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Introduction

Despite advances in the management of advanced heart failure, morbidity and mortality rates
remain high.! Because heart transplantation is available to only about 2200 patients per
year,1=3 mechanical circulatory support with left ventricular assist devices (LVADs) has
become an effective option not only as a bridge to transplant (BTT), but also as destination
therapy (DT), prolonging life and alleviating distressing symptoms of those patients for
whom transplantation is not an option.2 4

In the US, in recent years there has been a dramatic increase in the total number of LVADs.
In particular, the percentage of LVADs designated as DT at the time of implant has increased
substantially. From June 2006 until December 2007, 14.7% of the 436 L\VVADs were
designated DT.® In contrast, from January 2011 until June 2013, 41.6% of the total 6,704
LVADs were designated DT at the time of device placement.® Furthermore, with the
increasing numbers of patients reaching late-stage HF, the continued shortage of donor
hearts, and the designation of more institutions as LVAD centers, the number of LVADs for
DT is projected to increase substantially.2: ® 6
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Setting and Sample
Patients were recruited from an LVAD Program at a large academic medical center in North Carolina.
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Despite improvements in survival® and symptom management with LVADs,”9 they are not
curative; and are associated with complications such as: bleeding, infection, stroke, device
malfunction, and cognitive and psychological symptoms. These complications may lead to
hospital readmissions, disability, decreased quality of life, and in some cases, death.8: 10-12
It is important to note that even among patients whose LVADs were implanted as BTT
between 2011 and 2013, there was only a 37% chance that they would be status post-
transplant after one year. If the designation were “bridge to candidacy”, the chance was only
20%.5

A similar trend has been noted outside of the US. Although the US is currently the only
country to reimburse for LVAD designated as DT at the time of implant, the worldwide
donor shortage has resulted in increasing numbers of patients with L\VVADs who will not
undergo heart transplant, ending up with LVAD-DT by default. This has resulted in other
countries, such as the Netherlands®3 and Australial# reexamining their policies regarding
LVADs for BTT only.

Therefore, regardless of the initial indication for LVAD, patients and family members in the
US and abroad may face difficult treatment decisions at or near end-of-life. However, they
typically do not engage in advance care planning (ACP) at the time of LVAD
placement.15-17

Without adequate ACP, defined as discussions of both the potential impact of device-related
complications on quality of life and survival, and the patient’s end-of-life treatment
preferences, patients and their surrogate decision-makers are likely to be unprepared for
decision-making when acute complications or worsening heart failure develops.17-1° This in
turn, may lead to increased patient and family conflict and distress, 16, 20, 21 and end-of-
life care inconsistent with patient preferences and values.1>-17

Since October 2014, The Joint Commission has required, as a condition for disease-specific
care advanced certification for VAD for DT that a palliative care clinician be part of the
interdisciplinary LVAD team.22 Some VVAD teams had already incorporated into their pre-
VVAD evaluation, a palliative care consultation consisting of discussion of a “preparedness
plan”, and others will likely follow.23 However, no such requirement exists for LVAD for
BTT, nor has a theory-based ACP intervention been tested in the LVAD population.
Therefore, we conducted a pilot randomized trial of a theory-based ACP intervention,
Sharing Patients’ Illness Representations to Increase Trust or SPIRIT(®), in a group of
LVAD patients and their surrogates. SPIRIT has been tested in cardiac surgery patients2,
and in dialysis patients and their surrogate decision-makers,2>-27 and has demonstrated its
efficacy in improving outcomes related to preparation for end-of-life care and post-
bereavement psychological distress.2’

The foundational theory of SPIRIT is the Representational Approach to Patient
Education.28: 22 This approach proposes that gaining an understanding of a patient’s
perspectives on his/her illness and treatment, including its impact on all aspects of his/her
life, and its likely course and outcomes, is a crucial first step in patient education. This
understanding facilitates the delivery of targeted, highly individualized information that the
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recipient will likely view as pertinent and beneficial; thereby increasing the likelihood of
positive behavior change.28-30

The purposes of this pilot study were to: (1) determine the feasibility and acceptability of
SPIRIT-HF among patients with LVVADs and their surrogate decision-makers; and (2)
evaluate the preliminary, short-term effects of SPIRIT-HF on patient-surrogate congruence
in goals of care, patient’s decisional conflict, and surrogate’s decision-making confidence.

The study used a randomized controlled design in which patient-surrogate dyads were
randomized with equal allocation (1:1) to either: SPIRIT-HF plus usual care or usual care
only. Measures were assessed in person at baseline, and over the telephone at 2 weeks post-
intervention.

All research team members were in compliance with CITI training requirements. The
University of North Carolina at Chapel Hill IRB approved the study.

Participants and Setting

Procedures

Patients were recruited from an L\VVAD Program at a large academic medical center in North
Carolina. The program currently serves 74 LVAD patients; with 58 (79.4%) designated as
DT and 15 as BTT at the time of device implant.

Eligible patient participants were English-speaking adults, who were at least 30 days post-
LVAD placement and medically stable, had access to a telephone, and had a willing
surrogate to participate in the study with the patient. Patients who were hospitalized in
critical condition were excluded. LVAD patients were not excluded based on DT or BTT
status because both groups are at risk for life-threatening complications, neither group has
likely engaged in ACP discussions, and there is insufficient evidence that they have differing
perspectives regarding ACP. Eligible surrogate participants were English-speaking adults,
with access to a telephone. According to guidelines for pilot trials3, our goal was to ensure
at least 12 dyads per group would complete the study. We sought to recruit 15 dyads per
group to ensure adequate numbers of dyads would complete the study.

Recruitment—~Participants were recruited from November 2014 through June 2015. One
of the VAD coordinators approached eligible patients, and assessed their interest in learning
more about the study. Interested patients were then contacted by study personnel for further
screening, which included asking the patient to identify a surrogate decision-maker and
provide his/her contact information. If both the patient and his/her designated surrogate were
willing and able to participate, arrangements were made for a face-to-face meeting at their
next VAD clinic appointment for written consent and completion of baseline measures.
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Randomization—Dyads were randomized immediately after baseline measures, using a
computer-generated random scheme. The interventionist was blinded to group assignment
until she opened a sequentially numbered opaque envelope containing the enrolled dyad’s
assignment.

Treatment Conditions

Usual care: The LVAD Program is composed of a multidisciplinary team including cardiac
surgeons, cardiologists, nurse practitioners, social workers, a psychologist, a financial
counselor, VAD nurse coordinators, an infectious disease specialist, pharmacists, and a
nutritionist. Usual care consisted of a pre-VAD evaluation by clinicians in psychology, social
work, nutrition, nursing, cardiology, and cardiac surgery. Information about advance
directives is provided during the LVVAD evaluation. However, palliative care consultations
and ACP discussions are not part of usual care.

SPIRIT-HF: SPIRIT-HF was a structured, guided discussion, delivered by a trained
interventionist in a single, approximately one-hour long session. It was composed of five
steps:28-30 1) assessing representations; 2) identifying gaps and concerns; 3) creating
conditions for conceptual change; 4) introducing replacement information; 5) setting goals,
planning and summarizing. During SPIRIT-HF the interventionist first gained an
understanding of the patient’s experiences, thoughts, attitudes, and beliefs, related to his/her
HF and the LVAD, which in turn, facilitated the delivery of targeted, individualized
information. The patient was given the opportunity to consider his/her values and
preferences related to end-of-life care. The inclusion of the surrogate ensured that the
surrogate had an opportunity to learn about the patient’s illness experiences, and end-of-life
concerns, and to prepare for the role of surrogate decision-maker.28-30 Participants were
provided a copy of the Goals of Care used during the discussion, a written summary of the
discussion, and information on resources regarding advance directives.

Intervention delivery took place in a private room generally in the VAD clinic building. All
intervention sessions were delivered by a PhD-prepared nurse with 30 years of clinical
experience. She completed the training sessions used for the nurse interventionists in the
previous SPIRIT studies.30: 32

Based on the experience of the first few participants, the intervention delivery process was
amended, giving those patients and surrogates randomized to the intervention group, the
option of receiving the intervention either immediately after completing baseline measures
or at the time of their next clinic visit. All but 2 dyads elected to separate enrollment and
collection of baseline measures from the intervention. In addition, due to the volume of
patients seen on clinic days, it was not possible to have a room designated for enrollment or
intervention delivery. Instead a room was booked on as needed basis, sometimes
necessitating delivering the intervention in the patient’s exam room (3 cases), or in a large
conference room in another area of the hospital (2 cases).
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Measures and Data Collection

All baseline measures were collected in person. A trained research assistant (not the
interventionist), assessed all outcomes by telephone.

Feasibility—Feasibility was assessed by tracking: 1) the numbers and percentages of
eligible dyads versus consented dyads, and reasons for refusal to participate; 2) the number
of consented dyads that completed the study; and 3) the amount of time to deliver the
intervention sessions.

Acceptability—Acceptability was assessed using audiotaped, semi-structured, separate
interviews with each of the dyad members. The interviews were conducted over the
telephone at 2 weeks post-intervention, by one of the research assistants. Participants were
asked to describe: their overall experiences with the discussion, positive/helpful and
negative/less helpful aspects of the discussion, if and how this type of discussion should be
incorporated into patient care, when in the heart failure trajectory these types of
conversations should be introduced, and suggestions for improvement. These interviews
lasted 10-45 minutes.

Short-term outcomes and measures—The tools, shown to be reliable and valid in
previous studies,33 3% including previous studies examining the effect of SPIRIT,2°: 26 were
used to assess the following outcomes:

Dyad congruence: Goals of Care (GOC)® was used to assess dyad congruence about the
patient’s end-of-life treatment preferences. This tool includes two end-of-life scenarios that
are commonly confronted by LVVAD patients. One scenario described a situation in which the
patient experienced an acute event, such as sepsis, hemorrhage, or stroke, which rendered
him/her gravely ill in the intensive care unit, and unable to participate in treatment decisions.
The other described a scenario in which the patient was very ill, but also had advanced
dementia and unable to participate in decision-making. Patients and their surrogates read the
scenarios and then separately indicated the goals of care most consistent with patient
preferences. The options included: 1) goals of care focused on comfort; 2) goals of care
focused on extending life; 3) not sure. Patient and surrogate responses were compared to
determine congruence, ranging from 0 (incongruent in both scenarios) to 2 (congruent in
both scenarios). This tool has been tested with cardiac patients2* and patients on dialysis and
their surrogates.25-27

Patient decisional conflict: The Decisional Conflict Scale (DCS),26: 33 was used to assess
the level of difficulty experienced by patients in understanding, determining and articulating
choices related to end-of-life care. It is a 13-item, 5-point Likert scale (1 = strongly agree to
5 = strongly disagree). Higher mean scores indicate greater difficulty. The internal
consistency for the study sample was 0.84. Its known group validity has been previously
reported.33

Surrogate decision-making confidence: The Surrogate Decision-making Confidence Scale
(DMC),26: 34 was used to measure the surrogate’s level of comfort about end-of-life
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decision-making. The DMC is a Likert-type 5-item scale (0= not at all confident, 4= very
confident). Higher mean scores indicate greater levels of confidence. The internal
consistency for the study sample was 0.82. Its known group validity has been previously
reported.34

Participant characteristics—Socio-demographic (e.g. age, gender, ethnicity, marital
status, religious affiliation), and clinical information (e.g. presence of advance directives,
number of hospital days since LVAD, co-morbidities, length of time in months on LVAD
support), were also collected.

Data Analysis

Results

Feasibility data were summarized using descriptive statistics (frequencies, percentages,
mean, etc.). Acceptability interviews were recorded and transcribed verbatim. Qualitative
content analysis was used to distil the relevant aspects of the participants’ experiences of the
intervention.35-37 Team members initially conducted parallel analyses. Results were
compared to assess agreement, and later analyses were reviewed as a group.

Mean scores on the DCS and DMC scales were calculated accordingly for each group. To
estimate the preliminary short-term effects of SPIRIT-HF on dyad congruence, patient’s
decisional conflict and surrogate’s decision-making confidence, we used the generalized
estimating equation method. Odds ratios (ORs) were computed for the dyad congruence and
Cohen’s d were computed for the patient’s decisional conflict and surrogate’s decision-
making confidence.

Sample Characteristics

Of the 29 patients in the final sample, the largest percentage were married or partnered (n =
26, 89.6%), white (n = 19, 65.5%), and male (n = 20, 67.0%), with multiple co-morbidities,
including dyslipidemia, coronary artery disease, diabetes, kidney disease, depression, and
chronic obstructive pulmonary disease. Eight had advance directives in the health record.
The majority of patients were designated as LVAD for DT at the time of device placement.
However, 4 patients were re-classified: 1 from BTT to DT, and 3 from DT to bridge to
candidacy; and 2 of the patient participants died, both L\VAD for DT patients. Compared to
the patients in the control group, those in the intervention group had a significantly shorter
average time of LVAD support (11 + 5.4 months versus 23.2 + 13.6, p-value =0.005). The
designated surrogate decision-makers were generally female (n = 25, 86.2%), spouses/
partners (n = 22, 75.9%) of the patients. (Table 1)

Feasibility—Forty-six patients were assessed for eligibility, of those, 38 (83%) were
deemed eligible for the study. Of those, 8 (21%) declined. The 4 patients who actively
refused were asked, via an open-ended question, to provide a reason for refusal. Reasons
included, “being too stressed or tired”, “living too far from clinic”, and having “too much
else going on”. The other 4 patients were passive refusals, meaning they did not return
phone calls or answer emails. One surrogate did not meet as arranged to complete
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enrollment. The patient therefore, was deemed ineligible. Twenty-nine dyads (76%)
provided consent and were randomized; 15 to the control group, 14 to the intervention
group. All 29 dyads completed the study. (Figure 1)

All dyads randomized to the intervention group received the SPIRIT-HF session.
Intervention sessions lasted 68 (SD = 17) minutes on average, with a median of 66 minutes
(range 44-96 minutes). No sessions were stopped because of participants’ emotional
distress.

Acceptability—Nearly all (25 of 28) participants in the intervention group reported that
their experience of SPIRIT-HF was a positive one. However, 2 patients and 1 surrogate,

characterized their experience as “mixed” as the conversation “stirred up some emotions”
that were “tough to deal with”. Despite this, they too felt the conversation was beneficial.

The most positive or helpful aspects of SPIRIT-HF included: being able to express or clarify
their, or their loved ones’, preferences for end-of-life care; learning about common scenarios
requiring end-of-life decision-making in LVAD patents; and having the opportunity to make
sense of their experiences and thoughts about heart failure in general, and L\VVADS in
particular. For example, one patient said, “it was a really good time to clarify what it is you
mean when you say something like, ‘no heroic measures’...cause although we like to think
it’s black and white; so often it’s gray.” According to another patient’s surrogate, it was very
helpful to “inform my mom of the LVVAD situations that might come...to get the information
that we needed to be prepared for decisions...to talk about what she wants or not, so we can
know ahead of time.” The wife of another patient reported, “it was so good being able to
voice what we’ve been through, not just [patient]’s side, but the caregiver side too.”

The most commonly cited barriers to the discussion were time and scheduling constraints.
As one surrogate responded, “It was worth it, but it made a long day...I have a long drive,
and work...That’s a lot of wear and tear on my body.” Another patient said, “The day ran
very long. We didn’t even get to see [interventionist] until after 5 pm.”

All of the participants reported that conversations like SPIRIT-HF are very important and
nearly all said these types of discussions should be part of patient care. Many spoke of the
importance of being prepared for the “what ifs”, as illustrated by the following excerpt from
a surrogate’s interview: “I feel like I could make those right decisions for him if he were
unable....It’s something everybody needs to think about and talk about. It will open your
eyes and make you think. Everybody needs it. Two big words: ‘what if’. Be prepared”.

When asked about where in the heart failure or LVAD trajectory ACP conversations would
be most helpful, answers among the patients varied. Several suggested, as demonstrated by
the following quotes, that before LVAD placement would be best: “We should have delved
into it prior to the operation, because that’s important stuff.” “People are not prepared...
might be better to have this (conversation) before you actually have the VAD.” Other patient
participants disagreed, saying, “Doing it closer to when the LVAD is placed would add to the
confusion. You’re overwhelmed at that point...best to let it simmer for a while...”
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Surrogates tended to be more consistent in their suggestions of having detailed ACP
discussions before LVAD placement. As one daughter said, “before his surgery...when he
was still a candidate...\We weren’t prepared...and you definitely need to be prepared.”
Regardless of the timing participants nearly all agreed that it was important to assess the
patient’s and family’s “readiness” for the conversation and as one wife said, “make
allowances for how they want to do it.”

Participants offered few suggestions for improvement. One surrogate suggested, “Having the
choice of somebody coming out to the home...and if a family wants to continue the
conversations, they could have that too.” Another surrogate suggested, “Having them in
pieces...as you go along; at different stages...”

Preliminary Effects—Both groups demonstrated improvement in dyad congruence on
GOC. However, the SPIRIT-HF group demonstrated greater improvement, with 5 dyads
congruent at baseline in each group, and 13 out of 14 congruent at time 2 in the SPIRIT-HF
group; and 9 out of 15 congruent in the control group. The difference between the groups
was not statistically significant (p = 0.064). There were no significant differences between
the groups on patient decisional conflict or surrogate decision-making confidence.

Intervention effect sizes for all 3 outcomes were calculated and are presented in Table 2. The
effect size (odds ratio or OR) of SPIRIT-HF on dyad congruence was large (OR = 8.7),
indicating that intervention dyads were nearly 9 times as likely as controls to achieve
congruence in patient goal of care. The effect size (Cohen’s d) for patient decisional conflict,
as measured by Patient DCS, was moderate (0.53). SPIRIT-HF showed no effect on
surrogate decision-making confidence (Cohen’s d = 0.02).

Discussion

The findings from this pilot indicate that recruiting LVAD patients and their surrogates for a
study of an ACP intervention and conducting SPIRIT-HF in an outpatient clinic was feasible
and that participants perceive SPIRIT-HF positively. In fact, all of the participants who
engaged in the SPIRIT-HF discussion, completed all components, and were unanimous in
their contention that it is beneficial to patients and families, and is an important, yet
currently overlooked, part of care. Both of these findings, the lack of detailed advance care
planning discussions,1>-17: 38 and the willingness of patients and surrogates to engage in
them,19: 39. 40 gre consistent with previously reported findings. However, the interview data
provide additional information about the participants’ perspectives on the most positive
aspects, and the immediate outcomes of the conversation. Inviting them to share their
thoughts and beliefs, and including situation-specific scenarios and outcomes of treatment,
were greatly appreciated. This underscores the importance of listening and understanding
“where a patient is coming from” and of offering information, specific to his/her situation,
which are main components of the Representational Approach.28-30 Similarly, centering the
goals of care part of the discussion on scenarios that the participants felt are relevant to
LVAD patients, and encouraging the patients to explain “why” they selected the goals of care
they did, increased feelings of preparedness especially in the surrogates.
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It was interesting to note that both groups demonstrated improvement in congruence. A
possible explanation for this is what Song and Ward*! describe as “assessment effects in
educational and psychosocial intervention trials”. In this particular case, all participants
completed baseline measures which included the GOC assessment. It is quite possible that
completing the survey motivated the participants in both groups to discuss the patients’ goals
of care; thereby increasing the congruence between them.

The findings have important research implications. It will be important to consider
assessment effects in any future intervention, whether the findings support the research
hypothesis or not.38 Employing a variety of outcome measures, both quantitative and
qualitative would likely be helpful in understanding and explaining intervention effects.

In addition, it is likely that patients who have engaged in detailed, specific ACP discussions
with their loved ones and health care providers, and have a shared understanding of the
patient’s preferences for end-of-life care would derive less benefit from the intervention than
those who have not. However, at present we do not have a consistent, reliable method of
determining who fits this criterion. Similarly, we do not yet know if and how LVAD patients’
perspectives on ACP and related issues differ based on the indication for device implant.
Research in these areas would be helpful.

Study findings also have implications for clinical practice. Both patient and surrogate
participants appreciated the inclusion of both in the discussion, suggesting that clinicians
should check to ensure that the appropriate people are present for ACP discussions.
Participants also stressed the importance of assessing patient and family “readiness” to
engage in ACP, and of providing information according to their needs and desires. Finally,
because these conversations can be lengthy and tiring, consideration should be given to
beginning them during times of relative medical stability and continuing them over time.

Our study has several limitations. As this was a pilot study only a small number of patients
from one outpatient VAD service in an academic medical center in the US was included.
They may not be representative of patients in other parts of the US or in other countries. The
study was not powered to test the intervention effects. We evaluated only short-term effects
and thus the impact of SPIRIT-HF on longer term outcomes, including actual end-of-life
decision-making experiences was not examined. Also, our control condition was usual care,
not an active control. In addition, although the perspectives of the SPIRIT-HF group did not
differ based on LVAD designation as DT or BTT, there were only three patients with BTT.
We cannot assume that in a larger sample that this would hold true.

Conclusion

In summary, both patients and surrogates felt they benefitted from the SPIRIT-HF
discussion. This study, and others like it reinforce the importance of improving
communication among patients and their loved ones about patient preferences for end- of-
life care. The findings from this study will inform a larger scale trial to evaluate the effects
of SPIRIT-HF in this population.
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Figure 1.
Participants Progress in the Study
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Table 1

Patient and Surrogate Sample Characteristics
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Characteristic/Variable

Patients Control
(n=15)

Intervention (n = 14)

Surrogates Control
(n=15)

Intervention (n =
4

n (%)
M + SD (range)

n (%)
M £ SD (range)

n (%)
M £ SD (range)

n (%)
M £ SD (range)

Gender
Male
Female

Age

Race
African-American
Caucasian

Marital Status
Never married
Currently married/partnered
Widowed

Separated or divorced

Patient/surrogate relationship Surrogate is

Spouse or partner

Adult child

Sibling/other family member
Educational background

Grade school

High School

Associates level college/trade school

Bachelors level college

Graduate school
Employment status

Full time

Part time

Unemployed

Retired

Disabled/unable to work
Religious Affiliation

None

Catholic

Protestant

Other (Buddhist, Muslim,
Nondenominational, Christian etc.)

Total gross annual household income
< $10,000

9 (60)
6 (40)

62.3+12.3 (43-
85)

6 (40)
9 (60)

12 (80)
2(13.3)
1(6.7)

1(6.7)
7(46.7)
3(20)
2(13.3)
2(13.3)

1(6.7)
1(6.7)
5(33.3)
8(53.3)

1(6.7)
1(6.7)
6 (40)
7(46.7)

2(13.3)

11 (78.6)
3(21.4)
62.6 % 7.6 (44-74)

5 (35.7)
9 (64.3)

14 (100)

6 (42.9)
4(28.6)
1(7.1)

3(21.4)

1(7.2)

6 (42.9)
7 (50)

1(7.2)

10 (71.4)
3(21.4)

1(7.2)

2(13.3)
13 (86.7)
56.5 + 17.6 (28-85)

6 (40)
9 (60)

3(20)
11 (73.4)

1(6.7)

10 (66.7)
2(13.3)
3 (20)

8 (53.3)
2 (13.3)
4(26.7)
1(6.7)

4(26.7)
2(13.3)
4(26.7)
5(33.3)

2(13.3)
1(6.7)

8 (53.3)
4(26.7)

1(6.7)
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Patients Control

Surrogates Control

Intervention (n =

(n=15) Intervention (n=14) (n=15) 14)
Characteristic/Variable n (%) n (%) n (%) n (%)
M + SD (range) M + SD (range) M + SD (range) M + SD (range)
$10,000 — $19,999 4(26.7) 1(7.1) 6 (40) -
$20,000 — $29,999 4(26.7) 3(21.4) 3(20) 4 (28.6)
$30,000 — $49,999 1(6.7) - 1(6.7) 1(7.1)
= $50,000 4(26.7) 9 (64.3) 4(26.7) 9 (64.3)
Months on VAD support ™ gg)z +13.6 (10- 11+5.4 (2-20) - -
LVAD purpose at time of device placement
Bridge to transplant 5(33.3) 3(21.4) - -
Destination therapy 10 (66.7) 11 (78.6) - -
Advance Directives in Health Record - -
Yes 2(13.3) 6 (42.8) - -
No 13 (86.7) 8(57.2) - -

*
Statistically significant difference between intervention and control groups, p = .005
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Preliminary Effects of SPIRIT-HF

Table 2

Outcomes SPIRIT (n =14)

Control (n = 15)

Effect size (Odds ratio or Cohen’s d)

Dyad congruent, No. (%)
Baseline 5(35.7)
2-week follow-up 13 (92.9)

Patient DCS ¥, mean (SD)
Baseline 1.9(0.4)
2-week follow-up 1.6 (0.5)
Surrogate DMC ** mean (SD)
Baseline 3.4(0.7)
2-week follow-up 3.7(0.49)

5(33.3)
9 (60.0)

2.2(0.6)
1.9 (0.5)

3.4(0.8)
3.7(05)

8.7

*
Decisional Conflict Scale (higher scores indicate greater distress)

Hok

Decision-Making Confidence (higher scores greater confidence)
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