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Objectives: To examine the use of and compliance with a new comprehensive health
care directive by residents of a home for the aged and to determine the effect of the
directive on the use of health care services.
Design: Descriptive study with a before-after design.
Setting: A home for the aged providing residential care to women.
Participants: All 119 residents (ages 71 to 103 years, mean age 87.5 years).
Intervention: Introduction of a comprehensive health care directive and follow-up at 1
year.
Outcome measures: Residents' treatment choices, compliance with the directive, number
of hospital admissions and length of hospital stay, number of deaths and places where
deaths occurred.
Results: Ninety (76%) of the residents completed the directive. In the event of reversible
life-threatening illness 34, 24, 1 1 and 21 residents requested supportive, limited,
maximum and intensive care respectively. For irreversible illness the numbers were 75,
12, 3 and 0 respectively. In case of cardiac arrest 88% requested that cardiopulmonary
resuscitation not be done. In the year before the introduction of the directive there were
nine deaths, one in the home and eight in hospitals. In the year after there were 17
deaths, 11 in the home and 6 in hospitals. The mean length of hospital stay was
significantly lower in that year than in the year before implementation (p < 0.001).
Conclusions: This innovative health care directive seems to be feasible, practical and
well supported by residents, their families and health care professionals. Further studies
are required to establish the generalizability and reproducibility of the data to other
elderly people in institutions, to chronically ill patients and to the community at large.

Objectifs: Examiner l'utilisation et le respect d'une nouvelle directive de soins complets
de sante par les residentes d'un centre d'accueil pour personnes agees et determiner
l'effet de la directive sur l'utilisation des services de sante.
Conception: Etude descriptive avec plan avant-apres.
Contexte : Un centre d'accueil pour personnes agees fournissant des soins en etablisse-
ment a des femmes.
Participantes : La totalite des 119 residentes (agees de 71 a 103 ans, age moyen: 87,5
ans).
Intervention: Mise en oeuvre d'une directive de soins complets de sante et suivi apres
un an.
Mesure des resultats : Choix du traitement par les residentes, respect de la directive,
nombre d'admissions a l'h6pital et duree de l'hospitalisation, nombre de deces et lieus
de survenue.
Resultats : Quatre-vingt-dix residentes (76 %) ont rempli la directive. Advenant une

Dr. Molloy is assistant professor ofmedicine and a consultant geriatrician, Division ofGeriatrics, Department ofMedicine, and
Dr. Guyatt associate professor, departments ofMedicine and ofClinical Epidemiology and Biostatistics, McMaster University, Hamilton,
Ont. Drs. Molloy and Guyatt are career scientists ofthe Ontario Ministry ofHealth.

Reprint requests to: Dr. D. William Molloy, Henderson General Division, Hamilton Civic Hospitals, 711 Concession St., Hamilton, ON
L8V IC3

CAN MED ASSOC J 1991; 145 (4) 307AUGUST 15, 1991



maladie reversible menacant la vie de la malade, 34, 24, 11 et 21 residentes ont
demande, dans l'ordre, des soins de soutien, de duree limitee, maximums et intensifs.
Dans l'eventualite d'une maladie reversible, les nombres etaient, dans l'ordre, 75, 12, 3
et 0. En cas d'arret cardiaque, 88 % ont demande que l'on ne procede pas a la
reanimation cardio-respiratoire. Neuf deces ont eu lieu au cours de l'annee precedant
I'adoption de la directive, un au foyer et huit a 1'h6pital. Un an apres l'adoption de la
directive, 17 deces etaient survenus, 11 au foyer et 6 a l'h6pital. La duree moyenne
d'hospitalisation etait significativement moins elevee au cours de cette derniere annee
que pendant l'annee precedant la mise en oeuvre (p < 0,001).
Conclusions: Cette directive innovatrice de soins de sante semble etre faisable, pratique
et bien accueillie par les residentes, leur famille et les professionnels de la sante.
D'autres etudes sont necessaires pour etablir la generalisation et la reproductibilite des
donnees chez d'autres personnes agees en etablissement, chez des malades chroniques et
dans la collectivite en general.

R ecent advances in medical technology have
increased our capacity to sustain life despite
debilitating illness, but the use of medical

technology to prolong life may sometimes be prob-
lematic. 1-3 For example, the care of incompetent
elderly patients presents one of the most difficult
ethical problems faced by physicians today.4,5 The
patient's quality of life,6'7 the costs of health care,89
legal factors,10"'' the opinions of the next of kin,'21-4
institutional policies'5 and prevailing ethical and
social norms'6-'9 may be considered when physicians
make decisions about the care of such patients,
decisions that will determine the proportion of
health care resources to be allocated.20'2'

Concerns about the use of technology in the care
of elderly people have led to the development of a
variety of advance directives.22-25 Directives allow
people to designate an advocate who will make
health care decisions on their behalf (proxy direc-
tive) or to give instructions about the type of care
they want if they become incompetent. Health care
directives are currently supported by physicians'6'26
and the public.27-29

In a recent survey of attitudes toward health
care directives most elderly people reported that they
would complete directives if given the opportunity.27
Widespread use of this innovative approach to
health care may improve patient autonomy, reduce
health care costs, minimize unnecessary treatments
and lower stress and conflict among family members
and health care professionals, who are often forced
to make difficult decisions.28'29

Despite these potential benefits several ques-
tions remain: What proportion of elderly people
would complete a directive if given the opportunity?
Would there be difficulties with families, physicians
or other health care professionals if directives were
completed? What would happen if patients changed
their mind during an illness and wanted to alter their
directive?

In this study we introduced the residents of a
home for the aged to a new and comprehensive
health care directive (a) to determine whether they

would complete it, (b) to document their choices of
health care in the event of cardiac arrest and
reversible and irreversible life-threatening illness,
(c) to find out if they would comply with the
directive and (d) to compare the number of hospital
admissions, the length of hospital stay, and the
number of deaths and their location during the year
before and after the directive was introduced.

Methods

Subjects

Idlewyld Manor, Hamilton, Ont., provides resi-
dential care to elderly women. About 80% have their
own room, are independent in the activities of daily
living and are provided with meals and medications.
In a second wing more care is provided to the
remaining 20% who need it.

The directive

The Let Me Decide directive is a comprehensive
instrument that allows people to choose from four
treatment options in the event of life-threatening
illness.23 The first option is supportive care, which
would maintain comfort. It is equivalent to pallia-
tive care. The second option, limited care, would
provide an intravenous line, antibiotics and a range
of noninvasive investigations and treatments short
of elective surgery. With maximum care patients
may receive emergency surgery, if necessary. These
patients are not candidates for intensive care and
would not be given mechanical ventilation except
during surgery. Under the final option, intensive
care, all treatments and investigations are accept-
able, including mechanical ventilation, central ve-
nous catheterization, transplantations, dialysis and
biopsies. The directive also has a section on whether
patients wish to receive cardiopulmonary resuscita-
tion (CPR) in the event of cardiac arrest.

Residents chose a treatment option for revers-
ible and irreversible life-threatening illness. Revers-
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ible illness was defined as one that could be com-
pletely cured (e.g., pneumonia and ulcers). Irrevers-
ible illness was defined as one that left a permanent
disability (e.g., hemiparesis after a stroke or im-
paired cognition due to Alzheimer's disease). Resi-
dents were encouraged to discuss what they consid-
ered to be reversible and irreversible illnesses. They
were also asked to state their wishes concerning
blood transfusion, postmortem examination and
organ donation.

Introduction ofthe directive

In August 1989 all the residents and their
families were invited to attend an introductory talk
on the directive. The directive was presented, some
of the terminology defined and a general discussion
initiated. The residents were given a copy of the
directive and advised to discuss it with their family
or friends before completing it.

Six volunteer facilitators were given a 3-hour
seminar on the use of the directive and trained to
assist the residents to complete it. Four of the
facilitators were retired nurses or social workers, and
two were nurses at Idlewyld Manor. After the train-
ing seminar each facilitator was tested on her basic
knowledge of the terms and conditions of the direc-
tive. Mock interviews were conducted and common
situations and scenarios role-played until the facilita-
tor was able to present the directive and appropriate-
ly answer possible common questions.

Over the next 4 to 6 weeks the facilitators met
with all the residents to discuss whether they wanted
to complete the directive and to answer questions.
The residents were advised to choose an advocate to
cosign the directive and to represent them should
they become incompetent. The advocate was usually
a family member or friend who lived nearby and was
in regular contact; in essence, he or she was given
power of attorney for the resident's health care.

The facilitators encouraged the residents to
discuss their feelings and concerns with their advo-
cates and inform them of their wishes for treatment
in the event of cardiac arrest, reversible and irrevers-
ible life-threatening illness. After 1 to 2 weeks a
meeting was arranged between the resident, the
resident's advocate and a facilitator to discuss the
directive and any further questions.

It was suggested that the resident and her
advocate review with the family physician the deci-
sions made and obtain his or her signature on the
directive. A copy of the completed and signed
directive was kept by each party, and two copies
were placed in the resident's chart.

During the year after the directive was imple-
mented one of the facilitators met with all new
residents and introduced them to the document. The

nursing staff routinely reviewed and updated the
directive with any resident who survived a serious
medical event or wished to change her treatment
option. In September and October 1990 a facilitator
met with all the residents who had completed direc-
tives to discuss and update their treatment options.
If a resident did not want to make changes the
directive was cosigned by her and the facilitator.
However, if the resident did wish to make changes
they were discussed again with the advocate and the
family physician, who then cosigned the documented
changes.

Data collection

The director of nursing routinely kept a detailed
record of all significant illnesses and the circum-
stances of all deaths. The dates of each hospital
admission and return to the home were documented.
Comparisons were made of the information recorded
between Oct. 1, 1988, and Sept. 30, 1989 (the period
before the directive was introduced) and that record-
ed between Oct. 1, 1989, and Sept. 30, 1990 (the
period after the directive was introduced).

Statistical analysis

The proportions of patients who died in hospital
over the 2 years were compared by means of the
Fisher's exact test. The mean numbers of days spent
in hospital for each admission were compared with
the Student's unpaired t-test.

Results

During the year after the directive program was
implemented 119 women were residents at Idlewyld
Manor; 90 women, aged 71 to 103 (mean 87.5)
years, completed the directive. In that period 17
patients died, and 1 moved to a nursing home. At
the time of the annual review (September 1990)
there were 101 residents, 81 ofwhom had completed
the directive. Of the other 20 women 7 refused to
complete the directive, 5 were incompetent but their
families did not complete it for them, 3 were
incompetent and had no relatives, 3 had a living will
and did not want to change it, and 2 were new
residents who had not been approached at the time
of the review. Table 1 presents the original choices
of the residents who completed the directive and
their updated choices in September 1990. There
were 11 changes in the level of care chosen: two
residents opted for more care during reversible
illness and nine for less care during reversible or
irreversible illness. One resident changed her wish
for CPR to a request for no CPR, and one decided to
request CPR in the case of reversible illness.
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Table 2 provides the location in which the
deaths occurred and the details of hospital admis-
sions during the years before and after the introduc-
tion of the directive. The numbers of residents who
died in hospital during these 2 years were not
significantly different. The pattern of where deaths
occurred changed after the program was implement-
ed: 13% of the deaths occurred in the home during
the year before implementation and 63% during the
year after. In addition, the number of days residents
spent in hospital decreased after the implementa-
tion. This reduction was very unlikely to have
occurred by chance (p < 0.001).

Seven of the 1 1 who died in the home during the
year after the directive was introduced had complet-
ed the directive; 5 had requested supportive care in
the event of irreversible illness, and 2 had requested
limited care. All seven asked that no CPR be done in
the event of cardiac arrest. None changed her choice
when an acute life-threatening illness developed. The
number of hospital admissions was greater in the
year following implementation of the directive, but

because the length of stay was shorter the total
because the length of stay was shorter the total
number of nights spent in hospital was less.

Discussion

This study suggests that health care directives
are accepted by elderly women in a home for the
aged. They were completed by more than 80% of the
residents and their families. Although most (83%) of
the residents requested supportive care in the event
of irreversible illness there was a broad range of
choices in the event of reversible illness. In general,
once the directive had been completed the residents
did not change their mind after a serious illness or at
annual follow-up.

The changes in the pattern of where the deaths
occurred and the number of hospital days may have
been due to unknown changes in the hospital pro-
grams or in the way the residents were treated.

The study had a number of limitations. First, it
was a descriptive study with a before-after design
and was subject to the biases of such a design. Any

Table 1: Choices for treatment of life-threatening illness and for cardiopulmonary resuscitation (CPR) by
90 residents of a home for the aged on initial completion of a health care directive and at 1-year review

At 1-year review

Illness;
treatment choice

At initial
completion,

no. of residents

No. of residents
No. of

Same Different No. of incomplete
choice choice deaths directives

Reversible
Supportive (supp)
Limited (lim)
Maximum (max)
Intensive care (ICU)

CPR requested (CPR)
No CPR requested (NCPR)

irreversible
Supp
Lim
Max
ICU
CPR
NCPR

34
24
t 4<

16
,.

74

75
1 2
3

29 1 (max)
17 3 (supp)
8 1 (ICU)
17 2 (supp)

2 (max)
15 1 (NCPR)
63 1 (CPR)

68
7
3

10
697q

2 (supp)

(NCPR)

Table 2: Deaths and hospital admissions
introduction of the health care directive

Bel
Variable (n

No. of deaths
In the home 1
In hospital E

No. of hospital admissions' 24
Total no. of nights in hospital 562
Mean no. of nights per admission 23

(and standard deviation) (25

'Any stay in hospital for more than one night.

before and after

fore After
-115) (n - 119)

1 1
6

33
383
11.6
(10.9)

3.4
s.2)
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changes in health care practice in the home or in the
local hospitals that were unrelated to the directive
may have affected the pattern of hospital admis-
sions. It is plausible that in part, at least, the
directive may have been responsible for the changes
seen. However, we have no information about the
decision-making process that determined whether
residents would die at the home or in hospital, and
thus any inference about the effect of the directive is
weak. To demonstrate a causal connection would
require a randomized trial.

A second limitation was the inclusion of only
women in a residential home. Further study is
needed to confirm that our data can be generalized
to other elderly people in institutions, to chronically
ill patients or to the community at large.

Third, no attempt was made to determine the
influence of different facilitators on the choices
made by the residents. However, the facilitators
reported that most of the residents discussed treat-
ment choices with their advocates; the facilitators
were not asked to participate.

Despite these limitations the study provides
valuable information about the use of health care
directives in this population. The results suggest that
comprehensive health care directives are acceptable.
Furthermore, the residents had distinctly different
choices about CPR in the event of cardiac arrest and
the desired level of care for reversible and irrevers-
ible illnesses. This study supports the argument that
elderly people want to participate in their own health
care decisions and will complete comprehensive
health care directives if given the opportunity. It also
supports the notion that health care must be individ-
ualized.

We thank Virginia Mepham, RN, resident of Idlewyld
Manor and member of the Healthy Choices for Seniors
Committee, who coordinated this program and without
whose help the study would not have been possible. We
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(GRG), McMaster University, Hamilton, Ont., for his
assistance in collecting data and preparing the manuscript;
and Karen Mead, administrative assistant (GRG), for her
secretarial support and encouragement.
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