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Abstract

Context: Prioritizing amongst potentially conflicting end-of-life values may help patients
discriminate amongst treatments and allow clinicians to align treatments with values.

Objectives: To investigate end-of-life values that patients prioritize when facing explicit trade-
offs and identify predictors of patients whose values and treatment preferences seem inconsistent.

Methods: Analysis of surveys from a multi-center cluster-randomized trial of patients with
serious illness. Respondents prioritized end-of-life values and identified cardiopulmonary
resuscitation (CPR) preferences in two health states.

Results: Of 535 patients, 60% prioritized relief of discomfort over extending life, 17%
prioritized extending life over relief of discomfort, and 23% were unsure. Patients prioritizing
extending life were most likely to prefer CPR, with 93% preferring CPR in current health and 67%
preferring CPR if dependent on others, compared to 69% and 21% respectively for patients
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prioritizing relief of discomfort, and 78% and 33% respectively for patients unsure of their
prioritized value (p<0.001 for all comparisons). Among patients prioritizing relief of discomfort,
preference for CPR in current health was less likely among older patients (OR 0.958 per year;
95%CI 0.935,0.981) and more likely with better self-perceived health (OR 1.402 per level of
health; 95%CI 1.090,1.804).

Conclusion: Clinicians face challenges as they clarify patient values and align treatments with
values. Patients’ values predicted CPR preferences, but a substantial proportion of patients
expressed CPR preferences that appeared potentially inconsistent with their primary value.
Clinicians should question assumptions about relationships between values and CPR preferences.
Further research is needed to identify ways to use values to guide treatment decisions.

Keywords

goals-of-care; palliative care; end-of-life; values; preferences; advance care planning (ACP);
cardiopulmonary resuscitation (CPR)

INTRODUCTION

The primary focus of advance care planning (ACP) is shifting from asking patients to make
decisions about treatment choices in advance of serious illness to helping prepare patients
and their families to make medical decisions “in-the-moment” that are consistent with their
values and goals at that time.[2-3] This shift is being prompted by a recognition that: clinical
scenarios in advance directives (ADs) may not reflect the complexity of decision-making in
nuanced and sometimes unforeseen clinical circumstances facing patients and families;[1-24]
patients typically make decisions by weighing likely outcomes against burdens of treatment
which is a context generally not provided in ADs;>~71 treatment preferences can change
over time;[8] and diminished health outcomes often become more acceptable as health
declines.l®] To help prepare patients and families to make “in-the-moment” decisions,
consensus expert opinion suggests ACP should begin with discussions of patient values,
defined as “expressions of a person’s overarching philosophies and priorities in life”.[10]
Patients and families also support the approach of eliciting values to help prepare them for
decision-making when facing serious illness.[4] Ideally, by linking patient values to the most
consistent treatments within a particular clinical situation, clinicians can ensure patients
receive care aligned with their values and goals.[1=3]

Investigations into the application of this approach to ACP are limited but raise several
challenges. First, clarifying patient values is often difficult for patients, families, and
clinicians. No single strategy to clarify patient values has been widely adopted or successful,
although a variety have been proposed.[3.7:11-22 One challenge is that patients commonly
endorse multiple priorities that may conflict in guiding treatment decisions near the end of
life.[3:11] For example, patients may value extending life as long as possible, but
simultaneously value independence, being home with family, and freedom from discomfort
near the end of life. In this situation, values may fail to provide reliable guidance on
treatment decisions. Second, patients may prefer treatments that are seemingly inconsistent
with their end-of-life values. For example, in a study in which patients were asked to
independently rate the importance of relief of discomfort and extending life, rather than
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prioritizing one over the other, researchers found patients who valued freedom from
discomfort also commonly requested cardiopulmonary resuscitation (CPR).I3]

Asking patients to prioritize amongst potentially conflicting values may help address these
challenges. When patients’ priorities are defined, values may more effectively serve as the
basis by which patients discriminate amongst treatment options “in-the-moment”, and
clinicians may be better able to align treatment plans with patients’ values. The objective of
the current study was to investigate the end-of-life values patients prioritize when facing
explicit descriptions of trade-offs and factors associated with these value choices. In
addition, we identified predictors of patients whose values and treatment preferences seem
potentially inconsistent, specifically patients who prioritized relief of discomfort over
extending life and yet also reported preference for CPR.

METHODS

Study Design

We conducted a secondary analysis of baseline surveys from a multi-center cluster-
randomized trial designed to improve goals-of-care communication in seriously ill
outpatients.[23-26] Data were obtained from patient questionnaires completed at enrollment
(prior to the intervention) and from the electronic health record (EHR). Institutional review
boards at all sites approved the study, and all participants provided written informed consent.

Population and Setting

Outcomes

Eligible patients were 18 years of age or older and had one or more qualifying condition.
Qualifying conditions were chosen to identify patients with a median survival of
approximately 2 years or for whom a goals-of-care discussion would be indicated, including
those with: metastatic cancer or inoperable lung cancer; COPD with FEV1 <35% predicted
or oxygen dependence, restrictive lung disease with TLC <50% predicted, or cystic fibrosis
with FEV1 <30% predicted; NYHA Class 111 or IV heart failure, pulmonary arterial
hypertension with six minute walk distance of <250 meters, LVAD, or ICD implant; Child’s
Class C cirrhosis or MELD score >17; dialysis-dependent renal failure and diabetes; age 75
years or older and at least one life-limiting chronic illness; age 90 years or older;
hospitalization in the prior 18 months with a life-limiting chronic illness; and Charlson
comorbidity score of 6 or higher.[27-31] Life-limiting chronic illnesses were defined as any
qualifying diagnosis listed above that was not severe enough for outright eligibility. Patients
were recruited by mail or phone and then enrolled in person or by mail between March 2014
and May 2016.

Participants were asked to prioritize their end-of-life values with a survey item adapted from
the SUPPORT study.[32] They were asked: “If you had to make a choice at this time, would
you prefer a plan of medical care that focuses on extending life as much as possible, even if
it means having more pain and discomfort, or would you want a plan of medical care that
focuses on relieving pain and discomfort as much as possible, even if that means not living
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as long?” Participants chose either option or “I’m not sure which | would choose”. The
“forced choice” structure was used to identify respondents’ top priority.[21-22]

We assessed CPR preferences with two survey questions. The first asked participants their
preference in their current health: “In your current health, would you want CPR if your heart
were to stop beating?” The second asked their preference in a hypothetical state of
dependency: “If you were confined to bed and dependent on others for all your care, would
you want CPR if your heart were to stop?” Response options were “Definitely No”,
“Probably No”, “Probably Yes”, or “Definitely Yes”. For each question, “definitely” and
“probably” responses were collapsed into a dichotomous variable for analyses. Because
misperceptions about CPR are common,[18: 33-34] respondents were informed of likely
outcomes and burdens of CPR prior to indicating their preferences (Appendix).

For analyses of factors associated with each end-of-life value as well as predictors of
preference for CPR among patients whose top priority was relief of discomfort, we selected
the following patient demographics a priori from self-reported questionnaires: age; gender;
race/ethnicity; marital/partner status; level of education; and self-perceived health status
(rating between “poor”, “fair”, “good”, “very good”, or “excellent”). A single item from the
8-item Patient Health Questionnaire (PHQ-8) was included as a measure of depression
symptoms.[35-37] The item asked patients how often over the last two weeks they were
bothered by “feeling down, depressed or hopeless”, with response options of “not at all”,
“several days”, “more than half the days”, or “nearly every day”. Variables obtained from
the EHR included hospitalization within 18 months prior to study enrollment and qualifying
diagnosis of advanced cancer, defined as metastatic cancer or inoperable lung cancer.
Demographic variables were chosen because of their associations with treatment preferences
in prior studies.[8] We hypothesized that recent hospitalization would stimulate patient
reflection on values and that patients with cancer would have unique perspectives given their
distinct illness trajectory.[38-39]

Statistical Methods

To examine patient characteristics associated with each prioritized end-of-life value (relief of
discomfort, extending life, unsure), we used multinomial multi-predictor logistic regression.
Multinomial regression was chosen because there is no inherent ordering to the value
options. To evaluate the association of prioritized values with preference for CPR in current
health (or if dependent on others), we used the p-value from an omnibus test (based on
Wald’s test of parameter constraints) from models without covariate adjustment. Models
adjusted for potential confounders produced the same p-values as the unadjusted models. To
evaluate whether the proportion of patients who preferred CPR in current health differed
from the proportion that preferred CPR if dependent on others, within each value group, we
used the Durkalski test, which adjusts the McNemar test for marginal homogeneity in the
setting of clustered matched pair data.[4%-41] To examine predictors of preference for CPR
among patients whose top priority was relief of discomfort, we performed multi-predictor
logistic regression estimated with restricted maximum likelihood. All models clustered
patients under clinicians to adjust standard errors for lack of independence between patients
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treated by the same clinician. We accepted a 2-sided p<0.05 as evidence of statistical
significance. We used IBM SPSS Version 19 for descriptive statistics, R Version 3.5.3 with
clust.bin.pair package for Durkalskil#1l, Mplus Version 8 for clustered regression models,
and HLM Version 7.03 for multi-level models.

There were 917 eligible patients identified for this study; 537 enrolled in the study with 535
answering the end-of-life value question and therefore included in these analyses
(participation rate 58%). The average age was 76 years and a slight majority were men
(53%). Most patients were non-Hispanic and white (79%), and 45% reported poor-to-fair
health status (Table 1).

Sixty percent of patients prioritized relief of discomfort, nearly 17% prioritized extending
life, and 23% were unsure, prioritizing neither relief of discomfort nor extending life. Patient
characteristics by prioritized value are shown in Table 1.

Predictors of Prioritized End-of-Life Value

As compared to patients who selected relief of discomfort, patients who chose extending life
were less likely to be older (OR 0.962 per year; 95% CI 0.941, 0.983; Table 2) and more
likely to be a member of a racial/ethnic minority (OR 2.749; 95% CI 1.564, 4.833).
Compared to patients who were unsure, patients who selected relief of discomfort were
more likely to be older (OR 1.020 per year; 95% CI 1.000, 1.040), less likely to have
advanced cancer (OR 0.564; 95% CI 0.354, 0.898), and more likely to feel down, depressed
or hopeless (OR 1.518 for each increase in level of the symptom; 95% CI 1.105, 2.087).
Compared to patients who were unsure, patients who prioritized extending life were more
likely to be a member of a racial/ethnic minority (OR 2.760; 95% CI 1.431, 5.279), less
likely to have advanced cancer (OR 0.414; 95% CI 0.203, 0.759), and more likely to have
been hospitalized in the prior 18 months (OR 1.805; 95% CI 1.040, 3.094).

CPR Preferences in Current Health and if Dependent on Others

The majority (518/535; 97%) of patients who answered the end-of-life values question also
answered both CPR questions (Figure). Overall, 75% (n=389) of patients preferred CPR in
their current health, but this percentage varied by patients’ prioritized values: the proportion
preferring CPR in their current health was 69% (n=217) among patients who prioritized
relief of discomfort, 78% (n=91) among patients who were unsure of their prioritized value,
and 93% (n=81) among those who prioritized extending life (p-value <0.001). Overall, 31%
(n=163) of patients preferred CPR in a potential state of dependency, and this percentage
also varied by patients’ prioritized values: the proportion who preferred CPR if dependent on
others was 21% (n=66) among patients who prioritized relief of discomfort, 33% (n=39)
among patients who were unsure, and 67% (n=58) among patients who prioritized extending
life (p-value <0.001). The proportion of patients who preferred CPR in current health was
significantly greater than the proportion who preferred CPR in dependency within each
prioritized value group (extending life chi-square 17.6, p-value <0.0001; relief of pain and
discomfort chi-square 77.9, p-value <0.0001; unsure chi-square 34.4, p-value <0.0001).
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Predictors of Preference for CPR among Patients who Prioritized Relief of Discomfort

Among patients who prioritized relief of discomfort, patients who preferred CPR in their
current health were less likely to be older (OR 0.958 per year; 95% CI 0.935, 0.981; Table 3)
and more likely to have better self-perceived health status (OR 1.402 for each level of
improvement in self-perceived health; 95% CI 1.090, 1.804) as compared to patients who
did not prefer CPR.

Among patients who prioritized relief of discomfort, patients who preferred CPR if
dependent on others were less likely to be older (OR 0.969 per year; 95% CI 0.940, 0.999;
Table 4) and more likely to be a member of a racial/ethnic minority (OR 3.618; 95% CI
1.878, 6.970) as compared to patients who did not prefer CPR.

DISCUSSION

In this study of seriously ill adults asked to prioritize their end-of-life values and choose
their CPR preferences, we report several findings relevant to clinicians’ use of patients’
values to determine treatment plans. Although the majority of patients were able to prioritize
their values, nearly a quarter were unable to do so and identified themselves as “unsure”. We
also found that treatment preferences depended on context—that is, how functional a patient
might be prior to treatment—and we also failed to find important predictors that direct
clinicians toward a patient’s primary value. Finally, although we found patients’ prioritized
values were associated with their CPR preferences, a substantial proportion of patients
expressed CPR preferences that appeared potentially inconsistent with their primary value.

We found nearly a quarter of patients were unable to select a primary value, endorsing
“unsure” instead. This finding challenges the idea that all seriously ill patients have a clear
and well-defined idea of what is most important to them when considering end-of-life care,
and that they are able and ready to share these values when asked. Our findings instead
suggest that, for some patients, end-of-life values are not necessarily well prioritized or able
to be articulated even with a “forced choice” question. Identifying and ranking values is a
context dependent process,[42-43] and while an explicit focus on the kinds of trade-offs
patients are likely to face in the future given their particular conditions and prognosis may
help them prioritize,[44] this process probably takes time for many patients. Helping patients
move past uncertainty is an important part of preparing them to make decisions “in-the-
moment”, as aligning treatments without a clear priority to guide care can be difficult.
Clinicians should try to identify patients who have not prioritized their values early, as they
may benefit from more frequent discussions and time to process. Moreover, clinicians
should investigate possible reasons for uncertainty and choose varying approaches to address
them. For some patients, uncertainty may result from psychological factors such as fear and
anxiety, distrust in their clinician, or a limited support network. For others, uncertainty may
result from cognitive factors such as lack of information about prognosist4®! and/or the kinds
of trade-offs they are likely to face.

Another finding from our study suggests the importance of context on the relationship
between values and treatment preferences. Among patients who prioritized extending life,
over a quarter who selected the well aligned desire for CPR in their current health changed
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their CPR preference if in a dependent health state. This finding underscores the likely
possibility that treatment preferences and the accompanying values on which they may be
grounded may change over situation and time,[42-43] yet little investigation into the stability
of end-of-life values has been performed in seriously ill patients.[19-2046] Further work is
needed to understand how patients prioritize values with changing contexts and over time,
especially if values are to be the anchor that defines whether care is goal-concordant. One
way to address this concern is to repeat discussions over time with a focus on reaffirming
patients’ priorities or identifying changes in them.

We identified only a few and relatively weak predictors of prioritized value groups,
providing clinicians with limited factors to consider when deciding who and how to
approach for value discussions. We found the strongest predictor of the prioritized value of
extending life was minority race/ethnicity. This finding is consistent with prior literature
suggesting black and Hispanic patients often prefer more aggressive medical treatments at
end of life than non-Hispanic whites, even after controlling for socioeconomic confounders.
[47-49] One novel finding in need of further study was the increased endorsement of
uncertainty about primary values amongst patients with advanced cancer. Although the
illness trajectory of patients with advanced cancer is generally more predictable than for
many other types of serious illness, patients’ experience of their illness may be uncertain and
conflicting. For example, while oncologists frequently inform patients with advanced cancer
that their disease is terminal, specific details such as survival estimates are often absent.[50]
Patients with advanced cancer often fail to recognize the terminal nature of their condition
and commonly overestimate their likelihood of survival, with medical care goals that reflect
those optimistic estimates.[4 511 Uncertainty about values in this population is further
suggested by the recent finding that patients with advanced cancer who lacked
understanding of the terminal nature of their illness were more likely to switch their top
priority between relief of pain and discomfort and extending life in the absence of an unsure
response option.[4°]

Because of the critical role values are expected to play in treatment choices, we also
examined CPR preferences and found potential misalignment between prioritized values and
preference for CPR is common. Nearly 7 out of 10 patients who prioritized relief of
discomfort also preferred to receive CPR in their current health, while 1 in 5 preferred to
receive CPR in a hypothetical state of dependency on others for all their activities of daily
living. One possible explanation for this finding may be lack of knowledge about CPR,
including implications for quality of life. Prior studies suggest patients’ expectations about
CPR are often overly optimistic, but when informed of the likely outcomes and associated
burdens many choose to forgo CPR.[18:52-53] While we informed patients of the low
likelihood of success of CPR and its associated burdens prior to surveying their CPR
preference, it is possible some patients preferred CPR because they were optimistic about
the outcome in their case, perhaps in part because of reliance on more than just medical
estimates when forming perceptions of their prognosis.[>4-551 Another potential explanation
is that some patients may feel unwilling to choose to forgo CPR because it feels like “giving
up” or a choice between life and death,[56] even if they fully acknowledge the likely poor
outcomes. Alternatively, some patients may fear that forgoing CPR will limit their receipt of
other desired medical care, a fear rooted in the symbolic power of CPRI>7] and supported by
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empirical evidence.[58-611 Other patients may envision achievement of important life
activities to be possible, even in a dependent state, and therefore successful CPR could
prolong that acceptable quality of life.l4] Our description of a dependent state did not
include decreased cognitive function, which is valued higher than physical function by many
patients.[14]

Among patients more likely to report values seemingly inconsistent with preference for CPR
were younger patients, those with better self-perceived health status, and members of racial/
ethnic minorities. The particularly strong association amongst minority race/ethnicity
warrants consideration of the role culture may play in values and treatment preferences.
Values may be fundamentally different amongst patients with different backgrounds.[47-48]
It is possible our survey question provides an incomplete picture of the values of these
patients, and perhaps fuller understanding might reveal their preference for CPR is not, in
fact, inconsistent with their value system. Alternatively, even when patients have identified
relief of discomfort as their top priority, distrust of the healthcare system that may be rooted
in historical and ongoing disparities may lead to more aggressive treatment choices.[47]

These findings raise several potential challenges for clinicians seeking to align treatments
with end-of-life values. While clinicians might interpret the value of “relief of discomfort”
as inconsistent with a preference for CPR, patients may not share this perception. It is
important for clinicians to take time with patients to discuss and understand their
perspectives. If it appears that the potential mismatch between values and treatment choice is
due to lack of knowledge, clinicians might provide additional information on outcomes and
burdens of CPR. For example, informing seriously ill patients that the most likely outcome
of CPR, other than failure to revive them, is revival to a dependent state may provide
information that will help patients align their CPR preferences with their values, as
suggested by the significant drop in preference for CPR from 69% in current health to 21%
if dependent among patients with a top priority of relief of pain and discomfort. However,
when caring for patients whose preference for CPR stems from distrust or whose values are
incompletely understood by clinicians perhaps because of difficulty communicating across
cultures, clinicians may need to start by building trust or learning more about the patient’s
culture. Similarly, while the values-first approach to ACP may encourage clinicians to make
recommendations for treatments they perceive to align with patient values, recommendations
given prematurely or with incomplete understanding of patient values or culture have
potential for harm[%2] while those built from trust may be quite helpful. Finally, in some
cases clinicians may need to acknowledge their incomplete understanding of alternative
value-preference frameworks and work to provide care that is mutually acceptable. While
clinicians should explore values and preferences that sound potentially inconsistent,
ultimately patients should define their own values. Further work is needed to better
understand reasons for potentially inconsistent values and treatment preferences and develop
strategies to navigate these situations.

Our study has several important limitations. First, discussing values with patients is different
than responding to survey questions. While useful, survey questions likely oversimplify
complex patient perspectives and decision-making. In this study, we did not explore how
patients interpreted the values question, although it was developed and cognitively tested
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with patients for the SUPPORT study.[63] Although the wording of the values question was
designed to address a current choice, it is possible some patients answered by projecting into
the future, which could contribute to some of our findings. Second, we did not assess the
importance of other possible end-of-life values, such as maintaining independence or
preserving cognitive function. Perhaps some patients selected “unsure” because they
prioritized an alternative value. While it may be possible to incorporate additional options
into the values question, qualitative work is needed to ensure the question’s intent remains
clear to patients. Third, patients in our study were seriously ill, but not terminally ill, as only
40 patients died during the study. It is possible the prioritized values, CPR preferences, and
alignment between them for terminally ill patients may be different than for seriously ill
patients. Fourth, our investigation into predictors of both prioritized end-of-life values and
preferences for CPR among patients who prioritized relief of discomfort was limited to
mostly non-modifiable factors based on the data available. Future work should focus on
examination of more modifiable factors. Fifth, although our participation rate for patients
was relatively high at 58%, some non-response bias could be present. Finally, although
multi-centered, our study took place in one region of the US with mostly white, non-
Hispanic patients and may not generalize to other regions or populations.

In this study, we assessed prioritized end-of-life values and CPR preferences among adults
with serious illness. We identified challenges clinicians may face as they seek to align end-
of-life care with their patients’ values. Further work is needed to better understand how
patients prioritize potentially conflicting values and how patients with potentially
inconsistent values and treatment preferences can best be supported by clinicians. To help
manage these challenges, clinicians engaging in ACP should initiate discussions early,
revisit them over time, and confirm the relationship between values and treatment
preferences for each patient.
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“CPR consists of electric shocks to the heart, pumping on the chest, and help with breathing.
Possible side effects of CPR include broken ribs and memory loss. It is important to realize
that, for most people, CPR doesn’t work and they do not survive the attempt of CPR.”
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Prioritized Prefer CPR in Prefer CPR if

Page

End-of-Life Value Current Health Dependent on Others

Yes (69%)

Relief of Pain and

Discomfort (60%)
No (31%)
Extending Life (17%) Yes (93%)

No (7%)
U 23%

nsure (23%) Yes (78%)
No (22%)

Figure.

Yes I2 1%

No

Yes

No

Yes

No
No

Yes

No

Yes
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48%
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—n = 87
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s

Patient CPR preference in current health and if dependent on others, by prioritized end-of-

life value?

a The sample includes 518 patients with responses to all three questions.

J Pain Symptom Manage. Author manuscript; available in PMC 2020 October 01.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Modes et al.

TOTAL, n (%)
Characteristic

Age, median (IQR)
Female

Racial/ethnic minority
Currently married or living with partnerb

Level of education[7
8th grade or less
Some high school
High school diploma or equivalent
Trade school or some college
4-year college degree
Some graduate school

Graduate degree

Self-perceived health status®
Poor
Fair
Good
Very good

Excellent
Charlson comorbidity score, median (IQR)d

Any hospitalization in 18 months before study enroliment®
Qualifying conditions
Diagnoses
Advanced cancer
Chronic lung disease
Heart failure
Liver failure
Renal failure
Other conditions
Age 75+ with chronic life-limiting condition
Age 90+

Hospitalized w/serious condition in 18 mo before study
enrollment

Charlson comorbidity score of 6+

Depression symptoms

PHQ2: feeling down/depressed/hopelessf
Not at all

Table 1.

Patient Characteristics, by Prioritized End-of-Life Value?

Relief of Discomfort
323 (60.4)

76.8 (17.0)
166 (51.4)

57 (17.6)
136 (42.1)

7(2.2)

20 (6.2)
39 (12.1)
129 (39.9)
60 (18.6)
14 (4.3)
54 (16.7)

50 (15.5)
98 (30.3)
108 (33.4)
52 (16.1)
15 (4.6)
7.0 (2.0)

149 (46.3)

50 (15.5)
33(10.2)
20 (6.2)
1(0.3)
14 (4.3)

128 (39.6)
30(9.3)
52 (16.1)

266 (82.4)

200 (62.9)

Extending Life
89 (16.6)

69.2 (18.6)
35 (39.3)
34(38.2)
42 (47.2)

2(2.2)
6(6.7)
15 (16.9)
45 (50.6)
11 (12.4)
3(3.4)
7(7.9)

13 (14.8)
24 (27.3)
36 (40.9)
10 (11.4)

5(5.7)
7.0(3.0)

51 (57.3)

13 (14.6)
8(9.0)
9(10.1)
1(L1)

5 (5.6)

27 (30.3)
2(2.2)
20 (22.5)

69 (77.5)

60 (68.2)
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Unsure
123 (23.0)

74.4 (19.9)
53 (43.1)
20 (16.3)
66 (54.1)

4(3.3)
6 (4.9)
19 (15.6)
45 (36.9)
21(17.2)
6 (4.9)
21(17.2)

14 (11.5)
43 (35.2)
43(35.2)
17 (13.9)

5(4.1)
7.0 (4.0)

50 (41.3)

34 (27.6)
11(8.9)
4(3.3)
1(0.8)
3(2.4)

43 (35.0)
4(3.3)
18 (14.6)

105 (85.4)

84 (68.9)

Page 15

TOTAL
535 (100)

76.0 (17.9)
254 (47.5)
111 (20.7)
244 (45.7)

13 (2.4)
32 (6.0)
73 (13.7)
219 (41.0)
92 (17.2)
23(4.3)
82 (15.4)

77 (14.4)
165 (31.0)
187 (35.1)

79 (14.8)

25 (4.7)

7.0 (3.0)

250 (47.0)

97 (18.1)
52(9.7)
33(6.2)

3(0.6)
22 (4.1)

198 (37.0)
36 (6.7)
90 (16.8)

440 (82.2)

344 (65.2)
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Relief of Discomfort  Extending Life Unsure
Several days 77 (24.2) 21 (23.9) 32 (26.2)
More than half the days 26 (8.2) 3(3.4) 4 (3.3)
Nearly every day 15 (4.7) 4 (4.5) 2(1.6)

Page 16

TOTAL
130 (24.6)
33(6.3)
21 (4.0)

aExcept where otherwise noted, each cell contains the number (percentage of valid cases for the column) with the characteristic.
bOne case in the unsure group was missing data on this characteristic.

COne case in the extending life group and one case in the unsure group were missing data on this characteristic.

dThree cases in the relief of pain and discomfort group and three cases in the unsure group were missing data on this characteristic.

e . . . . . . . -
One case in the relief of pain and discomfort group and two cases in the unsure group were missing data on this characteristic.

Five cases in the relief of pain and discomfort group, one case in the extending life group, and one case in the unsure group were missing data on

this characteristic.
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