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Practical Methods to Increase Use of 
Advance Medical Directives

 

Jonathan Betz Brown, MPP, PhD, Arne Beck, PhD, Myde Boles, PhD, Paul Barrett, MD, MSPH

 

OBJECTIVE: 

 

To compare the effectiveness of two means for
increasing the use of advance medical directives: written
materials only versus written materials and an educational
videotape.

 

DESIGN: 

 

Population-based, randomized controlled trial with
3-month follow up.

 

SETTING: 

 

Kaiser Permanente Colorado Region, a not-for-profit
group-model health maintenance organization.

 

PARTICIPANTS: 

 

A population-based sample of all 1,302 mem-
bers aged 75 years and older who used the Franklin Medical
Office, excluding 55 persons who died or disenrolled during
the study period or were identified by their physicians as
blind or cognitively impaired.

 

INTERVENTIONS: 

 

All subjects were mailed a 10-page cartoon-
illustrated educational pamphlet on patient choices, a selection
of Colorado advance medical directive forms, and a guide to
their completion; 619 subjects also were mailed a 20-minute
videotape on advance directives. Both groups had access to a
study nurse for assistance in completing and placing advance
medical directives.

 

MEASUREMENTS AND MAIN RESULTS: 

 

The main outcome mea-
sure is the proportion of subjects who placed a directive in
their medical record for the first time. Placement rates in-
creased almost identically, from 21.2% to 35.0% in the writ-
ten materials-only group and from 18.9% to 32.6% in the
group receiving the videotape (95% confidence interval for
difference 

 

2

 

0.04, 0.04, 

 

p

 

 

 

5

 

 .952).

 

CONCLUSIONS: 

 

In an elderly population with a substantial
baseline placement rate, mailing of written materials substan-
tially increased placement of an advance directive in the med-
ical record, but the addition of a videotape did not. Mailing the
video did increase the use of treatment trials and made pa-
tients more aware of reasons 

 

not

 

 to use advance directives.
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M

 

any clinicians, managers, policy makers, ethicists,
and researchers advocate increased completion and

use of advance medical directives (AMDs), which include
living wills and durable powers of attorney for health care
(DPAHCs).

 

1,2

 

 Most elderly Americans believe that they
should complete a directive.

 

3–7

 

 Most have not, however.

 

7,8

 

Of those who have, many have not placed their directive in
their medical record, where it would be readily available for
clinical use.

 

9–12

 

One potentially low-cost method to increase AMD com-
pletion is mass mailing of educational materials and forms.
Rubin et al. achieved an 18.1% net increase in AMD com-
pletion using this approach, along with telephone access
to assistance and additional information, in an unselected
population of elderly HMO members, 94% of whom had
not previously completed an AMD.

 

13

 

 The distribution of in-
formation by video offers another social marketing ap-
proach. The Foundation for Informed Medical Decision
Making develops interactive videodisks and videotapes to
help patients and physicians improve medical decision
making in areas such as breast-cancer treatment, surgery
for benign prostatic hyperplasia, and use of the prostate-
specific antigen test.
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 With support and collaboration
from the Colorado Permanente Medical Group and the
Veterans Administration Hospital in White River Junction,
New Hampshire, the Foundation developed and is now
marketing a videotape, entitled 

 

Peace of Mind: Advance Di-
rectives

 

, that explains AMDs and encourages their use. We
designed and implemented a population-based, random-
ized controlled trial that compared a mailing of written
materials to a mailing that also included the 

 

Peace of Mind

 

videotape. We hypothesized that the addition of the video-
tape would stimulate AMD completion more than written
materials alone.

 

METHODS

 

Our study site was the Colorado Region of Kaiser Per-
manente, an established not-for-profit group-model HMO of
312,000 members. To focus on study subjects likely to be
concerned about end-of-life choices, we used an administra-
tive database to identify all 1,302 Kaiser Permanente mem-
bers aged 75 years or older whose personal primary care
physician practiced at the Franklin Medical Office. We lim-
ited the study to a single medical office for logistical reasons
and used the Franklin Medical Office because it served the
largest complement of elderly members. Before analyzing
study results, we excluded 55 members who were with-
drawn by their physicians because of blindness, illiteracy,
or dementia; who moved out of the area, terminated HMO
membership, or died before the end of the follow-up period;
or whose medical record could not be located.
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Interventions

 

We mailed a collection of printed materials and a
cover letter signed by the HMO’s associate medical director
(PB) to a randomly selected half of the study population (

 

n

 

 

 

5

 

628, after the exclusions described above). The printed ma-
terials included an educational pamphlet, 

 

You and Your
Choices

 

, published in 1994 by Choice in Dying, Inc.; a
6-page, 5-by-8-inch Colorado Advance Directive Guide, also
published by Choice in Dying, Inc.; and Colorado-specific
forms for the execution of a DPAHC, a living will, and a
cardiopulmonary resuscitation directive.

To the remaining subjects (

 

n

 

 

 

5

 

 619), we mailed the
same collection of written materials described above but
added the 

 

Peace of Mind: Advance Directives

 

 videotape. In
this video, actual patients and family members describe
their feelings and choices about advance directives and
their experiences with fatal and nearly fatal illnesses, with
and without advance directives. The video presents nine
interviews. It opens with an extended interview of a man
with respiratory disease who thought he should have had a
DPAHC before his recent hospitalization. Had he completed
one, however, he may not have survived his 3-month stay
in the intensive care unit to do the interview. In another in-
terview, the patient expresses the concern that “you don’t
want to burn bridges” by being too restrictive with your di-
rectives. For the remainder of the interviews, most patients
and family members express the belief that AMDs are ben-
eficial in preventing family conflict and relieving the burden
of decision making during times of emotional strain. The
primary objective of the video is to increase subjects’ moti-
vation to complete a directive by exposing them to the per-
sonal experiences of others.

Before mailing intervention materials to the videotape
group, we wrote to tell them that they would soon receive an
AMD videotape and asked them to return a stamped, self-
addressed postcard if they did not want the videotape or if
they needed to schedule an appointment with the study
nurse to view it at the medical office. Thirty-one percent
asked us not to send the videotape. We mailed the written
materials to all subjects in the videotape group, regardless
of their desire to receive the videotape. No data on VCR own-
ership were collected. Subjects in both groups were given
the name and telephone number of the study nurse and
told that she would answer AMD-related questions and help
subjects place completed directives in their clinical record.
Subjects in the video group were also told that the study
nurse could assist them with viewing the video. No data on
utilization of the study nurse were collected.

 

Follow-Up Questionnaire and Record Review

 

We mailed the videotapes and written materials in Oc-
tober 1994. Three months later we mailed a follow-up
questionnaire to all subjects in both study groups. After a
postcard reminder and a second letter plus questionnaire,
we received completed questionnaires from 381 written-

materials subjects and 354 videotape subjects, yielding re-
sponse rates of 60.7% and 57.2%, respectively. The ques-
tionnaire, which we developed after reviewing instruments
mentioned in the published literature, asked about rea-
sons for not completing a DPAHC (among patients report-
ing not doing so), stages of thought and action toward
completing a DPAHC, knowledge of facts and terms about
DPAHCs, memory of and exposure to the intervention, and
demographic characteristics.

After the 3-month follow-up period, we reviewed the
consolidated Kaiser Permanente medical record for each
subject to identify those whose records contained a new or
old AMD and to ascertain its type, content, and dates of
execution and placement.

 

Outcome Measures and Analytic Methods

 

Before initiating the intervention, we defined our pri-
mary outcome measure to be the proportion of study sub-
jects without a previously executed AMD in their medical
record who executed an AMD and placed it in their record
within 3 months after the mailing of intervention materials.
Our analysis was performed on an intent-to-treat basis,
comparing the completion rates of the written-materials
and videotape groups. Our sample size gave us 80% power
to detect a 15% difference in completion rates (two-tailed
test). We used 

 

x

 

2

 

 analysis to determine differences between
the two groups on dichotomous data, and the Mann-
Whitney 

 

U

 

 tests to analyze group differences on ordinal data.

 

RESULTS

 

As shown in Table 1, randomization yielded two pop-
ulations that were very similar in mean age (81.2 vs 81.0
years) and not significantly different in the proportion of
members who were women (62.7% vs 66.2%). Of the final
study population, 86% reported their ethnic background
as white, 46% lived alone, and 41% had attended or grad-
uated college. Twenty-one percent of the written-materials
group had completed an AMD prior to the intervention,
compared with 18.9% of the videotape group. The kinds of
AMDs found at baseline in the medical records of each
group were also very similar.

 

Exposure to Intervention

 

Table 1 also shows that 190 (30.7%) of the 619 sub-
jects in the videotape group asked us by postcard or tele-
phone not to mail the videotape. These “decliners” were
significantly more likely than others in the videotape
group to have previously completed an AMD (30% vs 14%,

 

p

 

 

 

,

 

 .001) and more likely to return a completed follow-up
questionnaire (66.3% vs 48.7%, 

 

p

 

 

 

,

 

 .001). However, “de-
cliners” and “accepters” were almost exactly similar in
mean age, gender distribution, and—among questionnaire
responders—racial background, living arrangements, and
education.
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As shown in Table 2, among the questionnaire re-
sponders in the videotape group who were mailed the vid-
eotape and answered the questions, 77.5% recalled re-
ceiving the video and, of these, 67.9% reported that they
viewed it at least once. Of the latter group, 77% said they
viewed the tape at home. The remainder viewed it with
relatives or, less frequently, with friends or in the medical
office. 

Among those who answered the questions, 78% of
the videotape group and 71.1% of the written-materials
group recalled receiving the printed materials. As detailed
in Table 3, 91.5% of the written-materials group and
88.1% of the videotape group reported reading the written
materials, and 54% of both groups reported reading them
“with care.” About 70% of the subjects who recalled re-
ceiving the video or who reported reading the written ma-
terials said that these materials were “useful” or “very
useful.”

 

Completion and Placement of Directives

 

Table 4 describes the postintervention proportions of
AMD placement by written-materials and videotape mem-
bers, based on the types of AMDs placed in their medical
records before the intervention. The overall proportion of
members with AMD placements increased by 13.8 per-
centage points in the written-materials group and by 13.7
points in the videotape group, growth rates of 65.4% and
72.6%, respectively. By the end of the follow-up period, we
found at least one AMD in the medical records of 33.8% of
the study population, compared with 20.0% at baseline.

Self-reported rates of placement of DPAHCs “in my
medical record” among questionnaire responders were
also equal between the study arms, although more sub-
jects reported placement than we could confirm from our
records. Written-materials questionnaire responders self-
reported 39.3% placement compared with 35.1% in the
videotape group. Another 14.3% of questionnaire respond-
ers said that they had signed but not placed an AMD
(16.9% videotape vs 12.0% written materials, 

 

p

 

 

 

5

 

 .050).
Thus, among questionnaire respondents in a posttest-only
comparison, the videotape group self-reported slightly
greater total DPAHC completion (but not placement) than
the written-materials group. Even more subjects reported
their desire to take some action. After our intervention,
only 20% of questionnaire completers said they “haven’t
thought about” executing a DPAHC. Of the remainder,
10% already thought they “should” complete a directive,
20% planned to or were “taking steps now,” and the rest
had already completed one.

As detailed in Table 4, a substantial number of sub-
jects who had previously placed an AMD completed and
placed additional or updated directives. Overall, the rate
of new AMD placement was about equal among persons
who had previously placed an AMD and among those who
had not. Nearly 20% of subjects who had previously
placed only a living will added a DPAHC. Written-material
members were more likely to do this than videotape mem-
bers. Almost all subjects who completed a new living will
answered a 3-response, closed-end question about tube

 

Table 1. Baseline Advance Directive Status and Demography

 

Variable

 

*

 

Written-Materials
Group

Videotape Group
Both GroupsVideo Sent Video Not Sent Total

 

Advance directives in medical records, 

 

n

 

 (%)
Living will only 77 (12.3) 36 (8.4) 34 (17.9) 70 (11.3) 147 (11.8)
DPAHC only 10 (1.6) 4 (0.9) 2 (1.1) 6 (1.0) 16 (1.3)
Both living will and DPAHC 46 (7.3) 20 (4.7) 21 (11.1) 41 (6.6) 87 (7.0)
No advance directive 495 (78.8) 369 (86.0) 133 (70.0) 502 (81.1) 997 (80.0)
Total 628 (100) 429 (100) 190 (100) 619 (100) 1,247 (100)

Women, 

 

n

 

 (%) 394 (62.7) 284 (66.2) 126 (66.3) 410 (66.2) 804 (64.5)
Mean age, years 81.2 81.1 80.9 81.0 81.1
Questionnaires returned, 

 

n

 

 (%) 381 (60.7) 223 (52.0) 131 (68.9) 354 (57.2) 735 (58.9)

*

 

DPAHC indicates durable power of attorney for health care.

 

Table 2. Exposure to and Rating of Videotape by 
Questionnaire Item Responders to Whom a 

 

Videotape Was Mailed

 

Exposure and Rating (Total Responses)

 

n/n 
responding

 

%

 

Recalled receiving videotape (178) 138 77.5
Times viewed (131)

Never 42 32.1
Once 67 51.1
Twice 21 16.0
Three or more times 1 0.8

Place viewed (87)
Home 67 77.0
Relative’s home 8 9.2
Friend’s home 3 3.4
Medical office 9 10.3

Usefulness (93)
Not at all useful 10 10.8
Slightly useful 18 19.4
Useful 40 43.0
Very useful 25 26.9
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feeding and parenteral nutrition that is part of this legis-
latively designed document in Colorado. As detailed in Ta-
ble 5, among the subset submitting living wills, members
in the videotape group were more likely to request a treat-
ment trial of these interventions (

 

p

 

 

 

5

 

 .034).

 

Other Results

 

When asked to select up to 13 reasons why they did
not complete a DPAHC, noncompleters in the videotape
“accepter” group marked more reasons not to complete
one than did videotape “decliners” (1.3 per person vs 1.0
per person, 

 

p

 

 

 

5

 

 .058). Item-specific differences among the
13 reasons were not statistically significant.

 

DISCUSSION

 

The mailing of written materials only and the mailing
of the videotape along with written materials each in-
creased AMD placement substantially. These increases of
nearly 14 percentage points are similar to the best results

achieved from other single-contact interventions to in-
duce health-related behaviors such as smoking cessation
in unselected populations.

 

15

 

 They also compare favorably
to the best results of other interventions to increase AMD
completion.

 

11,13,16,17

 

 Our study provides strong evidence
that HMOs can use direct mail campaigns to increase
AMD completion and placement rates among their elderly
members.

Two years before our study began, most of our study
subjects received a mailing of a booklet and AMD forms
from the HMO to encourage AMD completion. Thus, one
fifth had already completed and placed an AMD at base-
line. Our results suggest that, as has been found for smok-
ing cessation,

 

15

 

 repeated efforts to encourage AMD comple-
tion do not rapidly reach a plateau of diminishing marginal
return. In the trial of Rubin et al., mailed printed materials
increased DPAHC completion by about 14 percentage
points over a base of 4.7%.

 

13

 

 Written materials in our study
increased AMD completion by about 14 percentage points
over a base of 20%. By the end of our study, self reports of
questionnaire responders indicated that over 50% had

 

Table 3. Self-Reported Exposure to and Rating of Written Materials

 

Exposure and Rating
Written-Materials

Group, 

 

n

 

 (%)
Videotape Group,

 

n

 

 (%) Total, 

 

n

 

 (%)

 

Recalled receiving printed materials 219 (71.1) 227 (78.0) 446 (74.5)
Still have materials 115 (59.6) 128 (63.1) 243 (61.4)
Read materials 182 (91.5) 177 (88.1) 359 (89.8)

Read with care 108 (54.3) 109 (54.2) 217 (54.3)
Read somewhat 74 (37.2) 68 (33.8) 142 (35.5)
Did not read 17 (8.5) 24 (11.9) 41 (10.3)

Usefulness
Not at all useful 20 (10.7) 14 (7.4) 34 (9.1)
Slightly useful 34 (18.2) 50 (26.6) 84 (22.4)
Useful 82 (43.9) 90 (47.9) 172 (45.9)
Very useful 51 (27.3) 34 (18.1) 85 (22.7)

 

Table 4. Postintervention Probability of Advance Directive Placement, Given Baseline Directive Status

 

*

 

Before Intervention

 

†

 

After Intervention, 

 

n

 

 (%)

Written-Materials Group Videotape Group

Living
Will Only

DPAHC
Only Both

No
Directive Total

Living
Will Only

DPAHC
Only Both

No
Directive Total

 

Living will only 59
(76.6)

0
(0.0)

18
(23.4)

0
(0.0)

77
(12.3)

60
(85.7)

0
(0.0)

10
(14.3)

0
(0.0)

70
(11.3)

DPAHC only 0
(0.0)

6
(60.0)

4
(40.0)

0
(0.0)

10
(1.6)

0
(0.0)

6
(100.0)

0
(0.0)

0
(0.0)

6
(1.0)

Both living will and DPAHC 0
(0.0)

0
(0.0)

46
(100.0)

0
(0.0)

46
(7.3)

0
(0.0)

0
(0.0)

41
(100.0)

0
(0.0)

41
(6.6)

No advance directive 2
(0.4)

2
(0.4)

83
(16.8)

408
(82.4)

495
(78.8)

3
(0.6)

6
(1.2)

76
(15.1)

417
(83.1)

502
(81.1)

Total 61
(9.7)

8
(1.3)

151
(24.0)

408
(65.0)

628
(100.0)

63
(10.2)

12
(1.9)

127
(20.5)

417
(67.4)

619
(100.0)

*

 

For example, 76.6% of people with a living will only at baseline remained with only a living will after receiving the written-materials intervention.

 

†

 

DPAHC indicates durable power of attorney for health care.
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executed a directive and another 7% were “taking steps
now” to complete one.

The addition of the 

 

Peace of Mind

 

 videotape clearly did
not add to the effect of written materials on medical record
placement, our primary study outcome. The videotape in-
tervention may have increased completion rates short of
placement, as indicated by posttest-only self-reports from
questionnaire responders. However, either the extra mail-
ing (asking subjects if they wanted to decline receipt of the
videotape) or the videotape itself might have stimulated
this increase.

Because our design allowed subjects to decline the
videotape in advance, and because about one third of
those who received it said they did not play it, we estimate
that only about half the videotape group actually viewed
the tape. A larger percentage—about two thirds—of each
group looked at the written materials, with about two
thirds of these doing so “with care.” It does not appear that
the addition of the videotape increased the likelihood of
paying attention to written materials.

The results of our intent-to-treat analysis also sug-
gest that videotape exposure influenced treatment prefer-
ences by increasing knowledge of AMDs and of the issues
surrounding their use. Members of the videotape group
who placed living wills were more likely to specify a treat-
ment trial before the withdrawal of artificial nourishment.
Videotape group members also identified more reasons

 

not

 

 to complete an AMD.
We are uncertain about why videotape exposure did

not increase AMD placement. It may be that videotapes
have limited impact in an older population that is not video-
oriented. Another reason may be that knowledge is not the
rate-limiting factor in AMD completion among elders.

 

18

 

Most elders think they should complete an AMD and even
plan to do so. Like smokers who think they should quit cig-
arettes or alcoholics who would like to stop drinking, non-
completers may be stuck at a more advanced “stage of
change” in which further general knowledge has little mo-
tivating effect.

 

19

 

 Nearly a third of our questionnaire com-
pleters who had not already completed an AMD thought
they “should” complete one or were “taking steps now.”

If more than knowledge is needed, the availability—in
both study arms—of a nurse to answer questions and re-
ceive and place directives in the medical record may have
contributed substantially to the success of both arms.

Our study nurse was frequently contacted. Other studies
suggest that personal assistance promotes directive com-
pletion.

 

17,20

 

 We recommend including a similar resource
in future social marketing efforts, along with the provision
of forms that subjects can fill out and return.

A second reason why videotape mailing did not in-
crease placement may be that the value of AMDs becomes
more unclear the more one knows about them. Dying in-
stead of making an unexpected recovery is a genuine risk
of AMD execution. So are the chances that your surrogate
will make a poor decision, that your doctors will ignore or
misinterpret your directive or surrogate, or that you will
fail to anticipate—not know in advance your preferences
about—the many possible medical conditions and inter-
ventions that could arise. Indeed, the growth in uncer-
tainty and skepticism among patients who viewed the

 

Peace of Mind

 

 videotape parallels the developing criticism
of AMDs in the health services research literature.

 

12,21–29

 

 If
one’s objective is to enable patients to make better-
informed decisions about AMDs, and not merely to in-
crease completion rates, then inclusion of the videotape
with written materials (or in other educational approaches)
may well be appropriate.

For those who advocate increased use of AMDs, our
results pose a paradox. Most advocates promote AMDs to
increase self-determination and the likelihood that pa-
tients will get the end-of-life treatment that they want. Le-
gally and philosophically, AMDs extend patients’ rights to
informed consent.

 

6

 

 Our results suggest that as some pa-
tients come to know more about AMDs and the circum-
stances of their use, they are less convinced of their
value. Many completed AMDs also seem internally incon-
sistent.

 

13

 

 Increased AMD completion rates may not al-
ways increase self-determination.

 

Strengths and Limitations

 

The greatest strength of our study is its population-
based, randomized design, which allowed us to observe
and experimentally attribute changes in AMD completion
in an unselected population of elders who were not aware
(until receiving the follow-up questionnaire) that their ac-
tions were being studied. Another strength is our ability to
track actual medical record placement. Finally, our inter-
vention used carefully designed, widely available products.

 

Table 5. Artificial Nourishment Selections in Living Wills by Questionnaire Item Responders Completing New Living Wills

 

Selections Written Materials Group, 

 

n

 

 (%) Videotape Group, 

 

n

 

 (%) Total, 

 

n

 

 (%)

 

Do not continue, if only treatment 70 (68.0) 51 (58.0)* 121 (63.4)
Continue for X days 18 (17.5) 29 (33.0)* 47 (24.6)
Continue indefinitely 11 (10.7) 5 (5.7)* 16 (8.4)
Conflicting selections 3 (2.9) 2 (2.3) 5 (2.6)
No option indicated 1 (1.0) 1 (1.1) 2 (1.0)
Total living wills 103 (100.0) 88 (100.0) 191 (100.0)

*p

 

 

 

,

 

 .05.
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Two limitations imposed by our population-based ran-
domized effectiveness design are the lack of baseline ques-
tionnaire responses from which to measure change and
the lack of completed questionnaires from 41% of sub-
jects. These weaknesses did not impinge on our ability to
measure the primary study outcome, AMD completion and
placement, but they do affect our ability to explain it.

A third limitation is the low rate of viewing in the vid-
eotape group. Of the 619 subjects randomized to the video-
tape mailing, only 429 actually were sent the video; of
these, 223 returned a questionnaire; of these, 138 an-
swered the questions about recalling the video and remem-
bered receiving it in the mail, and 89 reported viewing it.
The intent-to-treat design of our study assesses the impact
of receiving a mailing that includes written materials and
may include a videotape—it does not assess the impact of
actually reading or viewing these materials.

 

Conclusions

 

We conducted a randomized controlled trial to com-
pare the effectiveness of written materials alone versus
written materials and a videotape for increasing the place-
ment of AMDs. We found that rates of placement of AMDs
into the medical record were nearly identical for the two
groups, indicating that the addition of a videotape did not
increase placement. Subjects in the videotape group, how-
ever, did increase their selection of treatment trials in liv-
ing wills, and the videotape likely made them more aware
of reasons not to use AMDs. We conclude that managers
should not incur the extra expense of the 

 

Peace of Mind

 

videotape when launching a direct mail campaign solely to
increase AMD completion rates among the elderly.
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