
1

VOL 04 • SUMMER 2023 Articles

INTRODUCTION

With medical care advancement, the decline of health 
through disease until death has altered completely over 

the past century. Many life-threatening diseases have become 
chronic, while others have been cured, with people living longer 
than at any other time in history [1]. These advances have pre-
sented a new set of dilemmas. For some, the pursuit of longev-
ity might not be at any price. Many who suffer from a gradual 
health decline may prefer palliative care (PC) to life-prolonging 
interventions, especially if these come at the expense of quality 
of life [2, 3]. The ability to retain autonomy over end-of-life 
(EOL) medical decisions has therefore become a matter of great 
importance, both ethically and legally [4]. 

The “living will” was first suggested in the US during the 
late 1960’s [5] as a legally binding document with the purpose 
of granting the opportunity to express one’s EOL care choices 
to be implemented in the event that a person becomes unable 
to communicate their wishes [6]. It was later coined advanced 
directives (AD) and received the status of a legally binding doc-
ument [7]. The term “advance care planning” (ACP) refers to 
the psychological, theoretical and practical aspects of EOL care 
planning and is a process that is meant to culminate with the 
documentation of one’s wishes in the form of AD [8]. AD dic-
tate more than a do-not-resuscitate order [9]. They are meant to 
guide the family and medical staff through the decision-mak-
ing processes of EOL care, clearly presenting the patient’s pre-
defined requests. 

The benefits of AD have been well documented. Patients who 
have AD spend more time in hospice care, are less likely to re-
ceive aggressive life-prolonging treatment at EOL, are less likely 
to die in a hospital or intensive care setting, and are more likely to 
die at home or in a long term care facility [10–13]. Family mem-
bers are less likely to suffer from stress, anxiety, depression, and 
report that AD improve the care of loved ones at the EOL [14, 15]. 
However, some studies have reported the contradictory findings 
that AD do not necessarily reduce aggressive measures at EOL or 
reduce hospital/ICU admissions [16–19]. 
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ABSTRACT	� Background: Advanced directives (AD) enable dying patients 
to retain autonomy at the end-of-life (EOL). Although the “Dy-
ing Patient Act” was enacted in Israel in 2005, the number 
of registered AD remains extremely low. A known barrier to 
AD completion is limited knowledge, however it is unknown 
whether the behaviors and attitudes of health professionals 
with experience and knowledge of palliative care (PC) are dif-
ferent from those without such experience and knowledge. 

	� Objective: To compare the AD knowledge, attitudes, and behav-
iors (AD completion, discussion and intention) of PC clinicians 
and faculty (PC-CF) with non-PC-CF.

	� Methods: This study used a cross sectional, descriptive, com-
parative correlational research design. The study tool was a 
self-report, web-based questionnaire developed by the re-
searchers and distributed to physicians and nurses in a tertia-
ry academic teaching medical institution and via social media 
groups of health professionals using snowball sampling. 

	� Results: 129 participants completed the questionnaire. 78 partic-
ipants were PC-CF and 51 participants were non-PC-CF. PC-CF 
had significantly greater AD knowledge [76.3/100 vs 69.0/100, 
P<0.001] and significantly more positive attitudes towards AD 
compared to non-PC-CF [3.9 vs 3.6, P<0.023]. AD behaviors 
were low in both PC-CF [27.6%] and non-PC-CF [12.8%], how-
ever PC-CF had more AD behaviors than non-PC-CF [P=0.053, 
approaching significance]. 

	� Conclusions: PC-CF nurses and physicians have more AD 
knowledge, attitudes and behaviors. Though they had more 
behaviors, the overall completion rate is low. This study has 
personal and professional implications for PC-CF and non-PC-
CF, and may have ramifications for the quality of patient care.
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Although AD are an international tool for EOL care planning, 
each country defines the purpose and use of AD differently. The 
“Dying Patient Act” was enacted in Israel in 2005 in order to guar-
antee that patients’ preferences for EOL care would be respected 
and fulfilled [20]. This law dic-
tates that AD are to be applied 
to dying patients who have an 
estimated prognosis of less 
than 6 months despite medical 
care [20]. A Ministry of Health 
(MOH) AD is the only legally binding document, although there 
are other AD that may be taken into consideration clinically, such as 
the Health Maintenance Organization (HMO) AD and private AD. 
According to a study conducted in Israel in 2014, less than 0.03% 
of the population and less than 0.3% of those above 65 years of 
age have registered an official MOH AD [21]. Low AD completion 
rates are common in many other countries around the world [22]. 
Researchers have studied patients’ AD knowledge and attitudes, 
however there is a dearth of literature examining PC clinicians' and 
faculties’ (PC-CF) AD knowledge, attitudes, and behaviors. 

In this study, PC-CF are defined as clinicians and faculty staff 
who either provide or teach PC in hospital or community settings, 
including hospices, consultation service, etc. PC-CF are presumed to 
have better AD knowledge, advocate for AD completion, and theo-
retically act as role models for AD behaviors. AD behaviors in this 
population should therefore differ from the general population. 

One study in Germany ex-
amined the knowledge, inten-
tions and behaviors towards AD 
of cancer/healthy patients and physicians and nursing staff and 
found that physicians and nursing staff had more knowledge, that 
the groups did not vary in their attitudes, and that the AD comple-
tion rate was low in all groups (10-20%) [23]. A US study focused 
on nurses' knowledge, attitudes and experience with AD and found 
that nurses' knowledge of AD was low and attitudes were positive 
[24]. In both of these studies the personal behaviors of clinicians 
and faculty staff were not examined. 

The aim of this study was to compare the AD knowledge, at-
titudes, and behaviors of health care clinicians and faculty staff 
with and without professional PC experience. Our hypotheses 
were that there would be a difference between PC-CF and non-
PC-CF in AD knowledge and attitudes and yet there would be 
no difference between PC-CF and non-PC-CF AD behaviors.

METHODS

STUDY DESIGN

To assess AD knowledge, attitudes, and behaviors, we developed 
a web-based, self-report questionnaire based on extensive liter-
ature review. The questionnaire comprised 74 items examining 
knowledge [graded from 1 to 100], attitudes [Cronbach's alpha= 

.716], and behaviors including AD completion, EOL discus-
sions, and AD behavior intentions. The questionnaire was then 
translated to Hebrew by the researchers and received both con-
tent expert validity and translation validity. Demographic data 

obtained included age, gender, 
country of birth, religion, reli-
giosity, relationship status and 
family status. In order to assess 
PC experience, the participants 
answered questions regarding 

professional and AD background. MDs and nurses had tailored 
questionnaires assessing place of education, profession, special-
ty, primary work setting, years of experience, and professional 
experience with PC and AD as educators of healthcare profes-
sion students or clinicians working with patients. 

Primary outcomes included differences between PC-CF and 
non-PC-CF groups in AD knowledge, attitudes, and behaviors. 
Additional outcomes included predicting AD behaviors with 
demographic and study variables. The research was conducted 
between April and June 2022.

PARTICIPANTS
A convenience sample was generated employing two methods: 
approach by email to physicians and nurses in a teaching tertia-
ry academic medical institution in the center of the country, and 
snowball sampling via social media groups of health profession-

als. Physicians and nurses li-
censed to practice in Israel were 
included. Physicians on fellow-

ship programs and lacking an Israeli license were excluded. Sam-
ple size estimation was based on the expected difference between 
the study groups assuming small effect sizes. 

DATA COLLECTION
The online questionnaire was generated using Qualtrics soft-
ware and circulated using an anonymous web link. Participants 
were able to complete the questionnaire in English or Hebrew. 

DATA ANALYSIS
Effect size assessment was determined using G-power software 
version 3.1.9.7, showing power of 90% for the study hypothe-
sis with 78 participants in PC-CF group and 51 in non-PC-CF 
group, assuming a small effect size. Statistical significance was 
defined as a P-value less than 0.05. Descriptive statistics were 
used for describing the sample and for the primary analysis of 
the questionnaire using frequencies and percentages, means, 
and standard deviations. Mann Whitney U analyses were used 
for PC-CF and non-PC-CF comparisons on knowledge and at-
titudes. Behavioral differences between groups were measured 
using Chi-Squared tests. Behaviors were grouped as follows: 
AD document completion (Item 1-4), EOL discussions (Item 
8-10), and AD intentions (Item 11-13) (Tables 3 and 4). 

RESEARCHERS HAVE STUDIED PATIENTS’ ADVANCED 
DIRECTIVES (AD) KNOWLEDGE AND ATTITUDES, 

HOWEVER THERE IS A DEARTH OF LITERATURE EXAMINING 
PALLIATIVE CARE CLINICIANS' AND FACULTIES' (PC-CF) 

AD KNOWLEDGE, ATTITUDES AND BEHAVIOR.

PC-CF HAVE MORE KNOWLEDGE OF AD AND MORE POSITIVE 
AD ATTITUDES THAN OTHER PHYSICIANS AND NURSES
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An additional analysis using multiple logistic regressions 
was performed in an attempt to predict AD behavior in terms of 
demographic and study variables. 

ETHICAL CONSIDERATIONS
Approval was obtained by the Institutional Ethics Committee 
Board of the Faculty of Medicine at the Hebrew University in 
Jerusalem, Israel (No: IEC 06072021).

RESULTS

PARTICIPANTS

A total of 193 participants opened the online link to the question-
naire with 129 participants [66.8%] completing and submitting 
their responses between April 14th and June 4th 2022. Participants 
were predominantly female [86.0%], nurses [72.9%], born in Is-
rael [77.1%], obtained their professional license in Israel [91.7%], 

PC-CF [60.5%], and the mean age was 47.6 [+/- 1.94] (Table 1). 
No statistically significant differences were found between PC-CF 
and non-PC-CF in age, sex, country of birth, and religiosity. 

KNOWLEDGE AND ATTITUDES 
PC-CF had significantly greater AD knowledge [76.3/100 vs 
69.0/100, P<0.001] and significantly more positive AD atti-
tudes compared to non-PC-CF [P=0.023] (Table 2). In addition, 
Spearman correlation analysis showed that better knowledge 
was associated with more positive attitudes [rs=.18, P=0.043]. 

Table 1. Characteristics of Participants

Variable PC-CF
% (n)

Non-PC-CF
% (n)

Total
% (n)

Group 60.5 (78) 39.5 (51) 100.0 (129)

Gender

Female 64.3 (63) 35.7 (35) 86.0 (98)

Male 56.2 (9) 43.8 (7) 14.0 (16)

Profession

Nurse 60.6 (57) 39.4 (37) 72.9 (94)

Physician 60.0 (21) 40.0 (14) 27.1 (35)

Country of birth

Israel 61.9 (52) 38.1 (32) 77.1 (84)

Other 64.0 (16) 36.0 (9) 22.9 (25)

Country of professional license

Israel 64.6 (64) 35.4 (35) 91.7 (99)

Other 66.7 (6) 33.3 (3) 8.3 (9)

Religiosity

Secular 67.3 (35) 32.7 (17) 45.6 (52)

Traditional 47.1 (8) 52.9 (9) 14.9 (17)

Religious 60.0 (27) 40.0 (18) 39.5 (45)

Participated in PC course

Yes 92.1 (58) 7.9 (5) 57.8 (63)

No 19.6 (9) 80.4 (37) 42.2 (46)

Main workplace

Hospital 55.6 (40) 44.4 (32) 64.3 (72)

Community 78.6 (22) 21.4 (6) 25.0 (28)

Other 58.3 (7) 41.7 (5) 10.7 (12)

PC-CF- palliative care clinicians and faculty

Table 2. Knowledge and Attitudes Between Groups (N=129)

Variable
PC-CF
n=78

Non-PC-CF
n=51 Standardized 

Mann 
Whitney UM SD M SD

Knowledge 76.83 12.83 69.02 12.63 3.61***

Attitudes 3.90  0.50  3.65  0.67 2.27*

*P<.05, ***P<.001 
PC-CF- palliative care clinicians and faculty, EOL- end-of-life, M- mean, 
SD- standard deviation

BEHAVIORS 

PC-CF had significantly more AD behaviors than non-PC-CF 
for most items (Table 3). There was no difference between PC-
CF and non-PC-CF with regard to completion of the official 
MOH AD with both groups having a low rate of completion of 
MOH AD [14.5% vs 6.4%, P=0.170] (Table 3). Nevertheless, 
PC-CF had more EOL discussions [80.3% vs 40.4%, P<0.001], 
more AD intentions [85.5% vs 63.4%, P=0.012], and more com-
pletion of AD documents, approaching significance [27.6% vs 
12.8%, P=0.053] compared to non-PC-CF (Table 4). 

ADDITIONAL FINDINGS
Multiple logistical regression models were conducted in an 
attempt to predict PC-CF vs non-PC-CF behaviors (AD docu-
ments, EOL discussion and AD intentions) in relation to demo-
graphic predictors such as age, gender, country of birth, religios-
ity, country of original professional licensure, with knowledge 
and attitudes as independent variables. None of the demographic 
predictors and independent variables had statistically significant 
relationships with "AD document completion" (Supplementary 
Table 1). Participants who obtained their original professional 
license abroad had significantly more EOL discussions com-
pared to participants who obtained their professional license in 
Israel [77.8% vs 62.6%, P=0.012]. In addition, secular partic-
ipants, PC-CF and participants with positive attitude towards 
AD had significantly more discussions about EOL care wishes 
[P=0.014, P<0.001, P=0.015 respectively] (Supplementary Ta-
ble 2). Positive attitudes predicted more AD intentions [mean of 
3.8 +/- 0.58, P<0.001] (Supplementary Table 3). 
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DISCUSSION

This study is the first investigation of health care professionals 
and faculty in Israel regarding AD knowledge, attitudes and be-
haviors, and to the author's knowledge, the first study worldwide 
to focus on the PC-CF AD be-
haviors as well as comparing 
them to non-PC-CF. We hy-
pothesized that PC-CF would have greater AD knowledge and 
more positive attitudes, which may not result in a difference in 
AD behaviors. 

This study found statistically significant differences in 
knowledge and attitudes between PC-CF and non-PC-CF 
groups, with the former having better knowledge and more 
positive AD attitudes, supporting the first hypothesis. The 

average score of PC-CF was strikingly lower than expected 
for health professionals working in this field, with a score of 
75/100. This suggests that even PC-CF lack sufficient AD 
knowledge, and may need better training. Indeed, many PC-
CF in our study were not PC licensed. The positive association 
between PC experience and knowledge and attitudes towards 
AD corresponds to previous studies of critical care and oncol-
ogy nurses which found a positive correlation between experi-
ence and knowledge of AD [24, 25]. 

Overall, both PC-CF and non-PC-CF groups were found 
to have very low rates of AD completion [27.6% and 12.8% 
respectively] and even lower rates of MOH AD completion 
[14.5% vs 6.4%]. Although significant differences between the 
groups was found for overall AD behaviors categories, the com-
pletion rates of both groups were much lower than one would 
expect, and no difference was found for MOH AD, the single 
legally binding AD document in the country. The literature has 
shown barriers to AD completion despite knowledge of AD and 

PC experience. These include: 
feeling “too healthy”, being 
“too busy”, procrastination, 

reluctance of health professionals to initiate EOL discussions, 
and potential fear of AD abuse [23, 26–28]. Further research is 
required to better understand the barriers to AD completion of 
those who have experience and knowledge of PC and AD. 

The low completion rate of MOH AD noted above as well 
as finding no statistical difference between the groups regarding 
MOH AD completion, suggests that there are barriers specifically 

PC-CF EXHIBIT MORE AD BEHAVIORS, ALTHOUGH BOTH 
GROUPS HAD LOW RATES OF AD COMPLETION.

Table 3. Clinicians and Faculty AD Behaviors

Behavior PC-CF
Yes % (n)

Non- PC-CF
Yes % (n) Chi-Squared value

1. Ministry of Health AD 14.5 (11) 6.4 (3) 1.88

2. Private AD 17.1 (13) 2.1 (1) *6.46

3. Completed an HMO document 7.9 (6) 0 *3.90

4. Other formal document that can be used as an AD 15.8 (12) 4.3 (2) *3.83

5. AD/HCP registered at the MOH 14.3 (3) 50 (3) 3.44

6. AD updated or reviewed in the past 5 years 42.9 (4) 66.7 (4) 1.06

7. Told a loved one that completed an AD 81 (17) 83.3 (5) 0.018

8. Have a HCP 23.7 (18) 10.6 (5) 3.25

9. Discussion about EOL care wishes with family or loved ones 78.9 (60) 40.4 (19) ***18.75

10. Discussion about EOL care wishes with physician 11.8 (9) 0 *5.88

11. Intend to fill out an AD 85.5 (47) 63.4 (26) *6.26

12. Intend to register AD with the MOH 80.9 (38) 76.9 (20) 0.16

13. Intend to tell a loved one about completing an AD 97.9 (46) 100 (26) 0.56

*P<0.05, ***P<0.001
PC-CF - palliative care clinicians and faculty, AD - advanced directives, HCP - health care proxy, HMO - health maintenance organization, 
MOH - Ministry of Health, EOL - end-of-life

Table 4. Clinicians and Faculty AD Behaviors Categories

Behavior PC-CF
Yes % (n)

Non- PC-CF
Yes % (n)

Chi-Squared 
value

1. AD documents 27.6 (21) 12.8 (6) 3.75

2. EOL discussion 80.3 (61) 40.4 (19) ***20.27

3. AD intentions 85.5 (47) 63.4 (26) *6.26

*P<0.05, ***P<0.001 
PC-CF - palliative care clinicians and faculty, AD - advanced directives, 
HCP - health care proxy, HMO - health maintenance organization, 
MOH - Ministry of Health, EOL- end-of-life
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affecting the completion of MOH AD. It is possible that MOH 
AD are too complex with too much "legalese" for most people 
to fully understand and complete, in comparison with private AD 
or HMO documents which simplify and shorten the AD. In the 
present study in which health profes-
sionals were sampled, the proportion 
of participants who reported having 
completed the MOH AD, although 
low, is higher than the proportion who completed MOH AD in the 
general population [21]. This may be attributed to the study popu-
lation being better informed of AD and their benefits than the aver-
age patient, and having higher education, which has been found to 
be positively associated with more AD completion [7, 28]. 

Though AD completion rates were low for both groups, we 
did find that PC-CF had more AD behaviors than non-PC-CF. 
When grouped into behavior categories, PC-CF had more AD 
behaviors in all three categories of completion, discussions, 
and intentions, than non-PC-CF. Although some have studied 
PC clinicians' behaviors in terms of patient care as their health 
care providers, we have not found literature on the AD behav-
iors of PC providers. There is evidence of a positive correlation 
between patients experiencing severe illness (such as major sur-
gery or life threatening cancer diagnosis), and more AD behav-
iors [7, 28]. In addition, exposure to PC of friends and family 
was found to positively correlate with more AD intentions [29].

Additionally, we found that secular participants have more 
EOL discussions, but do not have more AD behaviors or inten-
tions. This correlates with literature that found that religiosity is 
negatively associated with ACP [30], perhaps because of a reli-
gious taboo surrounding topics related to death. Alano et al. al-
so found no association between religiosity and AD completion 
[28]. In contrast, there is evidence that religiosity is negatively 
associated with AD [30]. Past literature has discussed the role of 
religion in AD behaviors. This study's additional finding high-
lights the need for further research on the role of religiosity and 
AD behaviors. 

To conclude, despite greater AD knowledge and attitudes 
among PC-CF, AD behaviors remain low and MOH AD com-
pletion rates were no different than those among non-PC-CF. 
The results of this study offer evidence of how crucial it is to 
address barriers not only for patients but also for professionals 
in order to raise the completion rates. The results of this study 
could serve as the basis for the development of evidence-based 
recommendations to further encourage ACP and AD behavior 
in all populations. This study has personal and professional im-
plications for PC-CF and non-PC-CF, and may ultimately affect 
the quality of patient care.

STUDY LIMITATIONS 
Though a pioneering study with important implications, the 
convenience and snowball sampling methods may have lent 
themselves to self-selection bias (due to greater/lesser moti-

vation to participate in this study, in those who have previous 
experience in PC and AD), which may have affected our find-
ings. The majority of the participants were female nurses, which 
while reflecting the national nurse population, which is pre-

dominantly female [31], may limit 
generalizability. Physician and nurse 
subgroups were not compared be-
cause this was not part of the study 

questions and therefore the study was not powered for statistical 
analysis of these subgroups. Since these two subgroups differ 
in many aspects of work, this may affect the generalizability of 
the findings and we suggest this comparison in future research. 
Since there is limited formal training in PC in Israel, many cli-
nicians and faculty who define themselves as PC-CF may have 
received minimal formal training, which may have affected 
participants' understanding of terminology as well as their re-
sponses. In addition, studies originating from different countries 
define ACPs and construct AD dissimilarly, limiting the ability 
to compare our conclusions to other settings. Finally, this study 
was cross-sectional and therefore was only able to determine 
associative relationships and not causative ones.
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