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ABSTRACT

Despite the compelling reasons for advance directives and their endorsement by the public
and medical professions, little is known about their actual use and impact on site of death.
This study was conducted to examine the role of advance directives and other “drivers” of
hospitalization of the long-term care end-of-life patient. The medical records of 100 deceased
consecutive nursing home residents, stratified by site of death (skilled nursing facility or
acute care hospital), were reviewed by a team of geriatric researchers to obtain patient infor-
mation in the following domains: sociodemographic, advance directives, transfer and death
information, patient diagnoses at admission, discharge, and other time intervals; medication
usage and signs and symptoms precipating death. Severity of illness was assessed using the
Cumulative Illness Rating Scale-G (CIRS-G). In testing for differences between patients by
site of death, sociodemographic variables (gender, age, race, payer at discharge, cognitive ca-
pacity) did not significantly differ between the two groups of patients. Strong similarities be-
tween the groups were also found in terms of severity of illness and medication usage. Sig-
nificantly higher proportions of patients dying in the nursing home had specific advance
directives (do not resuscitate, do not intubate, do not artificially feed, do not hydrate, and do
not hospitalize), as opposed to those dying in the hospital. The findings of this study dem-
onstrate the impact of the explicit advance directive on the decision to transfer the patient to
the acute care setting at the end of life.
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INTRODUCTION

ONE OF THE MOST CRITICAL decision points in
the care of a long-term care resident is the

decision whether to hospitalize the patient in the
last months of life.1 Unfortunately, few older pa-
tients formalize their treatment wishes through
the use of an advance directive,2 despite the fact
that previous research consistently documents
patient support for the use of advance direc-

tives.3–5 As a result, patients are often transferred
in the last few days before death, increasing pa-
tient and family distress.6,7

There are no clear delineations as to the roles
and responsibilities of the patient, family mem-
ber and health care team regarding the decision
process of whether to transfer a long-term care
patient to an acute care setting at the end of life.8,9

Although family members are key end-of-life 
decision makers, they are often confused by the
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complexity and the urgency of care options, such
as hospital transfers.8 While a physician’s order
is required to initiate a hospital transfer, the de-
cision to transfer is also highly dependent on the
judgment of the nurse. This is particularly true in
an emergency situation in which communication
with the physician may be accomplished by
phone. The substance and amount of clinical and
nonclinical information is dependent upon the as-
sessment and judgement of the nurse.8 The deci-
sion to hospitalize is thereby potentially influ-
enced by a number of factors. Family members,
the attitudes and judgments of physician and
nurse, in addition to the patient’s expressed
wishes (including documented advance direc-
tives) all contribute to a complex decision-mak-
ing process.

Previous research suggests that reasons for the
transfer of end-of-life patients should be carefully
examined. Fried and Mor6 demonstrated that
long-term care patients with multiple comorbidi-
ties who require intense nursing care are the most
likely patient cohort to be transferred to the hos-
pital prior to death, although this transfer is least
likely to be of benefit to the patient and to the
grieving family.

Despite the compelling reasons for advance di-
rectives and the endorsement of the public and
medical profession of their use,3 there is little
known about their actual use.10 The objective of
this study is to clarify the role of advance direc-
tives in the hospitalization of skilled nursing fa-
cility end-of-life patients.

The body of literature relevant to end-of-life
planning, especially as related to elderly individ-
uals, often documents inconsistency between
support for the use of advance directives (AD)
and their observed ineffectiveness in achieving
patient-directed care. While references to ADs ap-
pear in medical and legal literature prior to the
enactment of the Patient Self-Determination Act
(PSDA) in 1990, that legislation has stimulated
much of the more recent discussion. The mandate
of the PSDA, requiring that health care institu-
tions inform patients of their right to prepare ad-
vance directives and further requiring documen-
tation of such directives in the medical record,
has generated research interest about the in-
creased completion and effectiveness of advance
directives.11–14 Previous research relevant to this
study relate to three major areas: (1) efforts to in-
crease the completion of advance directives
among the elderly, (2) effectiveness in promoting

patient self determination, and (3) outcomes of
ADs on the utilization of healthcare resources at
the end of life.

Efforts to increase the completion of advance
directives among the elderly

Studies in this category concern efforts to in-
crease completion of advance directives and to
understand impediments to increased use.2,15–20

The underlying assumption is that ADs are valu-
able in directing end-of-life care. High15 observes
that few elderly persons complete ADs because
they do not perceive an urgent need based on
their current circumstances and because they
have confidence that they will be able to rely on
others for decision making. A group of studies
focuses on communication between patient and
physician as the critical element in rate of com-
pletion and note the reluctance of many physi-
cians to initiate the conversation.2,16–19 Roter et
al.19 points out that physicians expert in end-of-
life care are more likely to spend a few more min-
utes (14.7 vs. 8.1) than community physicians in
the AD discussion, giving less information about
treatment and biomedical issues, concentrating
more on psychosocial and lifestyle issues. Hines
et al.21 conclude that both surrogates and patients
tend to “ . . . overestimate the surrogates’ knowl-
edge of the patients’ wishes.” They recommend
that physicians and other health care profession-
als become more active in assisting surrogates in
fulfilling their role in end-of-life planning and
that these conversations be conducted over time
in stages.21

Effectiveness in promoting patient 
self-determination

Despite the emphasis on increasing comple-
tion, several studies caution against optimism
over the effectiveness of ADs. They cite evidence
that the presence of ADs does not consistently re-
sult in the specified treatment preferences.13,22

Brett13 notes that ADs alone often cannot antici-
pate treatment complexities and, therefore, may
be overridden by health care professionals or
family members where instructional ADs may
limit interventions felt to be of benefit or where
they request treatment felt to be of no further ben-
efit. Communication between health care
providers and surrogates regarding end-of-life
decisions in the presence of ADs is the focus of a
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substantial body of research. Of note are studies
concluding that directives alone, such as living
wills, have little effect on care in the absence of
consultation and interpretation of the patient’s
wishes.2,23–27 Teno et al. observe that advance di-
rectives found within the medical charts of hos-
pitalized terminally ill SUPPORT patients gener-
ally did not guide medical decision-making
beyond naming a proxy or documenting general
preferences.25 While a standard living will may
indicate a patient’s preference to die rather than
live a “precarious existence,” they do not explic-
itly define when that point has been reached. Fur-
thermore, Teno et al.24 indicate that communica-
tion between provider and patient requires some
level of specificity.

Thus, standard living wills do not effec-
tively direct care decisions for seriously ill
adults. This may not have been true 30 years
ago when resuscitation and ventilators were
used more indiscriminately, even for pa-
tients whose chance for survival were van-
ishingly small. In that environment, even a
standard living will may have had an effect.
. . . Our study does attest to the absence 
of communication between healthcare
providers and patients and that directives
did not provide specific instructions that
would obviate such communications.25

Ditto et al.,26 in a study of elderly outpatients
randomly assigned to one of five experimental
conditions, conclude that even when specificity,
exists, patient self-determination is inconsistent.

The novel contribution of our study is its
unequivocal demonstration of the ineffec-
tiveness of both instructional ADs and pa-
tient-surrogate discussion to improve the
accuracy of surrogate substituted judgment.
. . . The ineffectiveness of an AD document
alone to improve surrogate decisions might
have been expected based on past writings
skeptical of the usefulness of written direc-
tives in the absence of a broader process of
advance care planning. More surprising was
the finding that supplementing a written di-
rective with guided patient-surrogate dis-
cussion was equally ineffective.26

Degenholtz and Rhee,28 on the other hand,
point out that most of the studies confirming in-

consistency with advance directives and actual
treatment, including the SUPPORT study, have
been conducted in acute care settings, which may
not be generalizable to the nursing home end-of-
life population.29

Sonnenblick et al.20 add the dimension of cul-
tural variance and familial ties. They note that
cultural emphasis on the value of life may hinder
efforts to promote ADs. They also observe that
lack of objectivity among offspring may interfere
with decisions that reflect their parents’ prefer-
ences.20

Barnard,30 however, takes issue with the ap-
proach that advance care planning can be con-
sidered effective only when the surrogate makes
a judgment—getting it right—that replicates
what the patient would have decided.

The purpose of having conversations with
patients is not to enable us to make the same
decision about a treatment that the patient
would have made—that is a fiction—but to
give patients and families the opportunity
to say things that matter to them in the face
of critical illness or impending death. This
is a patient-centered standard, rather than
the survivor-centered standard that prevails
at present.30

Outcomes on the utilization of health care
resources at the end of life

A group of studies have examined the rela-
tionship between resource utilization at end of life
and advance directives.31–34 Teno et al.32 note that
the increase in documented ADs subsequent to
the PSDA and the SUPPORT intervention did not
result in lower resource utilization, which may be
the result of the general ineffectiveness of ADs 
in directing treatment options. Emanuel and
Emanuel31 present data that project little health
care cost savings resultant from changes in end-
of-life practices. While suggesting that further
study of the impact of ADs on resource utilization
is needed, they conclude that wider use of ADs is
not likely to produce significant cost savings.31

Weeks et al.,33 however, found that tertiary
hospital patients without ADs have higher ter-
minal care costs than those with ADs. Their study
suggests that the patient’s preference for limiting
care does have an effect on lowering costs at the
end of life. Molloy et al.34 came to a similar con-
clusion in a randomized controlled study of nurs-
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ing home residents. They note that the inter-
vention provided much more comprehensive ad-
vance directive choices than the standard and at-
tribute lower rates of hospital transfers to staff
observing do not hospitalize instructions.34 In her
editorial, however, Teno35 cautions that the lower
rate of hospitalization can be justified only if “ . . .
that result reflects the informed preferences of a
competent nursing home patient or an appropri-
ate surrogate decision maker and if the decision
not to hospitalize did not reduce the quality of
end-of-life care.

METHODS

The study was conducted at the Parker Jewish
Institute for Health Care and Rehabilitation (PJI),
a 527-bed, non-profit skilled nursing facility lo-
cated in New Hyde Park, New York.

The medical records of 100 deceased nursing
home residents were reviewed extensively by a
team of geriatric researchers to obtain patient in-
formation in the following domains: sociodemo-
graphic, advance directives, transfer and death
information, patient conditions or diagnoses at
admission, discharge, and other time intervals;
medication usage and signs and symptoms preci-
pating death. The medical records were stratified
consecutively by site of death: the skilled nursing
facility or the acute care hospital setting. To de-
termine the severity of illness for each patient, the
team of researchers, including a geriatrician, used
the Cumulative Illness Rating Scale-G.36

Researchers reviewed patient charts to deter-
mine whether the patient had specific advance di-
rectives. For the purposes of this study, advance
directives were defined as clear patient wishes re-
garding end-of-life care within the patient chart.
The origins of these directives included any of the
following: (1) an order signed by the physician 
of record; (2) information regarding end-of-life
wishes contained within a living will; (3) infor-
mation regarding end-of-life wishes contained
within a health care proxy designation form, and
(4) information regarding end-of-life wishes con-
tained within social work advance directive proc-
essing forms. The directives specifically assessed
included wishes regarding: resuscitation, intuba-
tion, artificial nutrition, hydration and hospital-
ization. Statistical calculations were made with
SPSS software (SPSS, Inc., Chicago, IL). The
records of 7 (inpatient) hospice patients were

eliminated from the analysis. The reasoning for
their elimination was relatively straightforward:
it was anticipated that these patients, simply by
virtue of their classification as hospice patients,
would likely confound the relationship between
AD and site of death of traditional nursing home
patients, because acute care utilization patterns of
hospice care patients are generally less aggres-
sive.

Comparisons between categorical variables
were made with the Pearson x2 test and Fisher’s
exact test for expected frequencies of less than 5.
For interval data, the Student’s unpaired t test
was utilized.

RESULTS

Data from 93 charts yielded 43 (46%) nursing
home and 50 (54%) hospital deaths. Females com-
prised the majority of patients (72.1%) who died in
the nursing home; males accounted for 27.9% of
nursing home deaths. This pattern was similar for
hospital deaths: the majority of hospital deaths
were female (60.0%), while males accounted for
40% of hospital deaths. Catholicism and Judaism
were the two categories most commonly reported
for religion, accounting for 38% and 33% of the
sample, respectively. The mean age at admission
for the nursing home was 84.6 years and for the
hospital was 82.0 years. There were no significant
differences for age by site of death (t5 1.22, df 5
88, p5 0.225). It was also found that the majority
of patients evaluated in this study were white
(81.7%), while blacks (14.0%) and Asian/Pacific Is-
landers (4.3%) were represented in lower propor-
tions. The do-not-resuscitate (DNR) order was the
only AD found in the majority (70%) of the charts.
All other types of directives were each found in
smaller numbers of patient charts: 24.7% of pa-
tients requested no intubation (DNI); 17.2% of pa-
tients requested do not artificially feed; 9.7% of
patients requested no hydration; and 12.9% of pa-
tients requested no hospital transfer. Interestingly,
exactly 40% of patients, regardless of site of death,
had health care proxies on file in the chart (x2 5
3.9, p . 0.05).

In testing for differences between the groups, it
was found that for the vast majority of variables
analyzed, the groups were markedly similar. Table
1 presents similarities and differences of key vari-
ables between the site of death groups. Gender did
not differ significantly by site of death (x2 5 1.50,

PEKMEZARIS ET AL.12



df 5 1, p 5 0.221). Race did not differ between the
groups, (x2 5 4.32, df 5 2, p 5 0.133), nor did prin-
cipal payer at the time of discharge (x2 5 1.71, df 5
2, p 5 0.425). Cognitive capacity also did not sig-
nificantly differ between the two groups of pa-
tients (x2 5 3.05, df 5 1, p 5 0.081).

Striking similarities between the groups were
also found in terms of severity of illness. Figure
1 presents Cumulative Illness Rating Scores
(CIRS-G), by group (t 5 1.23, df 5 91, p 5 0.223).
In addition, the number of conditions were vir-
tually the same (t 5 0.119, df 5 91, p 5 0.905). As
expected, then, the ratio of severity of conditions
to number of conditions was also not significantly
different by group (t 5 1.33, df 5 91, p 5 0.185).
Table 2 shows that the total mean number of med-
ications prescribed during the 2-year period be-
fore death also did not differ (t 5 1.157, df 5 91,
p 5 0.250) between the groups.

Supporting further the similarity for severity of
illness, the average patient length of stay in the
nursing facility was 52.6 months for the nursing
home group and 50.6 months in the hospital
group. There were no significant differences in
the length of stay (t 5 0.113, df 5 91, p 5 0.910).

There were, however, some key differences be-
tween the groups. Patients who died in the hos-
pital had a higher mean number of previous hos-
pitalizations during their nursing facility stay
(t 5 2.41, df 5 91, p 5 0.018).

With respect to ADs, the existence of five spe-
cific directives in patient charts was found to sig-
nificantly differ between the groups. Significantly
higher proportions of patients dying in the nurs-
ing home had a DNR order, compared to those
dying in the hospital (x2 5 20.34, df 5 1, p 5
0.000). Similarly, significantly higher proportions
of patients dying in the nursing home had a DNI
directive existing in the chart, as opposed to those
dying in the hospital (x2 5 6.69, df 5 1, p 5 0.010).
In terms of nutrition and hydration directives,
significantly higher proportions of patients dying
in the nursing home had do-not-artificially-feed
and do-not-hydrate directives, as compared to
those dying in the hospital (x2 5 6.43, df 5 1, p 5
0.011; x2 5 3.99, df 5 1, p 5 0.050, respectively).
Finally, do-not-hospitalize directives were found
in significantly higher proportions of nursing
home deaths than hospital deaths (x2 5 16.02,
df 5 1, p 5 0.000). Almost one third (28%) of the
patients who died in the nursing home had a do-
not-hospitalize directive. Not one of the patients
with a do-not-hospitalize directive in their chart
was found to have died in the hospital.

The frequency of transfer orders differed
somewhat by day of the week, varying from a
low of 4 on Wednesdays to a high of 15 trans-
fers on Tuesdays. The time of the transfer order
was also considered and seemed to differ some-
what: 24% of transfers occurred in the day (AM)
versus 30% in night (PM). When we looked at
physician transfer patterns to see whether indi-
vidual physicians or physician type (attending,
covering, fellow) accounted for any of these dif-
ferences, small cell sizes rendered the data in-
conclusive. 

DISCUSSION

This study demonstrates that the existence of
specific ADs in the chart impacts on the decision
to transfer the patient at end of life. When com-
paring the percentages of charted DNR orders of
this retrospective chart review (70%) to those con-
ducted previously37,38 the findings are strikingly
similar (74% and 73%, respectively).

The 1998 study by Teno et al.24 intended to pro-
duce explanations for how ADs either facilitated
or failed to facilitate decision making and re-
sulted in the identification of three main themes
of AD failure: (1) patients were not seen as hope-
lessly ill; (2) unavailability or ineffective surro-
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gate advocacy for the patient; and (3) the contents
or intent of the AD were vague. It is this last fac-
tor that the present study addresses.

The present study found a strong association
between do-not-hospitalize directives and lower

rates of hospitalization, contradicting those of an
earlier study which found a lack of association
between do-not-hospitalize orders of long term
care residents and lower rates of hospitalization.6

The data used in the Fried and Mor study, how-
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TABLE 1. SIMILARITIES AND DIFFERENCES BETWEEN SITE OF DEATH GROUPS

Resident characteristics of site of No
death groups significant Significant
(nursing home or hospital) differences differences

Average number of medications 3
Health care proxy 3
Gender 3
Race 3
Principal payer 3
Cognitive capacity 3
Number of conditions 3
Severity of conditions 3
CIRS ratio 3
Length of stay 3
Average number of hospital admissions 3
DNR directive 3
DNI directive 3
Nutrition directive 3
Hydration directive 3
Artificial feed directive 3
Hospitalization directive 3

CIRS, Cumulative Illness Rating Scale; DNR, do not resuscitate; DNI, do not intubate.

TABLE 2. MEDICATION SUMMARY

Place of death

Nursing home Hospital

Percentage Percentage
Class of medications Number (%) Number (%)

Cardiovascular agents 84 12.3 128 15.7
Analgesics/antipyretics 72 10.5 70 8.6
Metabolic agents 28 4.1 46 5.6
Antimicrobials 53 7.7 34 4.2
Blood modifiers 21 3.1 28 3.4
Hormonal agents 10 1.5 11 1.3
CNS agents 40 5.8 53 6.5
Gastrointestinal agents 93 13.6 104 12.7
Opthalmic agents 16 2.3 24 2.9
Antineoplastics 7 1.0 8 1
Respiratory agents 22 3.2 45 5.5
Genitourinary 2 0.3 7 0.9
Dermatologic agents 47 6.9 49 6
Immune system agents 0 0 2 0.2
Nutritionals 120 17.5 143 17.5
Otic agents 0 0 2 0.2
Autonomic agents 6 0.9 7 0.9
Other therapeutic adjuncts 56 8.2 48 5.9
All others 8 1.2 7 0.9
Total 685 100 816 100

CNS, central nervous system.



ever, were extracted from assessment data of
long-term care residents and excluded those res-
idents who died or were transferred to another
facility. The present study looks exclusively at
nursing home residents at the end of life and their
ADs. It may be that the differences between the
two studies is accounted for by the fact that the
present study looked at patients at end of life, and
considered all directives and official physician or-
ders, whereas the Fried and Mor study looked
only at official physician orders. Perhaps consid-
ering physician orders alone without other indi-
cations of patient directives found in the chart 
regarding hospitalization may not adequately
capture all available information regarding the
patient’s wishes.

Although the findings of this study demon-
strate the impact of the AD on the complex deci-
sion-making process regarding whether to trans-
fer the nursing home patient to the acute care
setting at end of life, the extent to which the ex-
istence of these directives impacts upon the judg-
ment of the physician, nurse and family member
cannot be determined from this analysis; nor can
the clinical appropriateness of the decision to
transfer be ascertained.

While it is noteworthy that 40% of both site of
death groups had health care proxies, we cannot
conclude that the proxy has no effect on the de-
cision to transfer the patient. The patients (n 5 5)
with a specific do-not-hospitalize directive in fact
were not hospitalized. It appears that for these
patients, the health care proxy did not override
the patients’ wishes, however, the small number
of such cases cannot be used to make any defin-
itive judgement about the role of the proxy. This
area of inquiry is particularly important because
previous research has shown that elderly people
strongly rely on proxy decision-making in the
long-term care setting.5 More research on the role
of the proxy is needed.

Even though the findings of this study support
the importance of specificity in the process of de-
termining nursing home patient wishes through
the advance directives process, such specificity
may not be valid for the general population of
healthy adults. Brett13 presents a compelling ar-
gument against the use of directives regarding
specific procedures, because it may “divert at-
tention inappropriately away from treatment
goals, does not necessarily enhance self-determi-
nation, and may provide a false sense of security.
Brett13 instead advocates for wider use of health

care proxy directives with the general population.
For nursing home patients, however, previous re-
search has found that in fact there is considerable
discordance between the decisions actually made
by elderly long-term care residents and the deci-
sions the proxies thought they would make.9,39

A similar study of hospitalized elderly patients
found that more than half of the patients had not
discussed their feelings about health care deci-
sions with anyone.40 Many patients may appoint
a health care proxy, but do not discuss the details
of their wishes such that when the time comes for
critical decision-making, the health care proxy
may be of limited use.

Other studies have shown clearly that advance
directives influence place of death. The Physician
Orders for Life-Sustaining Treatment (POLST)
study shows that documenting patient wishes 
regarding life-sustaining treatment at nursing
home admission results in better family and care-
giver knowledge about patient wishes and high
rates of DNR order completion.44

Another randomized controlled trial conducted
in Ontario, Canada, confirms that competent
nursing home residents and families of incompe-
tent residents are willing to complete ADs.34 The
study also strongly suggests that systematic im-
plementation of a program to increase use of ADs
reduces health care utilization and associated
costs without affecting satisfaction or mortality.

Clearly, there is no substitute for collective, in-
formed decision-making and good clinical judge-
ment, which requires an understanding of the ex-
pected trajectory of death, and the wishes and
directives of the patient and family, not just by
the physicians in charge, but also by nursing staff
and families.

The fact that this study found that specificity
of ADs impacts on the decision to transfer the
nursing home patient at end of life underscores
the need for further research to fully explain their
importance in the decision-making process.
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