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Abstract

Background—Surrogates frequently are unable to predict which treatment their charges would
want and also can experience significant distress as a result of making treatment decisions. A new
method, the patient preference predictor (PPP), has been proposed as a possible way to supplement
the process of shared decision-making to address these two concerns. The PPP predicts which
treatment the patient would want based on which treatment similar patients want in similar
circumstances. The present article describes the results of the first evaluation to assess whether
patients support the use of a PPP.

Methods—Self-administered survey of patients at a tertiary care centre.

Results—Overall, 1169 respondents completed the survey (response rate=59.8%). In the event
that the respondent became unable to make decisions due to a car accident, 78.9% would want the
PPP to be incorporated into the process of making treatment decisions for them. In contrast, 15.2%
of respondents would not want the PPP to be used for them. Respondents who endorsed the PPP
cited the possibility that its use could increase the chances that they receive the treatments they
prefer and/or reduce the burdens on their surrogate decision-maker.

Conclusions—The majority of respondents endorsed the possibility of incorporating a PPP into
the process of shared decision-making based on its potential to increase surrogates’ predictive
accuracy and/or reduce surrogate distress. These data provide strong patient support for further
research to assess whether, in practice, the use of a PPP can increase the chances that incapacitated
patients receive the treatments they prefer and reduce the burden of making decisions on their
surrogates.
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INTRODUCTION

Clinical practice attempts to respect individual autonomy by allowing patients to determine
the course of their medical treatment. Yet, many patients, such as those with severe dementia
and traumatic brain injury, are not able to make decisions at the time treatment is needed.1
In these cases, patient-designated or next-of-kin surrogates are asked to make treatment
decisions for the patient.®

Many commentators argue that surrogates should not be asked to make treatment decisions
on their own. Instead, the patient’s clinicians should share the responsibility and burden of
making decisions with the patient’s surrogate.6” This process of ‘shared decision-making’
involves the surrogate and clinicians working together to try, to the extent possible, to make
treatment decisions based on the patient’s own expressed directives. In the absence of a
written or verbal advance directive (AD) that identifies a preferred course of treatment in the
circumstances, the surrogate and clinicians appeal to the ‘substituted judgement’ standard,
attempting to make the treatment decision they think the patient would have made in the
circumstances.® When this is not possible, the process of shared decision-making attempts to
promote the patient’s clinical interests. Finally, in cases where a patient-designated or next-
of-kin surrogate cannot be identified, clinicians attempt to implement the “substituted
judgement’ standard, or else promote the patient’s clinical interests as best they can.910

This approach to making treatment decisions is intended to continue to respect patients’
autonomy, even after they lose the ability to make their own decisions.8 Specifically, many
patients, including those who never explicitly indicated how they want to be treated in the
event of decisional incapacity, endorsed specific values regarding the type of life they
wanted to lead and developed preferences regarding how they wanted and did not want to be
treated. For example, an individual may have consistently valued the quality of their lives
over its quantity, or they may have valued fighting on even when the chances of success
were low. Making treatment decisions based on these values and preferences respects the
patient’s autonomy by allowing what they endorsed and adopted—their values, goals and
aspirations—to determine the course of their treatment.

Shared decision-making, together with the substituted judgement and best interests
standards, thus offers a theoretically appealing way to maintain respect for patient autonomy
even after patients lose the ability to make their own decisions. Unfortunately, data suggest
that patient-designated and next-of-kin surrogates,'! as well as clinicians,1213 frequently are
unable to predict which treatment option the patient would have chosen. In addition,
surrogates can experience significant distress as a result of making treatment decisions.14
These data suggest that the combination of shared decision-making, substituted judgement
and best interests may not be sufficient to maintain respect for patients’ autonomy during
periods of decisional incapacity.

One possible approach that has been described to address these concerns is to incorporate a
patient preference predictor (PPP) into the process of shared decision-making.15-17 A PPP
predicts which treatment a given patient would want based on the patient’s characteristics
and data on which treatment patients who share these characteristics want in similar
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circumstances. Previous research based on a very preliminary PPP suggested that providing
surrogates and clinicians with the PPP prediction might increase the chances that
incapacitated patients are treated consistent with their preferences and values.1® In addition,
one of the strongest predictors of surrogate distress is not knowing which treatment the
patient would want.14 It follows that, if a PPP can accurately predict patients’ treatment
preferences, it also may reduce surrogate distress. Finally, the PPP could help clinicians to
predict the treatment preferences of decisionally incapacitated patients for whom a patient-
designated or next-of-kin surrogate cannot be identified.18

Given the PPP’s potential to address important shortcomings with current approaches, we
conducted a survey to assess patients’ views regarding the possibility of incorporating a PPP
into the shared decision-making process between surrogates and clinicians. Respondents
were asked whether they would endorse the use of a PPP in the event that they lost the
ability to make their own decisions and how they would want a PPP to be used in their own
case. Respondents were also asked why they would or would not want a PPP to be used in
the event that they lost the ability to make treatment decisions for themselves.

METHODS

Study population

The survey was conducted at The George Washington University Hospital and Clinics, a
large tertiary care centre in Washington DC, USA. To capture the views of a broad range of
patients, eligibility criteria were minimal: (1) inpatient or out-patient; (2) =18 years of age;
and (3) able to complete a 30 min written survey in English. In addition, eligible respondents
were recruited from seven different units and clinics: general medicine, emergency
department (ED), dialysis clinic, pain clinic, rheumatology, geriatrics and oncology. Non-
responders were asked to provide information on their age, gender, race and ethnicity.

Informed consent

Approvals

Survey

Research assistants trained for this survey approached patients who entered the participating
units. The research assistant explained the survey and was available to answer questions.
Potential respondents were informed that participation was voluntary, they could skip any
questions and they could stop at any time. All respondents gave oral informed consent.

The George Washington University institutional review board and the NIH Clinical Center
Office of Human Subjects Research Protections judged this anonymous survey to be exempt
from the US research regulations because it involved only survey procedures and
information was not ‘recorded in such a manner that human subjects can be identified,
directly or through identifiers linked to the subjects’ (45CFR46.101 b. 2). As a result, the
present survey did not undergo full research ethics committee review.

Based on the existing literature, the authors drafted a survey. The draft survey was evaluated
by four focus groups and revised. The survey then underwent cognitive pretesting with six

J Med Ethics. Author manuscript; available in PMC 2020 July 29.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Wendler et al.

Page 4

patients and two academics, using a ‘think-aloud’ approach to ensure the questions were
understood. Finally, behavioural pretesting with nine patients and two academics was
employed to ensure the survey could be implemented successfully.

The final survey was self-administered, took on average 25 min to complete and included 41
questions, with a mixture of closed-ended and open-ended questions. The survey covered
four domains: (1) personal characteristics; (2) experience with decisional incapacity; (3)
goals regarding treatment decision-making; and (4) views on a PPP. The present article
reports on the fourth domain.

To ensure that the survey was relevant to a broad range of patients, including those with very
different health situations, and to avoid the difficulties associated with young and healthy
individuals attempting to project their preferences and values into a distant and emotionally
uncertain future, we presented respondents with a scenario in which they lose the ability to
make decisions due to an automobile accident. For respondents who had previously assigned
a surrogate using a durable power of attorney (DPA) form, the survey referred to “your
DPA’; this terminology reflects common parlance in the USA. For those who indicated that
they had not assigned a surrogate, the survey used ‘your family’.

The PPP was explained as follows:

“Your doctors could look up in a database or computer which treatments people
like you would want in your situation. People like you are people who are of the
same gender, similar age, similar education, and similar cultural background. Your
doctors and your DPA [family] could then consider this information when deciding
how to treat you”.

Following this description, respondents were asked five questions regarding the use of a PPP.
To detect any ordering effects, the response categories in the questions were reversed for half
of the surveys.

The first question asked respondents to indicate in general whether they thought use of a
PPP sounded ‘like a good idea or like a bad idea to you’. The response options on a four-
point Likert scale were: definitely a bad idea; probably a bad idea; probably a good idea; and
definitely a good idea.

The second question asked: ‘Giving your DPA [family] information on which treatments
people like you would want in your situation might make it less stressful for your DPA
[family] to make treatment decisions for you. If it does, what would you want your doctors
to do?’ The response options were: give my DPA [family] information on which treatments
people like me would want; have my DPA [family] help make decisions without giving my
DPA [family] information on which treatments people like me would want; use the approach
that is more likely to reduce the stress on my DPA [family]; use the approach my DPA
[family] prefers; | do not have a DPA [family].

The third question stated: ‘People who are similar often want the same treatments. So giving
your DPA [family] information on which treatments people like you would want in your
situation might increase the chances that you get the treatment you would want. If it does,
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what would you want your doctors to do?’ The response options were: give my DPA
[family] information on which treatments people like me would want; have my DPA
[family] help make decisions without giving my DPA [family] information on which
treatments people like me would want; use the approach that is more likely to give me the
treatment | would want (even if this means that my DPA [family] does not help make
decisions); use the approach my DPA [family] prefers; | do not have a DPA [family].

The fourth question stated: ‘Consider again the case that you are in a bad car accident. Your
doctors could look up in a database or computer which treatments people like you would
want in your situation. How would you want your doctors to use this information?” The
response options were: not at all. My DPA [family] should help the doctors make decisions
without any information on which treatments people like me would want; the doctors should
give my DPA [family] information on which treatments people like me would want, and then
let my DPA [family] decide how | am treated; the doctors should give me the treatments
people like me would want unless my DPA [family] believes | would want some other
treatment; the doctors should give me the treatments people like me would want even if my
DPA [family] believes | would want some other treatment; use some other approach: please
explain what approach.

Finally, in an open-ended follow-up to question four, respondents were asked: ‘Please
explain why you chose the answer you did in the previous question. Why do you want
treatment decisions to be made in that way?” The complete survey is available upon request
from the authors.

Statistical analysis

RESULTS

We evaluated 13 potential predictors for each of the first four questions. For predictors with
two levels, Fisher’s exact test for 2x2 contingency tables was used. For predictors with more
than two (ordered) levels, Cuzick’s non-parametric test (an extension of the Wilcoxon rank-
sum test for more than two ordered groups) was used. For predictors that were significant at
p<0.05, we conducted multivariate analysis based on a user-guided forward stepwise logistic
regression.

Respondents

Of 1955 patients who were invited, 1169 agreed to participate. A total of 34 surveys were
excluded due to a lack of substantive answers. Of the 1135 evaluable surveys, information
on the recruitment site was missing for four respondents. For the remaining 1131
respondents, the number of respondents and response rate in each of the seven participating
units were: general medicine, n=130 (68%); ED, n=697 (52%); dialysis clinic, n=58 (75%);
pain clinic, n=50 (82%); rheumatology, n=73 (81%); geriatrics, n=61 (82%); and oncology,
n=62 (97%), for an overall response rate of 59.8%.

The 1135 evaluable surveys came from a broad range of respondents in terms of age, race,
ethnicity, education and income (table 1). In addition, 49 US states were listed as the place
of birth by at least one respondent, 18 US states were listed by 10 or more respondents and
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58 countries other than the USA were listed as the place of birth for at least one respondent.
Respondents’ self-reported quality of life was good overall and 71.2% had not completed an
AD (table 2).

There was no significant difference in gender between respondents and non-respondents.
The response rate was higher among younger patients in the ED (p<0.001). Furthermore,
Asians and whites in the ED (compared with blacks and Hispanics), and Hispanics and
whites in non-ED units (compared with blacks and Asians), were more likely to respond
(p<0.001 in each case, comparing combined groups).

General views regarding a PPP

In response to the first question of whether the PPP seemed ‘like a good idea or like a bad
idea’, 55.2% initially thought that the PPP sounded like a ‘good idea’ and 44.9% thought it
sounded like a ‘bad idea’ (table 3). Of the 13 tested possible predictors, four were significant
for this question. Respondents who self-identified as African—American were significantly
more likely to regard the PPP as a ‘good idea’ compared with respondents who self-
identified as white (p=0.002; Fisher’s exact test). In addition, older respondents (p=0.007;
Cuzick’s non-parametric test), respondents with less formal education (p=0.010; Cuzick’s
non-parametric test) and respondents with lower gross income in the previous year
(p=0.0006; Cuzick’s non-parametric test) were significantly more likely to regard the PPP as
a ‘good idea’.

In a multivariate analysis of the four significant predictors, the predictiveness of education
was largely subsumed by the predictiveness of income and the correlation between the two.
The other three predictors—Ilower income, increased age and self-identifying as African—
American—all significantly predicted being more likely to regard the PPP as a ‘good idea’.

Use of a PPP if it increases accuracy or reduces stress

The second question asked how respondent would want the PPP to be used if it ‘might make
it less stressful for your DPA [family] to make treatment decisions for you’. In response,
48.3% wanted their DPA [family] to receive the PPP prediction, 21.2% wanted to use the
approach their DPA [family] preferred and 14.1% wanted to use whichever approach is most
likely to reduce surrogate stress (table 3). In contrast, 15.4% did not want their DPA [family]
to receive the PPP prediction. None of the 13 tested possible predictors were significant for
this question.

In response to the third question of how they would want the PPP to be used if it ‘might
increase the chances that you get the treatment you would want’, 55.1% wanted their DPA
[family] to receive the PPP prediction, 17.2% wanted to use the approach their DPA [family]
preferred and 13.3% wanted to use whichever approach is most accurate (table 3). In
contrast, 13.7% did not want their DPA [family] to receive the PPP prediction. None of the
13 tested possible predictors were significant for this question.
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Use of a PPP in the respondent’s own case

The fourth question asked respondents how they would want doctors to use the PPP in the
event that they lost the ability to make their own decisions. In response, 78.9% wanted the
PPP to be used in their own case, with 54.1% wanting the PPP prediction to be given to their
DPA [family], 17.7% wanting to be treated based on the PPP prediction unless their DPA
[family] objected and 7.1% wanting to be treated based on the PPP prediction even if their
DPA [family] objected (table 3). In contrast, 15.2% of respondents did not want the PPP
prediction to be used for them in any way.

None of the 13 tested possible predictors were significant for the fourth question. In
particular, the four comparisons that were statistically significant for the first question of
whether the PPP seemed like a good idea (white vs African—American; younger vs older;
more formal education vs less formal education; greater income vs lower income) were not
significant for the fourth question.

Reasons for endorsing or opposing personal use of a PPP

Limitations

As a follow-up to the fourth question, the final (open-ended) question asked respondents to
explain why they would want or not want the PPP to be used in case they lost the ability to
make treatment decisions. Most of the respondents who explained why they endorsed the
use of a PPP in their own case cited the possibility that providing the PPP prediction might
help their DPA [family] determine which treatment the patient would want and/or might
reduce the stress on their DPA [family] (figure 1). For example, one respondent indicated:
‘My family could draw on the information the doctor gives them and hopefully make a more
informed decision’. Another stated: “To help my DPA make a decision that wouldn’t be too
stressful on her’.

With a few exceptions, respondents who provided an explanation for why they opposed the
use of the PPP stated that it could not predict their treatment preferences because they were
unique, or their DPA [family] already knew their treatment preferences (figure 1). For
example, one stated, ‘No two people are alike, God makes us individuals’, and another said:
‘My family knows me well and knows that | am not the typical average person. They know
my frame of thought and my preferences’.

The only in-principle objections came from several respondents who were concerned that
use of a PPP might encourage or reinforce stereotypes. One said: ‘I do not match my
demographics in many ways. Just cause | am a Hispanic, Catholic gay man with a low
income does not mean | would want what all Hispanic, Catholic, gay low-income men
would want’.

The present findings are subject to five important limitations that merit further research.
First, recruitment occurred at one site only. At the same time, respondents were diverse in
terms of geographic origin, coming from a total of 49 states and territories and a total of 58
countries (table 1). Second, while the response rate was relatively high in six of the seven
recruitment units (77.8% overall), it was lower in the ED (52.3%). Third, each of the first
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four questions was skipped by approximately 15% of respondents. This may have influenced
the results. Fourth, the survey used a scenario of sudden incapacity as a result of an
automobile accident. While this scenario ensured that the survey was relevant to all
respondents, the preferences of some respondents may have been different for other
scenarios involving decisional incapacity. Fifth, we excluded patients for whom a 30 min
survey was regarded as overly burdensome. As a result, the present findings may not reflect
the views of individuals who are very ill.

DISCUSSION

Shared decision-making between surrogates and clinicians is intended to protect and respect
patients who have lost the ability to make their own decisions. Yet, empirical studies find
that clinicians and surrogates often are unable to predict which treatment is consistent with
the patient’s preferences and values.19 In addition, surrogates can experience significant
distress as a result of making treatment decisions.1# Incorporating a PPP into the process of
shared decision-making has been proposed as one possible way to address these two
concerns.” Before pursuing development of a PPP, however, it is important to evaluate
whether patients would support its use.

In the present survey, 78.9% of respondents endorsed the use of a PPP in the event that they
lost the ability to make their own decisions. The fact that 16.6% of respondents skipped this
question may indicate that actual support for the PPP was lower than 78.9%. However, even
if 80% of those who skipped this question were opposed to the PPP, the present findings
would still suggest that approximately two-thirds of respondents support use of a PPP in
their own case. These findings provide strong patient support for the use of a PPP to the
extent that incorporating it into the shared decision-making process can increase predictive
accuracy and reduce surrogate distress.

Shared decision-making likely alleviates at least some of the stress and anxiety that
surrogates experience. At the same time, empirical studies find that physicians may be even
less accurate than surrogates at predicting patients’ treatment preferences.1213 In response,
some commentators have proposed basing treatment decisions for incapacitated patients on
the preferences of patients in the same community.2% Unless the community happens to be
very homogenous, this approach is unlikely to identify the treatment option most consistent
with the patient’s preferences and values. Other proposals, such as relying on ethics
committees or judges?! to make treatment decisions for incapacitated patients, seem no
more likely to provide treatment consistent with the patient’s preferences and values.

Data reveal that patients’ treatment preferences often are correlated with their individual
characteristics, including age,2223 gender2425 and race.2627 These data suggest that it may be
possible to more accurately predict which treatment a given patient would want based on his
or her individual characteristics, the situation and how these factors influence patients’
treatment preferences. Evaluation of a very preliminary PPP found that it was as accurate as
patient-designated surrogates and suggested that a full-scale PPP might be more accurate
than surrogates.1®
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To develop and test a full-scale PPP it would be necessary to gather extensive empirical data
from a representative sample regarding how individuals want to be treated in common
situations involving decisional incapacity.1® Statistical analysis of these data would identify
predictors of patients’ treatment preferences. These predictions could then be incorporated
into the shared decision-making process between clinicians and the patient’s DPA [family],
testing how different ways of using PPP predictions influence surrogate stress. Accuracy of
the PPP could be tested by comparing competent patients’ preferences for how they want to
be treated during periods of decisional incapacity with the predictions of the PPP.

The present findings suggest that most patients would prefer that the PPP predictions be
provided to their surrogates who could take this information into account when making
treatment decisions. The PPP prediction also could guide clinicians and clinical ethics
committees when making treatment decisions for patients for whom no surrogate or family
can be identified.28

While this approach makes theoretical sense, development of a full-scale PPP would require
an upfront investment of at least tens of millions of dollars.2® To assess whether this effort
might be justified, it is important to evaluate patients’ attitudes regarding use of a PPP in
more detail and then pilot different uses of the PPP in practice. The present findings suggest
that many patients are likely to support a PPP to the extent that it can increase predictive
accuracy and reduce surrogate distress. These findings provide empirical support for further
research to assess whether incorporating a PPP into the shared decision-making process can
increase the extent to which incapacitated patients are treated consistent with their
preferences and can reduce the stress on their loved ones.

Most of the respondents who provided an explanation for why they opposed the use of the
PPP stated they were unique so that a PPP could not predict their preferences, or their DPA
[family] already knew their treatment preferences. Even if use of a PPP increases surrogates’
predictive accuracy some patients may still oppose its use. To respect these patients, ADs
might be modified to allow patients to indicate their opposition to the use of a PPP.

Finally, although only a few respondents expressed concern that a PPP might be misused or
might reinforce stereotypes, these concerns will need to be addressed. In particular, it will be
important that both the development and the implementation of a PPP is transparent and
includes patient advocates who can ensure that the resulting method is not used to deny
treatment to certain patients or groups.

SUMMARY

Current practice for making treatment decisions for incapacitated patients raises two
important concerns: surrogates and clinicians often are unable to determine which treatment
their charges want, and surrogates can experience significant distress as a result of making
treatment decisions. Supplementing the shared decision-making process with a PPP has been
proposed as one possible way to address these two concerns. The present findings suggest
that a majority of patients would likely support a practice of providing the PPP prediction to
their clinicians and surrogates to the extent that doing so increases the chances they are
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treated consistent with their preferences and values and reduces the stress on their loved
ones. These findings provide strong patient support for future research to develop and
evaluate a PPP and determine whether it can help to promote these important goals for
treatment decision-making for incapacitated patients.
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Support use of PPP in Own Case
“I think the doctors should use the information from the database to help guide the decision, but
if my family feels strongly about a different treatment and doctors agree (are ok with) the
treatment option-- I'd prefer to go with my family's decision.”

“A combination ofthe doctor's view, my family's view and the database should be used.”

“My family could draw on the information the doctor gives them and hopefully make a more
informed decision.”

“Itincorporates the most knowledge about what I would want. From statistics, medical expertise,
and familial understanding.”

“I think it will help ease my family's decision, and would allow them to see past options used.”
“To help my DPA make a decision that wouldn't be too stressful on her.”

Oppose Use of the PPP in Own Case
“I think using a database could easily be open to manipulation and could stop a significant part
of the population from getting quality medical care. A database like the ONE being suggested is

a well-meaning tool that would undoubtedly be open to abuses/biases.”

“My family knows me well and knows that I am not the typical average person. They know my
frame of thought and my preferences.”

“I am not like other people; treat my situation, not theirs.”
“I donot think I'm much like people like me.”

“I don't want to take that chance of what people who are like me prefer versus what I prefer. I
want my desires to determine my treatment, not the desires of those like me.”

“I may be an outlier.”
“No two people are alike, God makes us individuals.”

Figurel.
Selected verbatim explanations for endorsing or opposing patient preference predictor

(PPP).

J Med Ethics. Author manuscript; available in PMC 2020 July 29.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Wendler et al.

Table 1

Demographics and personal characteristics (N=1135)

Demographics and personal characteristics N (%)* Missing n (%)
Age
Mean (SD) 42.2 (17.2) 21(1.9)
Range 18-95
<35 years 468 (42.0)
35-49 years 293 (26.3)
50-64 years 227 (20.4)
265 years 126 (11.3)
Gender
Female 644 (57.7) 19 (1.7)
Male 472 (42.3)
Place of birth
DC, Maryland, Virginia” 407 (37.4) 46 (4.1)
Other states and territories” 554 (50.9)
Non-USA? 128 (11.8)
Race/ethnicity
Black or African-American 472 (42.0) 10 (0.9)
Native American 6 (0.5)
Asian 50 (4.4)
Native Hawaiian/Pacific Islander 2(0.2)
Hispanic 60 (5.3)
White 517 (46.0)
Multiple races 18 (1.6)
Education
Graduate school 292 (25.7) 0 (0)
College 383 (33.7)
High school 430 (37.9)
Grade school 25(2.2)
Less than grade school 5(0.4)
Income
<$25 000 217 (21.1) 106 (9.3)
$2500-49 999 224 (21.8)
$50 000-99 999 258 (25.1)
$100 000-249 000 243 (23.6)
>$250 000 87 (8.5)
Relationship with DPA [family]
Excellent 481 (42.8) 10 (0.9)
Very good 354 (31.5)
Good 203 (18.0)
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Demographics and personal characteristics N (%)* Missing n (%)

Fair 61 (5.4)
Poor 22 (2.0)
No DPA [family] 4(0.4)

*
Totals may not sum to 100% due to rounding.
fForty—nine US states/territories, =5 respondents from 29 US states.

1rTotaaI of 58 countries.

DC, District of Columbia; DPA, durable power of attorney.
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Clinical condition and advance care planning (N=1135)

Table 2

N (%)"  Missingn (%)
Unit or clinic
Emergency department 697 (61.6) 4(0.4)
Medicine 130 (11.5)
Rheumatology 73 (6.5)
Oncology 62 (5.5)
Geriatrics 61(5.4)
Dialysis 58 (5.1)
Pain 50 (4.4)
Current quality of life
Excellent 266 (23.7) 14 (1.2)
Very good 422 (37.6)
Good 311 (27.7)
Fair 99 (8.8)
Poor 23(2.1)
Advance directive
No AD or DPA 795 (71.2) 18 (1.6)
DPA only 56 (5.0)
AD only 82(7.3)
AD and DPA 184 (16.5)
If DPA: person named
Spouse/partner 105 (43.8) 0 (0)
Other DPA [family] member 115 (47.9)
Friend 15(6.3)
Someone else 5(2.1)

*
Totals may not sum to 100% due to rounding.

AD, advance directive; DPA, durable power of attorney.

J Med Ethics. Author manuscript; available in PMC 2020 July 29.

Page 15



1duosnuey Joyiny

1duosnuen Joyiny

Wendler et al. Page 16

Table 3
Attitudes towards a PPP (N=1135)
Attitudes N (%) Missing n (%)
Question #1 General attitude toward PPP 155 (13.7)
Definitely good idea 144 (14.7)
Probably good idea 397 (40.5)
Probably bad idea 269 (27.5)
Definitely bad idea 170 (17.4)
Question #2 If PPP reduces stress on DPA [family] 166 (14.6)

Provide DPA [family] PPP prediction for consideration 468 (48.3)

Do not use PPP 149 (15.4)
Use approach more likely to reduce stress 137 (14.1)
Use approach DPA [family] prefers 205 (21.2)
No DPA [family] (1.0)

Question #3 If PPP increases chances treated consistent with preferences 174 (15.3)
Provide DPA [family] PPP prediction for consideration 529 (55.1)

Do not use PPP 132 (13.7)
Use approach more likely to increase accuracy 128 (13.3)
Use approach DPA [family] prefers 165 (17.2)
No DPA [family] 7(0.7)
Question #4 How use PPP in own case 188 (16.6)

Provide DPA [family] PPP prediction for consideration 512 (54.1)

Treat according to PPP unless DPA [family] objects 168 (17.7)
Treat according to PPP even if DPA [family] objects 67 (7.1)
Do not use PPP 144 (15.2)
Some other approach 56 (5.9)

*
Totals may not sum to 100% due to rounding.

DPA, durable power of attorney; PPP, patient preference predictor.
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