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Palliative Care Physicians’ Practices and
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Abstract

To clarify physicians’ practices and attitudes regarding advance care planning (ACP) in palliative care units (PCUs) in Japan,
-we conducted a self-completed questionnaire survey of 203 certificated PCUs in 2010. Ninety-nine physicians participated in the
survey. Although most Japanese palliative care physicians recognized the importance of ACP, many failed to implement aspects of
patient-directed ACP that they acknowledged to be important, such as recommending completion of advance directives (ADs),
designation of health care proxies, and implementing existing ADs. The physicians’ general preference for family-centered deci-
sion making and their feelings of difficulty and low confidence regarding ACP most likely underlie these results. The discrepancy
between physicians’ practices and their recognition of the importance of ACP suggests an opportunity to improve end-of-life care.

Keywords

advance care planning, advance directives, attitude, palliative medicine, palliative care, neoplasms, Japan

Introduction

Advance care planning (ACP) has been described as a process
“whereby a patient, in consultation with health care providers,
family members, and important others, makes decisions about
his or her future health care, should he or she become incapable
of participating in medical treatment decisions.”! The ACP
improves end-of-life care and patient and family satisfaction
and reduces stress, anxiety, and depression in surviving rela-
tives.> Advance directives (ADs) are directions recorded by
competent individuals to allow them to influence treatment
decisions through ACP in the event of serious illness and sub-
sequent loss of competence. Several previous studies focused
on the completion of ADs and factors impacting on physicians’
attitudes toward ADs, that is, cultural factors, autonomy, the
patient’s family, legal worries, the professional’s fear of
increased euthanasia, and individual subjective concerns.® In
these studies, the characteristics of physicians with a positive
attitude toward ADs were experience with the use of ADs in
practice,* higher age,® an earlier year of graduation from the
medical school,” working in a solo practice,’ female gender,’
and working as a resident physician.® In contrast, the character-
istics of physicians who have a negative attitude toward ADs

were reported to be an early year of graduation from the med- .

ical school® and being a foreign medical graduate.” The ACP is

supported by legislation in Australia, the United Kingdom, and
the United States.” The ACP is spreading in Asia and has been
governed by a national act in Taiwan since 2000.”

In Japan, the term ACP is not popular with general citizens
or health care professionals; however, ADs have received
much discussion, especially in the case of living wills when
life-sustaining treatment was administered to patients who
were unlikely to recover. Previous studies have revealed that
Japanese physicians have a positive attitude toward ADs in
general.>® However, because ADs are not mandatory docu-
ments in Japan, health care professionals do not often have the
opportunity to see patients who have completed ADs in the
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physician’s own clinical practice, even in palliative care units
(PCUs) or hospices. A previous study in Japan indicated that
the rate of completion of ADs was only 9%.°

These previous studies®® were small, and because they were
published in 1998, they do not reflect more recent changes in
practices and attitudes. No one has conducted a large size, mul-
ticenter, and systematic survey of practices and attitudes
regarding ACP among palliative care physicians in Japan.

We therefore conducted a nationwide survey in Japan to
examine the current status of ADs in PCUs and to determine
palliative care physicians’ practices and attitudes regarding
ACP. We have already reported the survey results showing that
the rate of completion of ADs is 18% to 48% in PCUs.® Here,
we report the results of Japanese palliative care physicians’
practices and attitudes regarding ACP, and the characteristics
of physicians who have positive or negative practices concern-
ing ACP.

Methods
Participants

Participants were responsible physicians from all 203 certifi-
cated PCUs that are members of Hospice Palliative Care Japan,
which is the most respected and largest palliative care associa-
tion in Japan and was established in 1991. The survey covered
93.5% of the total of 217 certified PCUs in 2010 in Japan.

Design

We conducted a nationwide cross-sectional survey from Decem-
ber 2010 to February 2011 by mailing a cover letter and ques-
tionnaire about ACP to a responsible physician in each of the
203 certified PCUs. The cover letter stated that the survey was
anonymous and provided instructions for answering the self-
completed questionnaires. Participating physicians answered
their questionnaire and returned it in the envelope provided. The
institutional review board of the Graduate School of Compre-
hensive Human Sciences, University of Tsukuba, approved the
survey protocol.

Questionnaire

The questionnaire examined each participating physician’s
practices before and after a patient’s admission to a PCU and
their attitude toward ACP. Because most of the palliative care
physicians were in charge of patients only after admission to
PCUs, in the current study we have only reported question
items concerning the physicians’ practices after the patient’s
admission: examples are “Do you encourage sharing of the
goals of treatment and care between the patient and family?”
“Do you order do not resuscitate (DNR) if you determine that
the patient wishes for no cardiopulmonary resuscitation (CPR)
in the event of the patient’s cardiopulmonary arrest?” and “Do
you order DNR if the patient’s family wish for no CPR in the
event of the patient’s cardiopulmonary arrest?” (Figure 1).
We required the physicians to answer the questions regarding

their practices using a 5-point Likert-type scale: “always,”
“very frequently,” “sometimes,” “rarely,” or “never”.

The question items concerning each physician’s attitudes
toward ACP were separated into 2 parts (Figures 2 and 3). The
first part examined the physicians’ recognition of the impor-
tance of ACP and included question items such as “Is it impor-
tant to confirm the patient’s understanding of their disease
conditions?” “Is it important to ask the patient about existing
ADs?” and “Is it important to ask if the patient desires the use
of transfusion in case they lose their decision-making capac-
ity?” ‘We required physicians to answer the questions using
a 5-point Likert-type scale: “very important,” “important,”
“neither important nor unimportant,” “not so important,” or
“not important at all.” The second part concerned the physi-
cians’ attitudes and difficulties toward ACP and ADs, such
as “ACP is an effective way for patients to influence their med-
ical treatment should they lose competence”; “In a cata-
strophic situation, I would have greater confidence in my
treatment decisions if guided by an AD”’; and “I have difficulty
asking the patient, not their family, about the patient’s desires
concerning end-of-life care in ACP.” We required the physi-
cians to answer the questions using a 5-point Likert-type
scale: “strongly agree,” ‘“‘agree,” “undecided,” “disagree,”
or “strongly disagree.”

The questionnaire also examined each physician’s demo-
graphic data including age, sex, clinical experience, length of
time engaged in palliative care, and the type of medical facility
in which they work. The types of medical facilities were desig-
nated cancer hospital, other hospital, clinic, and others.

The questionnaire was developed by 2 of the study’s authors
(YK and YA). The first part of the questionnaire, which con-
cerned the physicians’ practices before and after a patient’s
admission to a PCU and the physicians’ recognition of the
importance of ACP, was original items developed based on a
literature review.'>%!! The second part of the questionnaire
about the physicians’ attitudes and difficulties toward ACP and
ADs was developed with reference to a previous study.* We
translated all items about the physicians’ attitudes toward ACP
and ADs in the previous study” into Japanese, with the excep-
tion of 2 items pertaining to law, which we deleted because AD
and ACP are not supported by law in Japan, and we thought the
question would be inappropriate to ask. In addition, we chan-
ged the description of AD in the translation of the previous
study* to ACP to avoid confusion regarding the definitions.
Throughout this study, AD was defined as directions recorded
by competent individuals to allow them to influence treatment
decisions in the event of serious illness and subsequent loss of
competence, and ACP was defined as the process of making
decisions about patient’s future health care by a patient in con-
sultation with health care providers, family members, and
important others, should he or she become incapable of partici-
pating in medical treatment decisions. We added another
3 items to the translated questionnaire to assess the physicians’
difficulty in practicing ACP: “I have difficulty telling the
patient directly about their disease conditions in ACP”’; “IT have
difficulty assessing the patient’s decision-making capacity in
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Figure I. Physicians’ practices regarding ACP in the PCUs (N = 99).

ACP?”; and “I have difficulty asking the patient, not their fam-
ily, about the patient’s desires concerning end-of-life care in
ACP.” The content and face validity of the survey instrument
were confirmed by a convenience sample of 10 palliative care
specialists. Reliability was checked by Cronbach o coefficient.
The full questionnaire used for the study is given in Appendix A.

Statistics

We summarized the demographic data by descriptive statistics.
Either the chi-square test or Fisher exact test was used in uni-
variable analyses comparing physicians with positive practices
regarding ACP to those with negative practices. In this study, a
physician with negative practices regarding ACP was defined
as one who responded ““sometimes,” “rarely,” or ‘“never” to
each of the following 3 questions, which were deemed the most
fundamental after much discussion among the researchers: “Do
you recommend that patients to complete an AD in the event
they lose their decision-making capacity?” “Do you ask the
patient to designate a health care proxy in the event they lose
decision-making capacity?” and “Do you order DNR if you
determine that the patient wishes for no CPR in the event of car-
diopulmonary arrest?” Physicians who did not meet this defini-
tion for negative practices were classed as having positive

ACP indicates advance care planning; PCUs, palliative care units.

practices regarding ACP. P values less than .05 were considered
statistically significant. Analysis was conducted using SPSS sta-
tistics 21 (IBM, Tokyo, Japan).

Results

Of the 203 certified PCUs, 99 (49%) returned responses to
the survey. In total, we collected data from 99 responsible
physicians.

Demographic Data

The characteristics of the respondents are listed in Table 1. The
respondents were predominantly male, and their median age
was 49.0 years (interquartile range [IQR], 12.0 years). The
median length of time of the physicians’ clinical experience
and palliative care experience was 24.0 years (IQR, 14.0 years)
and 7.0 years (IQR, 8.0 years), respectively. Approximately
one-fourth of the physicians were engaged in a designated can-
cer hospital.

Reliability of the Questionnaife

Cronbach o coefficient for the parts of the questionnaire about
the physicians’ practices, their recognition of the importance of
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Figure 2. Physicians’ recognition of the importance of ACP (N = 99).

ACP, their attitudes toward ACP and ADs (questions translated
from Davidson et al*), and their attitudes toward ACP and ADs
(original questions devised for this study) were 0.884, 0.881,
0.344, and 0.756, respectively.

Physicians’ Practices Regarding ACP in the PCUs

Figure 1 shows the results for the physicians’ practices regard-
ing ACP in the PCUs. .

The percentages of physicians who “always” or “very
often” confirm the family’s understanding of the patient’s dis-
ease conditions, the goals of treatment and care with the
patient’s family, the patient’s understanding of their disease
conditions, and the goals of treatment and care with the patient
were 99.0%, 95.9%, 93.9%, and 87.9%, respectively.

The percentages of physicians who “always” or “very
often” ask the patient about existing ADs, the patient to desig-
nate a health care proxy in case they lose their decision-making
capacity, and recommend that the patient completes an ADs in
the event they lose their decision-making capacity were 46.9%,
40.4%, and 30.3% respectively.

The percentage of physicians who
often”

“always” or “very
order DNR after asking the patient’s family was

ACP indicates advance care planning.

70.7%. The percentage of physicians who always or very often
order DNR if they know that the patient wishes for no CPR in
the event of cardiopulmonary arrest was 33.3%.

Physicians’ Recognition of Importance of ACP

Figure 2 shows the results for the physicians’ recognition of the
importance of ACP. A physician was deemed to recognize the
importance of a certain aspect of ACP if they responded “very
important” or “important” in the survey.

The percentages of physicians who recognized the impor-
tance of confirming the family’s understanding of the patient’s
disease conditions, confirming the goals of treatment and care
with the patient’s family, confirming the patient’s understand-
ing of their disease conditions, and confirming the goals of
treatment and care with the patient were 99.0%, 99.0%,
99.0%, and 98.0%, respectively.

The percentages of physicians who recognized the impor-
tance of asking the patient about existing ADs, recommending
that the patient complete an AD in the event they lose their
decision-making capacity, and asking the patient to designate
a health care proxy in case they lose their demsmn-makmg
capacity were 68 7%, 62.6%, and 56.5% respectively.



