with reduced autonomy remain entitled to protection (U.S. Department of Health and 

Human Services [HHS], 1979). The purpose of this research is to identify CHC providers’ 

current practices, knowledge and attitudes related to ACP in the primary care setting. 

Participation in the survey was voluntary based on informed consent and participants were 

anonymous; therefore this ethical principle was met.  

Beneficence 

“Beneficence” refers to weighing the potential harms and benefits of a research study 

(Winland-Brown & Idemoto, 2015). Given the nature of this research there were no direct or 

indirect harms to participants which is consistent with previously described research that has not 

demonstrated any direct or indirect harms associated with ACP. In contrast, the study identified 

opportunities to improve provider practices, knowledge and attitudes toward ACP in Arizona 

CHCs. 

Justice 

“Justice” refers to weighing individual rights when conducting research (Winland-Brown 

& Idemoto, 2015). CHC patients have a right to high quality EOL care and CHC providers have 

a responsibility to assist in the process. Inclusion criterion for this study was respectful of 
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individual rights since it targeted all CHC providers, rather than just one professional body, and 

maintained participation as voluntary and anonymous. Therefore, the ethical principle of justice 

was met. Further, this project was submitted for approval by the University of Arizona (UA) 

College of Nursing Departmental Review Committee and the UA Human Subjects Protection 

Program and both found it to be acceptable according to applicable state and federal regulations 

and university policies designed to protect the rights and welfare of participants in research (see 

Appendix K for IRB approval letter). 

Methods of Evaluation 

Data Collection Tool 

This study used the “End-of-Life Decision-Making Survey” instrument for data 

collection (Canadian Health Services Research Foundation [CHSRF], 2016). This survey was 

developed by Schlegel and Shannon (2000) to “assess nurse practitioner knowledge of legal 

guidelines for EOL decision-making, knowledge of the clinical application of ACP, comfort in 

counseling patients on these issues and personal attitudes toward EOL care” (p. 16). The 

instrument was developed based on a review of literature and was appraised by experts to ensure 

construct validity (CHSRF, 2016; Schlegel & Shannon, 2000). Permission to use and adapt the 

instrument was granted as long as appropriate recognition and credit to the authors was cited 

(CHSRF, 2016; Schlegel & Shannon, 2000). A link to the original survey and written permission 

to use the survey is available at the following website:  http://apntoolkit.mcmaster.ca/index.php? 

option=com_content&view=article&id=237:end-of-life-decision-making-survey&catid=53:np-

education&Itemid=89.  
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The instrument was adapted for this project in order to be used by Arizona CHC 

providers; the original instrument was developed for licensed providers in the state of 

Washington (CHSRF, 2016; Schlegel & Shannon, 2000). The adapted survey consisted of 64 

items including questions about participant demographic and professional characteristics as well 

as questions aimed at assessing CHC provider knowledge about legal guidelines related to EOL 

decision-making in Arizona, knowledge about the clinical application of ACP, comfort in 

advising patients on these issues and personal attitudes toward ACP and EOL care (see 

Appendices A, B, C, D, E). Legal knowledge questions were taken directly from the Arizona 

Revised Statutes, Chapter 32, which covers legal aspects of living wills and health care directives 

in the state of Arizona (Arizona State Legislature, 2007). One question was added to the 

demographic section asking if the provider was practicing in a rural or urban setting. A final 

question was added to the end of the survey asking if participants would be interested in 

receiving answers to survey questions pertaining to Arizona state law and clinical application of 

ACP along with references. This question was designed to assess whether or not provider 

participants desire to increase their knowledge about ACP. 

Data Collection Process 

Instrument data was entered into an online survey format using Qualtrics© survey 

software. The survey link was sent to all providers via the CHC organization’s email system by 

the CEOs executive assistant. Survey participation was voluntary and each respondent remained 

anonymous; therefore research consent was implied when the eligible provider chose to access 

the electronic survey link and respond to survey questions. The introduction screen within the 

survey explained the study’s purpose and requested consent for participation prior to being able 
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to access the survey (see Appendix F). The survey was estimated to take no more than 20 

minutes to complete and was available for a total of three weeks. Two reminder e-mails were 

sent out at the end of weeks one and two in an effort to increase participant response (see 

Appendix I).  

Once the survey concluded, the researcher sent an e-mail with the Arizona state law and 

clinical application of ACP survey answers along with references and resources to the Arizona 

Alliance for Community Health Center CEO executive assistant for distribution to all Arizona 

CHC providers via their organizational e-mail address (see Appendix J). By doing this after the 

survey closed, as opposed to building it into the Qualtrics survey, the researcher ensured survey 

questions and answers were not disclosed to individuals who had not yet taken the survey. This 

step also contributed positively to knowledge sharing related to ACP.   

Data Analysis Plan 

Data collected from the survey was analyzed using SPSS statistical software. Descriptive 

statistics use measures of central tendency (i.e. mean, median and mode) and measures of 

variability (i.e. range, variance and standard deviation) to analyze data (Statistical Primer, 2001).  

For example, the researcher was able to identify the mean age and age range of respondents as 

well as the number of years practicing, all of which had the potential to effect study results. 

Percentages were calculated to determine respondent knowledge of ACP based on their answers 

to survey questions. Each of the measures studied in descriptive statistics was useful for 

analyzing and interpreting survey data. 

In addition to using descriptive statistics, the researcher also used correlational statistics 

to analyze data in SPSS.  Correlational statistics were able to assist in identifying potential 
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associations or relationships between data sets (Statistical Primer, 2001). For example, the 

researcher hypothesized that increased years of provider experience may positively correlate 

with increased likelihood of recommending ACP to patients so correlations were ran. The 

Pearson correlation coefficient is the most commonly used correlation index in correlational 

research (Polit & Beck, 2012). Use of this index assisted the researcher in identifying positive 

and negative relationships and associations between variables (Polit & Beck, 2012). For 

example, the researcher hypothesized that a provider with a personal AD may be associated with 

having a greater positive attitude toward ACP. Relationships between variables were graphed 

and tabulated for visual representation of the data. Each of the elements studied in correlational 

statistics proved useful for analyzing and interpreting data results.  

A power analysis for this study was conducted using PASS software and revealed a 

desired sample size of N = 84. In order to detect a correlation (i.e. effect size) of .30 (i.e. medium 

effect) with a power of .80 using an alpha level (i.e. significance level) set at .05, the sample size 

needed for this study was 84 (see Figure 3). Though the desired number of participants was 84, 

the survey was closed at the conclusion of three weeks regardless of the number of survey 

responses received at that time. 
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One Correlation Power Analysis 
Page/Date/Time 1    9/1/2016 2:54:15 PM 
 
Numeric Results when Ha: R0<>R1 
Power N Alpha Beta R0 R1 
0.80018 782 0.05000 0.19982 0.00000 0.10000 
0.80034 84 0.05000 0.19966 0.00000 0.30000 
0.81394 29 0.05000 0.18606 0.00000 0.50000 
0.82016 9 0.05000 0.17984 0.00000 0.80000 
 
References 
Graybill, Franklin. 1961. An Introduction to Linear Statistical Models. McGraw-Hill. New York, New York. 
Guenther, William C. 1977. 'Desk Calculation of Probabilities for the Distribution of the Sample 
Correlation Coefficient', The American Statistician, Volume 31, Number 1, pages 45-48. 
Zar, Jerrold H. 1984. Biostatistical Analysis. Second Edition. Prentice-Hall. Englewood Cliffs, New Jersey. 
 
Report Definitions 
Power is the probability of rejecting a false null hypothesis. It should be close to one. 
N is the size of the sample drawn from the population. To conserve resources, it should be small. 
Alpha is the probability of rejecting a true null hypothesis. It should be small. 
Beta is the probability of accepting a false null hypothesis. It should be small. 
R0 is the value of the population correlation under the null hypothesis. 
R1 is the value of the population correlation under the alternative hypothesis. 
 
Summary Statements 
A sample size of 84 achieves 80% power to detect a difference of -0.30000 between the null 
hypothesis correlation of 0.00000 and the alternative hypothesis correlation of 0.30000 using a 
two-sided hypothesis test with a significance level of 0.05000. 
 

FIGURE 3. Output from PASS Producing Power Calculations for Correlations (J. Hepworth, 
personal communication, September 2, 2016).  
 

Projected Budget 

 The projected budget for this project was relatively low and did not cost more than $100. 

The budget included purchase of SPSS software  

Projected Timeline 

The projected timeline for the entire project was estimated to be no more than six months. 

Once the survey was sent to all eligible CHC providers, respondents had up to three weeks to 

complete the survey. Survey data was then collected and organized over the next few weeks. 

Subsequently, data was analyzed using SPSS software and interpreted. The study results were 

available approximately six weeks after the initial surveys were electronically sent out.  
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RESULTS 

Outcomes 

The survey was distributed to 514 CHC physician and non-physician providers throughout 

Arizona. The survey was accessible for a total of three weeks (i.e. October 7, 2016 to October 

28, 2016); reminder e-mails were sent out at the end of weeks one and two. No issues or 

difficulties were encountered during implementation. A total of 38 responses were received 

representing an overall response rate of 7%. 

Demographic and Professional Characteristics 

Table 3 lists demographic and professional characteristics of the sample. 

TABLE 3. Demographic and Professional Characteristics 

Characteristic Frequency (n=38) Percent Mean (Min, Max) 

Gender 

     Female 

     Male 

 

28 

10 

 

74% 

26% 

 

— 

— 

Age — — 46 (30, 69) 

Provider training: 

     Master’s 

     DNP 

     MD 

     DO 

 

20 

3 

13 

2 

 

52% 

7% 

34% 

5% 

 

— 

— 

— 

— 

Provider type: 

     Master’s or DNP 

     MD or DO 

 

23 

15 

 

60% 

40% 

 

— 

— 

Years licensed/certified — — 13 (0, 40) 

Hours per week practicing 

clinically as a provider 

— — 32 (8, 50) 

Arizona as site of provider 

education? 

18 47% — 

During your education did you 

receive content about state laws  

which pertain to ACP for EOL 

decision making? 

     Yes 

     No 

 

 

 

14 

12 

12 

 

 

 

36% 

31% 

31% 

 

 

 

— 

— 

— 
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Characteristic Frequency (n=38) Percent Mean (Min, Max) 

     Don’t remember 

Sources from which you learned 

the most about ACP: 

     Continuing education 

     Health care colleagues 

     Professional journals 

 

 

29 

27 

19 

 

 

76% 

71% 

50% 

 

 

— 

— 

— 

Specialty area educated: 

     Adult 

     Pediatric 

     Family 

     Women’s health 

     Mental health 

     Other 

 

6 

1 

25 

3 

1 

2 

 

15% 

2% 

65% 

7% 

2% 

5% 

 

— 

— 

— 

— 

— 

— 

Specialty area practicing: 

     Adult 

     Pediatric 

     Family 

     Women’s health 

     Mental health 

     Acute care 

     Other 

 

9 

1 

21 

3 

1 

1 

2 

 

23% 

2% 

55% 

7% 

2% 

2% 

5% 

 

— 

— 

— 

— 

— 

— 

— 

Providers estimating at least 25% 

of their patients are aged > 65 

years old 

 

19 

 

50% 

 

— 

Percent of patients considered 

terminally ill 

     0-25% 

     >75% 

 

 

37 

1 

 

 

97% 

3% 

 

 

— 

— 

Practice setting 

     Urban 

     Rural 

 

23 

15 

 

60% 

40% 

 

— 

— 

Note: Abbreviations - Doctor of Nursing Practice (DNP), Doctor of Medicine (MD), Doctor of 
Osteopathy (DO), advance care planning (ACP), end-of-life (EOL). 
 
Respondents were primarily female (74%) with an average age of 46 (SD = 11.9). The majority 

of providers were Master’s or DNP prepared (60%) while the rest were MD or DO prepared 

(40%). The average years licensed or certified as a provider was 13. Almost half of respondents 

(47%) received their educational training in the state of Arizona. Majority of respondents were 

practicing in family medicine (55%) followed by adult (23%) and women’s health (7%). Almost 
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all providers (97%) reported caring for patients aged greater than 65 years old; half (50%) 

estimated at least 25% of their patients were older than age 65. Almost all providers (97%) 

estimated 0 to 25% of their patients were considered terminally ill (i.e. less than six months to 

live). The majority of respondents reported practicing in an urban setting (60%) compared to 

rural (40%). Only 36% of respondents reported receiving content about state laws that pertain to 

ACP and EOL decision making during their provider training. The sources respondents reported 

learning the most about ACP from included continuing education (76%), health care colleagues 

(71%) and professional journals (50%). Learning sources identified as “other” were reported by 

15% of the sample and included: ACO, AZ state website, my student, personal experience with 

parents and grandparents, previous job, worked in hospice as a nurse, and writing company P&P.  

Knowledge of Arizona State Law 

 Providers in this sample were reasonably knowledgeable about Arizona state law as it 

pertains to ACP and EOL decision making (see Table 4).  

 
TABLE 4. Knowledge of Arizona State Law 

                    Confidence in Response 
 

Question, Correct Answer Selection 

% 

Correct 

(N) 

  

Very 

 

Fairly 

 

Guess 

1. According to AZ state law, a HCP who 

makes good faith health care decisions 

based on a genuine HCD or direction of an 

agent is immune from criminal & civil 

liability & is NOT subject to professional 

discipline. True 

86% (33) Correct 

Incorrect 

21% 

0 

    45% 

     5% 

18% 

8% 

2. According to AZ state law, a HCP is NOT 

subject to criminal or civil liability or 

professional discipline for failing to comply  

with a decision or direction that violates 

the provider’s conscious IF the provider 

promptly makes known their unwillingness &  

65% (25) Correct 

Incorrect 

10% 

2% 

42% 

10% 

    13% 

    21% 
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Question, Correct Answer Selection 

% 

Correct 

(N) 

  

Very 

 

Fairly 

 

Guess 

promptly transfers responsibility for the  

patient’s care to another provider who is 

willing to act In accordance with the agent’s 

direction. True 

3. According to AZ state law, any person  

meeting the following criteria may complete 

a HCD: aged 18 or older, appears to be of 

sound mind, free from duress. True 

97% (37) Correct 

Incorrect 

55% 

0 

  34% 

  0 

  7% 

  2% 

4. According to AZ state law, an attorney 

must be consulted in the preparation of a 

HCD. False 

97% (37) Correct 

Incorrect 

63% 

0 

  31% 

  0 

  2% 

  2% 

5. According to AZ state law, a HCPOA is 

entitled to make a principal’s health care  

decisions only when the principal is unable to  

do so. True 

89% (34) Correct 

Incorrect 

48% 

0 

  35%       

8% 

  5% 

  2% 

6. The AZ Secretary of State maintains a HCD 

website, which is a free & secure registry 

allowing individuals’ to electronically store & 

access their HCD & is accessible by all HCP. 

True 

50% (19) Correct 

Incorrect 

15% 

2% 

    7%          

13% 

   26% 

   34% 

7. According to AZ state law, a principal may 

revoke their current HCD or disqualify their 

current agent at any time. True 

92% (35) Correct 

Incorrect 

47% 

0 

  36%       

5% 

 7% 

 2% 

8. A mentally competent patient has the right 

to refuse life-sustaining medical therapies 

even if their HCP believes the therapies 

would be beneficial. True 

100% (38) Correct 

Incorrect 

71% 

0 

  23% 

   0 

 5% 

0 

9. According to AZ state law, insurance 

companies can require a person to complete 

a HCD prior to being able to obtain a health 

insurance policy. False 

89% (34) Correct 

Incorrect 

23% 

0 

  39% 

    2% 

 26% 

 7% 

10. As of January 1, 2016, ACP conversations 

with patients by physician & non-physician 

practitioners are reimbursable under 

Medicare Part B. True 

78% (30) Correct 

Incorrect 

26% 

2% 

 23% 

   2% 

 28% 

 15% 

11. According to AZ state law, a HCD is valid  

only if signed & dated by the principal &  

either an adult witness (meeting legal 

requirements) OR notary public (meeting 

legal requirements). True 

84% (32) Correct 

Incorrect 

47% 

0 

 26% 

 10% 

 10% 

 5% 

12. According to AZ state law, a HCD is only 

valid for one year. False 

86% (33) Correct 

Incorrect 

28% 

2% 

 44% 

    5% 

 13% 

 5% 
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Question, Correct Answer Selection 

% 

Correct 

(N) 

  

Very 

 

Fairly 

 

Guess 

13. AZ state law authorizes the use of 

Assisted suicide & mercy killing. False 

100% (38) Correct 

Incorrect 

71% 

0 

  18% 

  0 

 7% 

0 

14. The individual appointed by the principal 

as his/her HCPOA takes priority in health 

care decision making over the patient’s  

spouse, parents & other family members. 

True 

94%(36) Correct 

Incorrect 

39% 

0 

  50% 

   2% 

 5% 

 2% 

15. AZ state law authorizes the use of PMCD, 

which directs the withholding of CPR by 

EMS & hospital ED personnel in the even the  

patient experiences cardiac or respiratory 

arrest. True 

86% (33) Correct 

Incorrect 

44% 

0 

  28% 

  5% 

 13% 

 7% 

16. The PMCD does NOT include withholding 

medical interventions or therapies deemed 

necessary to provide comfort care or alleviate 

pain. True 

81% (31) Correct 

Incorrect 

39% 

2% 

  31% 

  13% 

 10% 

 2% 

17. In order to be valid, the PMCD MUST be 

printed on a paper with an orange 

background in either letter or wallet size &  

signed by a licensed HCP & witness. True 

73% (28) Correct 

Incorrect 

26% 

0 

  31% 

    7% 

 13% 

 18% 

Note: Abbreviations – Arizona (AZ), Health Care Provider (HCP), Health Care Directive 
(HCD), Health Care Power of Attorney (HCPOA), Advance Care Planning (ACP), Prehospital 
Medical Care Directive (PMCD), Cardiopulmonary Resuscitation (CPR), Emergency Medical 
Services (EMS), Emergency Department (ED). 
 
The majority of respondents (94%) obtained a passing score of at least 70% (N = 36). The 

average score was 85% (SD = 10.6) while only 7% of respondents received a score of 100% (N = 

3). Though 15 of 17 survey items were answered correctly by more than 70% of respondents, 

confidence in responses was variable. For example, when asked if Arizona state law requires that 

an attorney be consulted in the preparation of a health care directive, 97% of respondents 

correctly answered false but only 63% were “very” confident in their correct answer (N = 24), 

34% were “fairly” confident in their correct answer (N = 12), and 2% “guessed” at their correct 

answer (N = 2). One concerning example is when asked if Arizona state law authorizes the use of 
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assisted suicide and mercy killing, 100% of respondents correctly answered false, however only 

71% were “very” confident in their correct answer (N = 27), 18% were “fairly” confident in their 

correct answer (N = 7), and 7% “guessed” at their correct answer (N = 3).  

 Two items were answered incorrectly by at least half of respondents. The first item states 

according to Arizona state law a health care provider is not subject to criminal or civil liability or 

professional discipline for failing to comply with a decision or direction that violates the 

provider’s conscious only if the provider promptly makes known their unwillingness known and 

promptly transfers responsibility for the patient’s care to another provider who is willing to act in 

accordance with the agent’s direction. Only 65% of respondents (N = 25) correctly answered 

“true” and only 10% were “very” confident in their correct answer (N = 4), 42% were “fairly” 

confident in their correct answer (N = 16), and 13% “guessed” at their correct answer (N = 5). 

By contrast, 2% of respondents were “very” confident in their incorrect answer (N = 1), 10% 

were “fairly” confident in their incorrect answer (N = 4), and 21% “guessed” at their incorrect 

answer (N = 8). The second item states the Arizona Secretary of State maintains a health care 

directives website that is a free and secure registry allowing individuals to electronically store 

and access their health care directive and is accessible by all health care providers. This item was 

correctly answered true by 50% of respondents (N = 19). Only 15% were “very” confident in 

their correct answer (N = 6), 7% were “fairly” confident in their correct answer (N = 3), and 26% 

“guessed” at their correct answer (N = 10). Alternately, 2% of respondents were “very” confident 

in their incorrect answer (N = 1), 13% were “fairly” confident in their incorrect answer (N = 5), 

and 34% “guessed” at their incorrect answer (N = 13). Reassuringly, none of the incorrect 

responses yielded a high percentage of being “very” confident in the incorrect answer.   
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 Findings showed that knowledge of Arizona state law differed by provider training and 

results were statistically significant at the specified .05 level. Those with MD and DO 

educational training had greater knowledge of Arizona state law (r = .383, p < .05) compared to 

those with Master’s and DNP training (see Table 5). 

 
TABLE 5. Demographic and Professional Characteristic Statistically Significant Correlations 

Characteristic Knowledge 

of AZ State 

Law % 

correct 

 

Knowledge 

of Clinical 

Application 

of ACP % 

correct 

Comfort in 

Counseling 

Patients in 

ACP 

Attitudes 

Towards ACP 

Confidence 

in 

Responses 

to AZ State 

Law 

Age 

   Pearson Correlation (r) 

   Significance (p) 

   N 

 

.186 

.263 

38 

 

.334* 

.041 

38 

 

.248 

.134 

38 

 

-.491** 

.002 

37 

 

-.377* 

.020 

38 

Provider Training 

   Pearson Correlation (r) 

   Significance (p) 

   N 

 

.383* 

.018 

38 

 

-.021 

.901 

38 

 

.229 

.166 

38 

 

-.293 

.078 

37 

 

-.323* 

.048 

38 

Years Licensed/Certified 

   Pearson Correlation (r) 

   Significance (p) 

   N 

 

.087 

.603 

38 

 

.353* 

.030 

38 

 

.376* 

.020 

38 

 

-.457** 

.004 

37 

 

-.252 

.127 

38 

Note: Abbreviations – percent (%), Arizona (AZ), advance care planning (ACP), sample size 
(N), statistically significant at the .05 level (*), statistically significant at the .01 level (**). 
 
MD and DO providers not only had greater knowledge of Arizona state law but greater 

confidence in their responses compared to Master’s and DNP providers (t(35.9) = 2.75, p < .05, 

t(36) = 2.05, p < .05) (see Table 6). For confidence analyses, a lower number indicated higher 

confidence levels. 
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TABLE 6. Statistically Significant Correlations by Provider Type - Master’s and DNP versus 

MD and DO. 

 

 F Sig. t df Sig. (2-

tailed) 

Mean 

Diff 

Knowledge of AZ State 

Law % Correct 

   Equal variances assumed 

   Equal variances not assumed 

— 

 

6.377 

 

 

.016 

 

 

-2.49 

-2.75 

 

 

36 

35.9 

 

 

.018 

.009* 

 

 

-8.23 

-8.23 

Knowledge of Clinical 

Application of ACP % 

Correct 

   Equal variances assumed 

   Equal variances not assumed 

 

 

 

2.531 

 

 

 

.120 

 

 

 

.125 

.113 

 

 

 

36 

20.7 

 

 

 

.901 

.911 

 

 

 

.75 

.75 

Comfort in Counseling 

Patients in ACP 

   Equal variances assumed 

   Equal variances not assumed 

 

 

.164 

 

 

.688 

 

 

-1.41 

-1.45 

 

 

36 

32.3 

 

 

.166 

.158 

 

 

-1.57 

-1.57 

Attitudes Towards ACP 

   Equal variances assumed 

   Equal variances not assumed 

 

.002 

 

.962 

 

1.82 

1.76 

 

35 

27 

 

.078 

.089 

 

.693 

.693 

Confidence in Responses 

To AZ State Law 

   Equal variances assumed 

   Equal variances not assumed 

 

 

.003 

 

 

.960 

 

 

2.05 

1.94 

 

 

36 

24.5 

 

 

.048* 

.065 

 

 

4.88 

4.88 

Note: Abbreviations – Levene’s Test for equality of variances (F), significant (sig), t-test for 
equality of means (t), degrees of freedom (df), mean difference (mean diff), percent (%), Arizona 
(AZ), advance care planning (ACP), statistically significant at the .05 level (*).  
 
Physicians received an average answer score of 90% (SD = 6.9) compared to 82% (SD = 11.4) 

for non-physician providers. In addition, older respondents had greater confidence in their 

responses pertaining to Arizona state law (r = -.377, p < .05) but didn’t necessarily have greater 

knowledge (r = .186, p = .263) (see Table 5). Knowledge of Arizona state law and confidence in 

responses were negatively correlated (r = -.582, p < .05) (see Table 7). 
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TABLE 7. Knowledge, Comfort, and Attitudes Statistically Significant Correlations 

 Knowledge 

of AZ State 

Law % 

Correct 

Knowledge 

of Clinical 

Application 

of ACP % 

Correct 

Comfort in 

Counseling 

Patients in 

ACP 

Attitudes 

Towards ACP 

Confidence 

in 

Responses 

to AZ State 

Law 

Knowledge of AZ State 

Law % Correct 

   Pearson Correlation (r) 

   Significance (p) 

   N 

 

 

1 

— 

38 

 

 

.115 

.492 

38 

 

 

.116 

.488 

38 

 

 

-.191 

.257 

37 

 

 

-.582** 

.000 

38 

Knowledge of Clinical 

Application of ACP % 

Correct 

   Pearson Correlation (r) 

   Significance (p) 

   N 

 

 

 

.115 

.492 

38 

 

 

 

1 

— 

38 

 

 

 

.324* 

.047 

38 

 

 

 

-.322 

.052 

37 

 

 

 

-.119 

.476 

38 

Comfort in Counseling 

Patients in ACP 

   Pearson Correlation (r) 

   Significance (p) 

   N 

 

 

.116 

.488 

38 

 

 

.324* 

.047 

38 

 

 

1 

— 

38 

 

 

-.258 

.122 

37 

 

 

-.411* 

.010 

38 

Attitudes Towards ACP 

   Pearson Correlation (r) 

   Significance (p) 

   N 

 

-.191 

.257 

37 

 

-.322 

.052 

37 

 

-.258 

.122 

37 

 

1 

— 

37 

 

.446* 

.006 

37 

Confidence in Responses 

To AZ State Law 

   Pearson Correlation (r) 

   Significance (p) 

   N 

 

 

-.582** 

.000 

38 

 

 

-.119 

.476 

38 

 

 

-.411* 

.010 

38 

 

 

.446** 

.006 

37 

 

 

1 

— 

38 

Note: Abbreviations – Arizona (AZ), advance care planning (ACP), sample size (N), statistically 
significant at the .05 level (*), statistically significant at the .01 level (**). 
 
This is interpreted to mean respondents with greater knowledge of Arizona state law had greater 

confidence in their answers. 

Knowledge of Clinical Application of Advance Care Planning 

 Providers in this sample were reasonably knowledgeable about the clinical application of 

ACP as demonstrated in Table 8. 
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TABLE 8. Knowledge of Clinical Application of Advance Care Planning          

Question, Correct Answer Selection % Correct (N) 

More than 50% of adults have thought about their preferences for life 

sustaining therapy and would want to discuss these preferences with a health 

care provider. True 

57% (22) 

Most older adults report that they want to engage in ACP (complete an 

advance directive) while they are still healthy. True 

86% (33) 

According to research, most patients would prefer to die at home yet only 

about one-third of Americans have completed a health care directive. 

True 

97% (37) 

Patients prefer to initiate a discussion of advance care planning rather than 

have the health care provider initiate the discussion. False 

97% (37) 

According to research, 1 in 9 patients believe that health care providers 

should discuss end-of-life care issues with their patients. True 

89% (34) 

Note: Abbreviations - advance care planning (ACP). 

 
 The majority of respondents (84%) obtained a passing score of at least 70% (N = 32). The 

average score was 85% (SD = 17.9) and 50% of respondents received a score of 100% (N = 19). 

Almost all respondents (97%) knew that most patients prefer to die at home yet only one-third of 

Americans have completed a health care directive. Majority of respondents (97%) also knew that 

patients would prefer their health care provider initiate a discussion of ACP rather than initiate 

themselves. Only 57% of respondents were aware that 50% of adults have thought about their 

preferences for life sustaining therapy and would want to discuss these preferences with a health 

care provider. Older respondents and those with more years’ of experience had greater 

knowledge of the clinical application of ACP (r = .334, p < .05; r = .353, p < .05) (see Table 5). 

Knowledge of the clinical application of ACP was positively correlated with comfort in 

counseling patients in ACP (r = .324, p < .05) (see Table 7). This is interpreted to mean 

respondents with greater knowledge of the clinical application of ACP had greater comfort in 
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counseling patients in ACP. Knowledge of the clinical application of ACP did not significantly 

differ between provider types (e.g. Master’s and DNP versus MD and DO). 

Comfort in Counseling Patients in Advance Care Planning 

 Providers in this sample were generally comfortable counseling patients in ACP as 

illustrated in Figures 4, 5, 6, 7.  

 
FIGURE 4. Comfort in Counseling Patients in ACP, Question 24. 
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FIGURE 5. Comfort in Counseling Patients in ACP, Question 25. 
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FIGURE 6. Comfort in Counseling Patients in ACP, Question 26. 
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FIGURE 7. Comfort in Counseling Patients in ACP, Question 27. 

 
Respondents tended to disagree with the statement, “I am reluctant to discuss advance 

directives unless the conversation is initiated by the patient” (M = 3.89, SD = 1.034) indicating 

greater comfort in counseling patients in ACP. Providers were less likely to disagree with the 

statement, “I find it hard to impart ‘bad news’ to patients” and were more neutral or agreeable to 

the statement (M = 3.24, SD = 1.261) indicating lesser comfort. Providers tended to disagree with 

the statement, “I am uncomfortable in dealing with issues related to death and dying” (M = 4.03, 

SD = .972) indicating greater comfort in counseling patients. Next, respondents tended to 
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disagree with the statement, “I am uncomfortable discussing do-not-resuscitate orders with my 

patients” (M = 4.16, SD = .973) indicating greater comfort. Results demonstrated those with 

greater years’ experience had greater comfort in counseling patients in ACP (r = .376, p < .05) 

(see Table 5). Comfort in counseling patients was negatively correlated with confidence in 

responses to Arizona state law questions (r = -.411, p < .05) (see Table 7). This is interpreted to 

mean respondents with greater comfort in counseling patients in ACP also had greater 

confidence in their answers related to Arizona state law. Comfort in counseling patients did not 

significantly differ by provider age or educational training (e.g. Master’s and DNP versus MD 

and DO).  

Attitudes towards Advance Care Planning 

 Providers in this sample demonstrated reasonably positive attitudes toward ACP (see Table 

9).  
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TABLE 9. Attitudes towards Advanced Care Planning 

 

Opinion Statement Frequency 

(N = 38) 

Percent 

I personally have completed an advance directive by either completing a  

health care directive or designating a health care power of attorney. 

      True 

      False 

      Missing response 

 

 

21 

16 

1 

 

 

55% 

42% 

I believe that many patients’ deaths are prolonged unnecessarily. 

      True 

      False 

     Missing response 

 

33 

4 

1 

 

86% 

10% 

I believe that health care providers who authorize the withholding or 

withdrawal of nutrition or hydration from a terminally ill patient with a  

valid health care directive may risk facing criminal charges.  

     True 

     False 

     Missing response 

 

 

 

11 

26 

1 

 

 

 

28% 

68% 

 

I regularly initiate ACP with my patients rather than wait for them to initiate 

the discussion. 

      True 

      False 

      Missing response 

 

 

17 

20 

1 

 

 

44% 

52% 

I think ACP education should be mandatory in the training of primary care 

providers. 

     True 

     False 

     Missing response 

 

 

37 

0 

1 

 

 

97% 

0 

I view ACP as an important aspect of my work. 

     True 

     False 

     Missing response 

 

31 

6 

1 

 

81% 

15% 

Would you be interested in receiving the answers to selected survey  

questions with references at the conclusion of this survey (related to AZ 

state law and clinical application of ACP)? 

     Yes 

     No 

     Missing response 

 

 

 

31 

6 

1 

 

 

 

81% 

15% 

Note: Abbreviations - advance care planning (ACP), Arizona (AZ). 
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Interestingly, 89% of respondents believed their patients’ deaths were prolonged unnecessarily 

and 81% viewed ACP as an important aspect of their work yet only 44% reported regularly 

initiating ACP with their patients and only 55% had personally completed a health care directive. 

Results also showed 28% of providers falsely believed that health care providers who authorize 

the withholding or withdrawal of nutrition or hydration from a terminally ill patient with a valid 

health care directive may risk facing criminal charges. Nearly all providers (97%) believed ACP 

education should be mandatory in the training of primary care providers, representing positive 

attitudes towards ACP. An encouraging 81% of providers stated they would like to receive 

answers to selected survey questions with references and resources at the survey’s conclusion 

indicating both a positive attitude toward ACP and the desire for more education related to ACP.  

For attitude analyses, a lower number indicated greater positive attitudes towards ACP. 

Older respondents with more years’ experience tended to have more positive attitudes toward 

ACP (r = -.491, p < .05; r = -.457, p < .05) (see Table 5). Interestingly, those with greater 

positive attitudes toward ACP had less confidence in their responses to the Arizona state law 

questions (r = .446, p < .05) (see Table 7). A significant positive correlation was found between 

belief that many patients’ deaths are prolonged unnecessarily and working in an adult setting (r 

= .422, p < .05), showing those working with primarily adults may have a greater positive 

attitude towards ACP compared to those practicing in family or women’s health. A significant 

negative correlation exists between provider age and viewing ACP as an important aspect of 

their work (r = -.370, p < .05). This is interpreted to mean that younger providers do not view 

ACP as an important aspect of their work compared to older respondents. Next, data showed that 

non-physician providers were less likely to have personally completed an AD compared to their 
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physician counterparts (r = -.387, p < .05). Further, Master’s and DNP providers were less likely 

to report regularly initiating ACP with patients (r = -.343, p < .05) compared to MD and DO 

providers. One respondent did not complete the “attitudes” portion of the survey resulting in a 

single missing response for this section. No significant differences were found on any of the 

scales between urban and rural providers or based on gender.  

DISCUSSION 

Summary 

 To the researcher’s knowledge this study is the first to be conducted among CHC providers 

in order to determine their current practices, knowledge and attitudes related to ACP and EOL 

decision making. Results suggest that the Arizona CHC providers studied are reasonably 

knowledgeable about the state laws that govern ACP, though confidence in their answers is 

variable. MD and DO providers had greater knowledge of Arizona state law and greater 

confidence in their answers when compared to Master’s and DNP-prepared providers. Those 

with greater knowledge of Arizona state law had greater confidence in their answers. Results 

suggest that providers are typically knowledgeable about the clinical application of ACP. Older 

respondents with greater years’ experience had the greatest knowledge related to clinical 

application of ACP. Also, those demonstrating greater knowledge of the clinical application of 

ACP had greater comfort in counseling patients in ACP. Outcomes suggest providers are 

sufficiently comfortable with counseling patients in ACP though providers with more years’ 

experience have the greatest comfort in counseling patients. Majority of providers surveyed 

appeared to hold positive attitudes toward ACP, again with older respondents and those with 

greater years’ experience having the greatest positive attitudes towards ACP.  
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Relationship to Framework and Other Evidence 

 Findings from this study relate to the theoretical framework identified previously, the 

“Theory of Planned Behavior”, by establishing CHC primary care providers’ current practices, 

knowledge and attitudes related to ACP. According to the TPB, three determinants influence 

whether or not an individual will perform a certain behavior: attitude, subjective norm and 

perceived control (Azjen, 1991). This study revealed that AZ CHC providers’ have positive 

attitudes towards ACP and greater perceived control toward performing ACP as demonstrated by 

their knowledge and comfort in counseling patients. However, providers are not regularly 

initiating ACP with patients. This may be related to the fact they are missing the influence from 

the third determinant, subjective norm, within their respective practice settings. For example, 

there may be no educational initiatives related to ACP and no standardized policies and 

procedures to support ACP delivery, leading to a negative subjective norm. This is likely 

reflected in study findings showing the majority of CHC providers do not perform the desired 

behavior, proactive initiation of ACP with patients, on a routine basis. Therefore, efforts should 

focus on influencing the TPB determinant that is lacking (e.g. subjective norm) in order to 

support positive behavior change related to ACP delivery in this setting.  

Findings from this study are similar to those from prior studies. For example, Schlegel and 

Shannon (2000) studied knowledge, practices and attitudes of nurse practitioners’ in Washington 

State. Average test scores relating to legal knowledge were 83% compared to the current study 

which showed a slightly higher average of 85% (Schlegel & Shannon, 2000). However, looking 

at Master’s and DNP prepared providers alone, average test scores in this study were 82%, just 

lower than the prior study (Schlegel & Shannon, 2000). This study suggested Arizona CHC 
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providers were generally knowledgeable about legal and clinical applications of ACP, largely 

comfortable in counseling patients in ACP and generally had positive attitudes towards ACP, 

which is consistent with prior research studying various provider types and practice settings 

(Bradley et al., 2002; Schlegel & Shannon, 2000; Zhou, Stoltzfus, Houldin, Parks, & Swan, 

2010).  

The current study also offers additional insights. For example, physician providers had 

greater knowledge of Arizona state laws pertaining to ACP as well as greater confidence in their 

answers when compared to non-physician providers. Also, older respondents with greater years’ 

experience tended to have greater knowledge of the clinical application of ACP and greater 

positive attitudes towards ACP compared to younger, less experienced providers. Finally, those 

with more years’ experience tended to have greater comfort in counseling patients compared to 

less experienced providers. 

Study Strengths 

 Strengths of this study are that all Arizona CHC providers were invited to participate in the 

survey regardless of educational training or geographic site of practice, making results applicable 

to both physician and non-physician providers as well as those practicing in both urban and rural 

areas. Additionally, inclusion criteria accepted providers practicing in adult, family or geriatric 

medicine. Therefore, outcomes were not limited to those practicing in a single specialty (e.g. 

geriatrics), which may have created potential selection bias. Finally, participants remained 

anonymous; the researcher had no direct contact with respondents which maintained privacy and 

confidentiality for all who chose to participate in the survey. 
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Study Limitations 

This study has several limitations. The sample size was small and the response rate of 7% 

was well below the generally acceptable 30%. Based on a power analysis performed prior to 

implementation the study was also underpowered. These limitations threaten internal validity by 

risking a Type II error, or not being able to detect a significant relationship even if it exists. 

Therefore, results should be interpreted carefully. Survey items relied on self-report, creating 

potential recall bias. Threats to external validity relate to sample characteristics. Majority of 

respondents were Master’s or DNP prepared middle-aged females, creating potential selection 

bias and making it difficult to generalize results. Finally, the survey was only available for three 

weeks which may not have been enough time to collect the desired number of responses.  

Interpretation 

 Despite its limitations, this study was able to answer its proposed research questions and 

establish that Arizona CHC physician and non-physician providers are reasonably 

knowledgeable about Arizona state law and clinical application of ACP, are generally 

comfortable in counseling patients in ACP, and have largely positive attitudes about ACP. This 

project also revealed provider characteristics associated with greater knowledge of ACP, greater 

comfort in counseling patients in ACP and greater positive attitudes towards ACP as well as 

highlighted differences between provider types. Finally, this study elucidated areas where ACP 

practices in Arizona CHCs can be improved.   

Findings from the current study are fairly consistent with previous studies that show 

similar provider practices, knowledge and attitudes related to ACP (Bradley et al., 2002; 

Schlegel & Shannon, 2000; Zhou et al., 2010). This study indicated that MD and DO providers 
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had greater knowledge about ACP and greater confidence in their answers related to Arizona 

state law compared to Master’s and DNP prepared providers. This may be due in part to 

differences in educational preparation. However, only 36% of providers reported receiving 

content about state laws as they pertain to ACP and EOL decision making during their 

educational training and 31% couldn’t remember if they did or not. Therefore, this difference 

may exist not only because of different provider training but because MD and DO prepared 

providers have sought out additional education on their own. Next, over two-thirds (81%) of 

providers indicated they would like to receive answers to selected survey questions related to 

Arizona state law and clinical application of ACP at the conclusion of the survey. This 

demonstrates that providers may be experiencing a gap in educational training related to ACP 

and EOL decision making. It also represents an opportunity for improving provider knowledge 

related to ACP and EOL decision making. This can be achieved through incorporating content 

into physician and non-physician academic curriculum, professional conferences and journals, 

continuing education, or a combination of each.  

This study found the following characteristics to be associated with greater knowledge in 

the clinical application of ACP, greater comfort in counseling patients in ACP and greater 

positive attitudes towards ACP: being older, having greater years’ experience and working 

primarily with adults. A previous study showed that higher self-rated knowledge and more 

positive attitudes towards hospice philosophy resulted in greater discussions about hospice care 

and increased hospice referrals (Bradley et al., 2002). As well, results showed that younger 

providers were less likely to view ACP as an important aspect of their work compared to older 

providers and those with greater years’ experience tended to have greater comfort in counseling 
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patients in ACP. This may be because providers with more years’ experience are better prepared 

and inherently more comfortable having difficult conversations with patients and families due to 

their clinical experiences over time compared to those with less experience. Also, older providers 

are more likely to have had at least one personal experience with ACP and EOL decision making 

with either a loved one or friend compared to a younger provider. This would further increase the 

older provider’s knowledge, comfort, and appreciation for the subject, leading to a greater 

positive attitude. Next, it makes logical sense that working with a mostly adult population would 

be associated with greater comfort and more positive attitudes towards ACP compared to other 

settings (e.g. family or women’s health). Working with a primarily adult non-gender based 

population would likely increase the odds of needing to address ACP on a more frequent and 

regular basis in addition to personally witnessing its benefits. Unexpectedly, findings showed 

those with greater positive attitudes toward ACP actually had less confidence in their responses 

to the Arizona state law questions (r = .446, p < .05). This appears to show that just because a 

provider has a positive attitude about ACP, they are not necessarily more knowledgeable about 

ACP and may still require “refresher” education. This coincides with findings presented earlier 

showing older respondents had greater confidence in their Arizona state law answers, but didn’t 

necessarily have better knowledge scores than younger colleagues.  

The current study revealed only 44% of CHC providers report regularly initiating ACP 

conversations with their patients and those with Master’s and DNP training were less likely to 

initiate discussions compared to those with MD and DO training. These findings are consistent 

with previous literature demonstrating that ACP practices are not typically routine, especially 

among advanced practice nurses (Schlegel & Shannon, 2000; Zhou et al., 2010). Barriers to 
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regularly initiating ACP identified in the literature include lack of time, lack of reimbursement, 

lack of standardized processes, lack of training, discomfort with the topic and fear of reducing 

patient hope (De Vleminck et al., 2013; Spoelhof & Elliott, 2012; Tung & North, 2009; Zhou et 

al., 2010). Some of these barriers can be overcome by simple educational initiatives. For 

example, as of January 1, 2016, ACP conversations with patients by physician and non-physician 

practitioners are fully reimbursable by Medicare (USDHHS, 2015). However, this study 

demonstrated only 78% of providers were aware of this change and only 28% were “very” 

confident in their answer while nearly half (44%) “guessed” at their correct answer. Lack of 

reimbursement is no longer a barrier to ACP initiation yet it appears many providers haven’t 

been educated regarding this change.  

Next, data showed that non-physician providers were less likely to have personally 

completed an AD compared to their physician counterparts. This finding may partially explain 

why physicians scored higher on the Arizona state law questions and had greater confidence in 

their answers. 

Overall, these findings demonstrate that although Arizona CHC providers are mostly 

knowledgeable about ACP, comfortable in counseling patients in ACP and generally have 

positive attitudes towards ACP they are not regularly initiating these conversations with patients. 

Also, there appears to be a knowledge gap related to the laws that govern ACP in the state of 

Arizona as well as a provider desire for more education related to ACP and EOL decision 

making.  

Based on these conclusions, the researcher recommends that Arizona CHCs target 

educational interventions to all providers with a focus on state laws that pertain to ACP, 
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reimbursement, debunking myths related to ACP, and showing evidence-based benefits of ACP. 

Given that providers working in general practice settings are in an optimal position to counsel 

patients in ACP, the researcher recommends that Arizona CHCs seek to establish standardized 

organizational policies, procedures and documentation methods that support routine provider 

initiation of ACP.  

 Future research should be conducted using a much larger sample size in order to validate 

this study’s findings. Research should focus on learning what CHC provider-identified barriers 

to ACP exist so additional strategies to overcome those barriers can be identified. Continuing 

research should investigate implementation of evidence-based interventions aimed at increasing 

ACP delivery and AD completion rates in CHCs. It would also be worthwhile to study Arizona 

CHC patients’ knowledge and attitudes pertaining to ACP, which may offer additional insights. 

Finally, future research should compare differences in provider practices, knowledge and 

attitudes from various general practice settings in Arizona and the U. S., including private 

practice clinics and Veteran’s Administration facilities in order to develop optimal, targeted 

interventions aimed at improving ACP delivery at both the state and national level. 

Conclusions 

The population in Arizona is projected to age even more rapidly than the U.S. population 

(ADHS, 2012). The IOM’s (2015) report entitled “Dying in America” validates the country’s 

need for improved quality of EOL care and recognizes this as an urgent public health concern. 

Literature supports utilization of ACP as a potential solution to this problem. Arizona CHC 

providers’ are uniquely positioned to improve the quality of EOL care for medically 

underserved, vulnerable populations. Despite its limitations, this study began to explicate 
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Arizona CHC providers’ current practices, knowledge and attitudes related to ACP as well as 

recommended targeted strategies that may help support positive behavior change among 

providers related to improving ACP delivery in this setting.  

Funding 

 There were no funding sources for this project. 
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Demographic and Professional Characteristics 

Please check the appropriate answer. Each question should have only one answer unless noted 
otherwise. 
 
1. Gender ___Male 

                 ___Female 

2. Age___ Years 

3. What type of program did you attend for your provider training? 

 ___1. Certificate 

 ___2. Master’s 

 ___3. Doctor of Nursing Practice (DNP) 

 ___4. Doctor of Medicine (M.D.) 

 ___5. Doctor of Osteopathic Medicine (D.O.) 

 ___6. Other (please specify) ______________ 

4. Was Arizona the site of your education? 

 ___Yes 

 ___No 

5. How many hours per week do you practice clinically as a provider? ___ hours/week. 

6. During your education, did you receive content about state laws which pertain to advance care 

    planning for end-of-life decision making? 

 ___Yes 

 ___No 

 ___I don’t remember 

7. From which of the following sources have you learned the most about advance care planning? 
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   Indicate 1st, 2nd and 3rd most prevalent. 

 ___1. Professional journals 

 ___2. Media (newspaper, television) 

 ___3. Basic educational training 

 ___4. Continuing education 

 ___5. Health care colleagues (nurses, physicians, social workers) 

 ___6. Personal attorney 

 ___7. Hospital attorney 

 ___8. Other (please specify) _____________________ 

8. How many years have you been a licensed/certified provider? _____years 

9. In what specialty area were you educated as a provider? 

 ___1. Adult 

 ___2. Pediatric 

 ___3. Family 

 ___4. Women’s health 

 ___5. Geriatrics 

 ___6. Mental health 

 ___7. Acute care 

 ___8. Other (please specify) ______________________ 

10. In what specialty do you primarily practice as a provider? 

 ___1. Adult 

 ___2. Pediatric 
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 ___3. Family 

 ___4. Women’s health 

 ___5. Geriatrics 

 ___6. Mental health 

 ___7. Acute care 

 ___8. Other (please specify) ______________________ 

11. Of the time you work, indicate what percent is spent in the following settings as a provider. 

   (Please make your answers add up to 100%). 

 ___% 1. Primary care clinics 

 ___% 2. Home health 

 ___% 3. Business/industry 

 ___% 4. Extended care facility 

 ___% 5. Hospice 

 ___% 6. Clinical faculty (nursing, medicine, etc.). 

 ___% 7. Hospital (specify area) ___________________ 

 ___% 8. Mental Health  

 ___% 9. Other (please specify) ___________________ 

     Total=100% 

12. Please estimate the percent of your patients which are in the following age groups:  

   (Please make your answers add up to 100%). 

 ___% 1. Newborn-18 

 ___% 2. 18-40 
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 ___% 3. 40-65 

 ___% 4. > 65 

    Total=100% 

13. What percent of your patients are considered terminally ill (less than 6 months to live)? 

 ___1. 0-25% 

 ___2. 26-50% 

 ___3. 51-75% 

 ___4. > 75% 

 ___5. Unknown 

14. In which setting do you practice? 

 ___1. Urban (U.S. Census Bureau urban definition: population of 50,000 or more people) 

 ___2. Rural (U.S. Census Bureau rural definition: population less than 50,000 people) 
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Knowledge of Arizona State Law 

Please answer the following TRUE-FALSE questions pertaining to the laws which regulate 
advance care planning for end-of-life decision making in the state of Arizona. After each 
question, indicate how CONFIDENT you are with your answer or whether your answer was a 
GUESS. Please answer every question. The purpose of this section is to assess primary care 
provider knowledge of the laws which govern advance care planning in order to guide basic and 
continuing education. 
 
Definitions according to the Arizona Revised Statutes Title 36 Chapter 32 Article 1: 
 
-“Health Care Directive” means a document drafted in substantial compliance with this chapter, 
including a mental health care power of attorney, to deal with a person's future health care 
decisions. 
 
-"Health Care Power of Attorney" means a written designation of an agent to make health care 
decisions. 
 
-"Agent" means an adult who has the authority to make health care treatment decisions for 
another person, referred to as the principal, pursuant to a health care power of attorney. 
  
-"Principal" means a person who is the subject of a health care power of attorney (owner/creator 
of the Health Care Directive). 
 
-"Health Care Provider" means a natural person who is licensed under this title and renders 
health care designed to prevent, diagnose or treat illness or injury. 
 
1. According to Arizona state law, a Health Care Provider who makes good faith health care 
decisions based on a genuine Health Care Directive or the direction of an Agent is immune from 
criminal and civil liability and is NOT subject to professional discipline. True; Arizona Revised 

Statute Title 36 Chapter 32 Article 1: 36-3205 subsection A. 

 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

2. According to Arizona state law, a Health Care Provider is NOT subject to criminal or civil 

liability or professional discipline for failing to comply with a decision or direction that violates 

the provider's conscience IF the provider promptly makes known their unwillingness and 

promptly transfers responsibility for the patient's care to another provider who is willing to act in 

accordance with the Agent’s direction. True; Arizona Revised Statute Title 36 Chapter 32 Article 

1: 36-3205 subsection C paragraph 1. 
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 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

3. According to Arizona state law, any person meeting the following criteria may complete a 
Health Care Directive: aged 18 or older, appears to be of sound mind, free from duress. True; 

Arizona Revised Statute Title 36 Chapter 32 Article 2: 36-3221. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

4. According to Arizona state law, an attorney must be consulted in the preparation of a Health 
Care Directive. False; Arizona Revised Statute Title 36 Chapter 32 no law stating this to be true. 

 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

5. According to Arizona state law, a Health Care Power of Attorney is entitled to make a 
principal’s health care decisions only when the Principal is unable to do so. True; Arizona 

Revised Statute Title 36 Chapter 32 Article 2: 36-3223 subsection A. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

6. The Arizona Secretary of State maintains a Health Care Directives website, which is a free and 
secure registry allowing individuals’ to electronically store and access their Health Care 
Directives and is accessible by all health care providers. True; Arizona Revised Statute Title 36 

Chapter 32 Article 7: 36-3291. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

7. According to Arizona state law, a principal may revoke their current Health Care Directive or 
disqualify their current Agent at any time. True; Arizona Revised Statute Title 36 Chapter 32 

Article 1: 36-3202. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 
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8. A mentally competent patient has the right to refuse life-sustaining medical therapies even if 
their Health Care Provider believes the therapies would be beneficial. True; Arizona Revised 

Statute Title 36 Chapter 32. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

9. According to Arizona state law, insurance companies can require a person to complete a 
Health Care Directive prior to being able to obtain a health insurance policy. False; Arizona 

Revised Statute Title 36 Chapter 32 Article 1: 36-3207. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

10. As of January 1, 2016, advance care planning conversations with patients by physician and 
non-physician practitioners are reimbursable under Medicare Part B. True;U.S. Department of 

Health and Human Services, 2015. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

11. According to Arizona state law, a Health Care Directive is valid only if signed and dated by 
the Principal and either an adult witness (meeting legal requirements) OR notary public (meeting 
legal requirements). True; Arizona Revised Statute Title 36 Chapter 32 Article 2: 36-3221 

subsection A paragraphs 2 & 3. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

12. According to Arizona state law, a Health Care Directive is only valid for one year. False; 

Arizona Revised Statute Title 36 Chapter 32 Article 1: 36-3202. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

13. Arizona state law authorizes the use of assisted suicide and mercy killing. False; Arizona 

Revised Statute Title 36 Chapter 32 Article 1: 36-3210. 
 
 ____True ____False 
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 How confident are you with your answer? ____Very ____Fairly ____Guess 

14. The individual appointed by the principal as his/her Health Care Power of Attorney takes 
priority in health care decision making over the patient’s spouse, parents and other family 
members. True; Arizona Revised Statute Title 36 Chapter 32 Article 3: 36-3231 subsection A. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

15. Arizona state law authorizes the use of Prehospital Medical Care Directives, which directs 
the withholding of CPR by emergency medical system and hospital emergency department 
personnel in the event the patient experiences cardiac or respiratory arrest. True; Arizona Revised 

Statute Title 36 Chapter 32 Article 4: 36-3251 subsection A. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

16. The Prehospital Medical Care Directive does NOT include withholding medical interventions 
or therapies deemed necessary to provide comfort care or alleviate pain. True; Arizona Revised 

Statute Title 36 Chapter 32 Article 4: 36-3251 subsection A. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 

17. In order to be valid, the Prehospital Medical Care Directive MUST be printed on a paper 
with an orange background in either letter or wallet size and signed by a licensed Health Care 
Provider and witness. True; Arizona Revised Statute Title 36 Chapter 32 Article 4: 36-3251 

subsection B. 
 
 ____True ____False 

 How confident are you with your answer? ____Very ____Fairly ____Guess 
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Knowledge of Clinical Application of Advance Care Planning 

Please answer the following TRUE-FALSE questions pertaining to clinical application of 
advance care planning. The purpose of this section is to assess primary care provider knowledge 
of the clinical aspect of advance care planning. 
 
18. More than 50% of adults have thought about their preferences for life-sustaining therapy and 
would want to discuss these preferences with a health care provider. True; Kaiser Family 

Foundation (KFF), 2015.  

 
 ____True ____False 

19. Most older adults report that they want to engage in advance care planning (complete an 
advance directive) while they are still healthy. True; CDC, 2011. 

 
 ____True ____False 

20. According to research, most patients would prefer to die at home yet only about one-third of 
Americans have completed a Health Care Directive. True; CDC, 2011. 

 
 ____True ____False 

21. Patients prefer to initiate a discussion of advance care planning rather than have the health 
care provider initiate the discussion. False; KFF, 2015. 

 
 ____True ____False 

22. According to research, 9 in 10 patients believe that health care providers should discuss end-
of-life care issues with their patients. True; KFF, 2015. 

 
 ____True ____False 

 

 

 



 
 
 

87

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

APPENDIX D 

COMFORT IN COUNSELING PATIENTS IN ADVANCE CARE PLANNING 
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Comfort in Counseling Patients in Advance Care Planning 

Questions #23-26 are statements which represent health care providers’ feelings about 
counseling patients in advance care planning. Please indicate by selecting the appropriate 
number whether you strongly agree, agree, disagree, strongly disagree or are neutral to the 
statement. 
 
23. I am reluctant to discuss advance directives unless the conversation is initiated by the patient. 
 
 Strongly Agree Agree Neutral Disagree Strongly Disagree 

  1     2       3                   4          5 

24. I find it hard to impart “bad news” to patients. 
 
 Strongly Agree Agree Neutral Disagree Strongly Disagree 

  1     2       3                   4          5 

25. I am uncomfortable in dealing with issues related to death and dying. 
 
 Strongly Agree Agree Neutral Disagree Strongly Disagree 

  1     2       3                   4          5 

26. I am uncomfortable discussing do-not-resuscitate orders with my patients. 
 
 Strongly Agree Agree Neutral Disagree Strongly Disagree 

  1     2       3                   4          5 
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APPENDIX E 

ATTITUDES TOWARDS ADVANCE CARE PLANNING 
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Attitudes Towards Advance Care Planning 

Questions #27-32 are statements which reflect attitudes toward advance care planning. Please 
select either True or False dependent upon your personal attitude. There is no right or wrong 
answer. 
 
27. I personally have completed an advance directive by either completing a Health Care 
Directive or designating a Health Care Power of Attorney.  
 
 ____True ____False 

28. I believe that many patients’ deaths are prolonged unnecessarily.   
 
 ____True ____False  

29. I believe that health care providers who authorize the withholding or withdrawal of nutrition 
or hydration from a terminally ill patient with a valid Health Care Directive may risk facing 
criminal charges. 
 
 ____True ____False  

30. I regularly initiate advance care planning with my patients rather than wait for them to 
initiate the discussion. 
 
 ____True ____False  

31. I think advance care planning education should be mandatory in the training of primary care 
providers. 
 
 ____True ____False  

32. I view advance care planning as an important aspect of my work. 
 
 ____True ____False  

33. Would you be interested in receiving the answers to selected survey questions with 
references at the conclusion of this survey (related to Arizona state law and clinical application 
of advance care planning)? 
 
 ____Yes ____No 
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Qualtrics© Survey Consent 

My name is Heidi Clouser and I am a graduate student completing my Doctor of Nursing 
Practice (DNP) project for completion of my DNP degree at the University of Arizona. I am 
conducting a survey of Arizona community health center providers’ practices, knowledge, and 
attitudes related to advance care planning and would like to invite you to participate in the 
research survey. 
 
The purpose of this study is to identify opportunities for improving current advance care 
planning practices in Arizona community health centers, ultimately leading to improved quality 
of end of life care for this medically underserved population. 
   
Your participation in this survey is confidential. To protect your identity only summarized data 
will be reported in the study’s final discussion. No travel or scheduling is required for survey 
participation. The survey can be completed anytime by accessing the link included in this email. 
Consent to participate in the study is implied by accessing the survey link. 

   
There are no direct risks or benefits to participants’ completing this survey. You may discontinue 
your participation at any time without penalty. If you have any questions regarding participation 
requirements, project design or study ethics, please contact the primary investigator 
at clouser@email.arizona.edu. At the conclusion of the survey, you have the option - but are not 
required- to provide your preferred e-mail address to receive answers to the survey questions 
with references. Thank you in advance for your participation!  
 
An Institutional Review Board (IRB) responsible for human subjects research at The 

University of Arizona (UA) reviewed this research project and found it to be acceptable, 

according to applicable state and federal regulations and university policies designed to 

protect the rights and welfare of participants in research. The UA IRB can be contacted by 

phone at 520-626-6721 or by email at http://rgw.arizona.edu/compliance/human-subjects-

protection-program 

 

__I agree to participate in the survey and will not disclose any details about the survey questions. 
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Arizona Alliance for Community Health Centers Letter of Agreement 

 
 
June 22, 2016 
 
Dear IRB Board: 
 
The Arizona Alliance for Community Health Centers (AACHC) is pleased to submit this letter of agreement for 
our participation Heidi Clouser’s DNP survey project taking place at the University of Arizona. 
 
AACHC has served as Arizona's Primary Care Association (PCA) since 1985, promoting and facilitating the 
development and delivery of affordable and accessible community-oriented, high quality, culturally effective 
primary healthcare for everyone in Arizona through advocacy, education, and technical assistance. AACHC 
serves as a resource for organizations providing primary healthcare to the underserved, including Federally 
Qualified Health Centers (FQHCs), Rural Health Clinics, Tribal organizations, behavioral health facilities, and 
others with a vested interest in the primary care safety net. AACHC comprises the state's largest network of 
primary care providers and works with a variety of partners to expand tools that health centers and 
organizations serving those in need can utilize to address the needs of their patient populations and improve health 
outcomes. 
 
AACHC agrees to distribute the survey associated with this study to community health centers around the state of 
Arizona. It is our understanding that the survey will be in an online format and therefore a link to the survey will be 
emailed to providers directly. 
 
We look forward to participating in this important project. 
 
Respectfully, 

 

 

John C. McDonald, RN, MS, CPHQ Chief Executive Officer 
 

 
700 E. Jefferson Street • Suite 100 

Phoenix, AZ 85034 
602.253.0090 • Fax 602.252.3620 

AACHC.org 
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 Email to Potential Participants  

Greetings, 
 
My name is Heidi Clouser and I am a graduate student completing my Doctor of Nursing 
Practice (DNP) project for completion of my DNP degree at the University of Arizona. I am 
conducting a survey of Arizona community health center providers’ practices, knowledge, and 
attitudes related to advance care planning and would like to invite you to participate in the 
research survey. 
 
The purpose of this study is to identify opportunities for improving current advance care 
planning practices in Arizona community health centers, ultimately leading to improved quality 
of end of life care for this medically underserved population. 
   
Your participation in this survey is confidential. To protect your identity only summarized data 
will be reported in the study’s final discussion. No travel or scheduling is required for survey 
participation. The survey can be completed anytime by accessing the link included in this email. 
Consent to participate in the study is implied by accessing the survey link. The survey will take 
approximately 20 minutes to complete.  

   
There are no direct risks or benefits to participants’ completing this survey. You may discontinue 
your participation at any time without penalty. If you have any questions regarding participation 
requirements, project design or study ethics, please contact the primary investigator 
at clouser@email.arizona.edu. At the conclusion of the survey, you have the option - but are not 
required- to provide your preferred e-mail address to receive answers to the survey questions 
with references. Thank you in advance for your participation!  
 
An Institutional Review Board (IRB) responsible for human subjects research at The 

University of Arizona (UA) reviewed this research project and found it to be acceptable, 

according to applicable state and federal regulations and university policies designed to 

protect the rights and welfare of participants in research. The UA IRB can be contacted by 

phone at 520-626-6721 or by email at http://rgw.arizona.edu/compliance/human-subjects-

protection-program 

 

By clicking the survey link you agree to participate in the survey and will not disclose any details 
about the survey questions. 
 
<SURVEY LINK> 
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 Reminder Emails  

Greetings, 
 
You were recently sent a link to participate in an online survey related to Arizona community 
health center providers practices, knowledge, and attitudes related to advance care planning. The 
survey will close in [2, 1] week[s] and your responses are vital to this research. 
 
You can access the survey by clicking the link below. Please note, by clicking the survey link 
you agree to participate in the survey and not to disclose any details about the survey questions. 
Thank you in advance for your participation in this important research! 
 
<SURVEY LINK> 
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Survey Answers with References and Resources Email 

 
Greetings, 
 
You were recently sent a link to participate in an online survey related to Arizona community 
health center providers practices, knowledge, and attitudes related to advance care planning. 
Thank you to all who participated as your responses are vital to this research. 
 
For those who were interested, attached you will find answers to selected survey questions 
including those related to Arizona state law and advance care planning as well as clinical 
application of advance care planning. 
 
Thank you again for your time and participation! 
 
Sincerely, 
 
Heidi Clouser 
Principal Investigator 
clouser@email.arizona.edu 
 
<ATTACHMENT> 
 

Knowledge of Arizona State Law 
 

1. According to Arizona state law, a Health Care Provider who makes good faith health care 
decisions based on a genuine Health Care Directive or the direction of an Agent is immune from 
criminal and civil liability and is NOT subject to professional discipline. True; Arizona Revised 

Statute Title 36 Chapter 32 Article 1: 36-3205 subsection A. 

 

2. According to Arizona state law, a Health Care Provider is NOT subject to criminal or civil 

liability or professional discipline for failing to comply with a decision or direction that violates 

the provider's conscience IF the provider promptly makes known their unwillingness and 

promptly transfers responsibility for the patient's care to another provider who is willing to act in 

accordance with the Agent’s direction. True; Arizona Revised Statute Title 36 Chapter 32 Article 

1: 36-3205 subsection C paragraph 1. 

3. According to Arizona state law, any person meeting the following criteria may complete a 
Health Care Directive: aged 18 or older, appears to be of sound mind, free from duress. True; 

Arizona Revised Statute Title 36 Chapter 32 Article 2: 36-3221. 
 
4. According to Arizona state law, an attorney must be consulted in the preparation of a Health 
Care Directive. False; Arizona Revised Statute Title 36 Chapter 32 no law stating this to be true. 
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5. According to Arizona state law, a Health Care Power of Attorney is entitled to make a 
principal’s health care decisions only when the Principal is unable to do so. True; Arizona 

Revised Statute Title 36 Chapter 32 Article 2: 36-3223 subsection A. 
 
6. The Arizona Secretary of State maintains a Health Care Directives website, which is a free and 
secure registry allowing individuals’ to electronically store and access their Health Care 
Directives and is accessible by all health care providers. True; Arizona Revised Statute Title 36 

Chapter 32 Article 7: 36-3291. 
 
7. According to Arizona state law, a principal may revoke their current Health Care Directive or 
disqualify their current Agent at any time. True; Arizona Revised Statute Title 36 Chapter 32 

Article 1: 36-3202. 
 
8. A mentally competent patient has the right to refuse life-sustaining medical therapies even if 
their Health Care Provider believes the therapies would be beneficial. True; Arizona Revised 

Statute Title 36 Chapter 32. 
 
9. According to Arizona state law, insurance companies can require a person to complete a 
Health Care Directive prior to being able to obtain a health insurance policy. False; Arizona 

Revised Statute Title 36 Chapter 32 Article 1: 36-3207. 
 
10. As of January 1, 2016, advance care planning conversations with patients by physician and 
non-physician practitioners are reimbursable under Medicare Part B. True; U.S. Department of 

Health and Human Services, 2015. 
 
11. According to Arizona state law, a Health Care Directive is valid only if signed and dated by 
the Principal and either an adult witness (meeting legal requirements) OR notary public (meeting 
legal requirements). True; Arizona Revised Statute Title 36 Chapter 32 Article 2: 36-3221 

subsection A paragraphs 2 & 3. 
 
12. According to Arizona state law, a Health Care Directive is only valid for one year. False; 

Arizona Revised Statute Title 36 Chapter 32 Article 1: 36-3202. 
 
13. Arizona state law authorizes the use of assisted suicide and mercy killing. False; Arizona 

Revised Statute Title 36 Chapter 32 Article 1: 36-3210. 
 
14. The individual appointed by the principal as his/her Health Care Power of Attorney takes 
priority in health care decision making over the patient’s spouse, parents and other family 
members. True; Arizona Revised Statute Title 36 Chapter 32 Article 3: 36-3231 subsection A. 
 
15. Arizona state law authorizes the use of Prehospital Medical Care Directives, which directs 
the withholding of CPR by emergency medical system and hospital emergency department 
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personnel in the event the patient experiences cardiac or respiratory arrest. True; Arizona Revised 

Statute Title 36 Chapter 32 Article 4: 36-3251 subsection A. 
 
16. The Prehospital Medical Care Directive does NOT include withholding medical interventions 
or therapies deemed necessary to provide comfort care or alleviate pain. True; Arizona Revised 

Statute Title 36 Chapter 32 Article 4: 36-3251 subsection A. 
 

17. In order to be valid, the Prehospital Medical Care Directive MUST be printed on a paper 
with an orange background in either letter or wallet size and signed by a licensed Health Care 
Provider and witness. True; Arizona Revised Statute Title 36 Chapter 32 Article 4: 36-3251 

subsection B. 
 

Knowledge of Clinical Application of Advance Care Planning 

18. More than 50% of adults have thought about their preferences for life-sustaining therapy and 
would want to discuss these preferences with a health care provider. True; Kaiser Family 

Foundation (KFF), 2015.  

 

19. Most older adults report that they want to engage in advance care planning (complete an 
advance directive) while they are still healthy. True; CDC, 2011. 

 

20. According to research, most patients would prefer to die at home yet only about one-third of 
Americans have completed a Health Care Directive. True; CDC, 2011. 

 

21. Patients prefer to initiate a discussion of advance care planning rather than have the health 
care provider initiate the discussion. False; KFF, 2015. 

 
22. According to research, 9 in 10 patients believe that health care providers should discuss end-
of-life care issues with their patients. True; KFF, 2015. 
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Institutional Review Board Approval Letter
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Related To Advance Care Planning 
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