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Abstract:-

Background: Advance directive (AD) is an important part
in palliative care because it can increase patient’s quality
of life and helps with a dignified death but currently it is
still not well-known or widespread within the general
population.

Objective: To find if education about AD increases the
completion of living will in chronically ill patients.
Methods: A literature search was performed on 13 August
2021 with 263 articles found. After manual title screening
and duplicate removal, 5 articles were selected and
critically appraised with 2010 CEBM Oxford criteria.
Result: In Chung et al, education about AD increases the
completion of living will from 10.26% to 35.94%. In
Courtright et al 70-80% patients were interested in
making AD after education about AD with completion
rates of 13.1% and 12.2% for each group. In Halpern et al
completion rates were 50.66%0, 55.15%, and 55.35% for
each group; and meta-analysis in Houben et al results in a
favorable odds ratio (OR= 3,26; 95% CI= 2,00-5,32; P <
0,00001).

Conclusion: Education about AD increases patient’s
willingness to create and eventually complete AD/living
will and the concordance of written AD with medical
procedures that the patient receives.

Keywords:- Advance Directive, Education, Living Will
Completion.

I INTRODUCTION

Case Illustration:

A 42-year-old male was diagnosed with anaplastic
thyroid carcinoma 2 months ago. Patient underwent
thyroidectomy and supportive therapy, but recent PET-CT
result showed distant metastases in the bones and lungs.
Patient is a single father with 3 children and all of his children
are below 10 years of age. Patient is the third child of five
siblings, however both of patient’s parents have passed away
and all of his siblings live abroad. Patient is still in a relatively
good condition but is concerned about his worsening illness
making him unable to make decisions by himself in the future.
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Background:

Palliative care is an approach to increase the quality of
life and help with a dignified death in patients with cancer,
chronic illness, or other terminal condition that starts when a
patient is diagnosed, continues during treatment until the
patient dies and when the patient’s family is grieving.[1,2]
Palliative care is done comprehensively and involves not only
healthcare workers, but also other non-medical parties such as
the patient himself/herself, therapist, social worker and even
religious support.[1]

One important aspect in palliative care is Advance
Directive (AD). Advance directive is a written document with
clear direction of which medical assistance a person wishes to
get or refuse when that person becomes unable to make a
decision for himself/herself.[1,3] Advance Directive was first
developed after some civil cases involving life support
discontinuation such as the cases of Karen Ann Quinlan and
Nancy Cruzan[4,5] which sparked the importance of living
will to prevent cases like those where a person is unable to
make a decision by himself/herself.[4]

Advance Directive is done based mostly on the
autonomy principle but also considering other principles of
medical ethics such as beneficence, justice, and non-
maleficence.[6,7] The development of medical technology
creates the potential of unnecessary treatments that can
prolong the suffering of a patient, thus not fulfilling the
principles of palliative care.[6] Patients with a completed AD
can avoid this by clearly stating which medical assistance
he/she wishes to get or refuse to achieve a dignified death
without prolonging suffering.[5,6]

Even though AD is an important part in palliative care,
in practice the completion rate of AD remains low even in
palliative population, where the completion rates are barely
higher compared to healthy population.[3,5,8] Many factors
can hinder the completion of AD, such as the lack of
knowledge about AD, patient’s procrastination in making AD,
patient’s difficulty in discussing negative topics or death,
uncertainty whether AD will actually make a difference in end
of life care, waiting for medical professional to initiate AD
discussion, and patient’s preference for other parties such as
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family or physician to make decisions for him/her, with the
last factor happening in both eastern and western countries.[5]
Some of those factors are related to AD education, hence the
education of AD is expected to increase the completion rates
of AD.

1. METHODS

Clinical Question:

Does Advance Directive education increase the completion
rates of living will in patients with chronic diseases?

P: Patients with chronic illness

I: Advance directive education

C: No education

O: Living will completion

Type of clinical question: Intervention

Study design: Retrospective Cohort, Randomized Clinical
Trial (RCT)

Search Method and Databases

A literature search was performed on 13 August 2021
on the MEDLINE, PubMed, Cochrane, and ProQuest
databases. The following keywords were used: advance
directive; chronic illness; will completion; attitude; survivor;
qualitative. The keywords were combined with the word
AND or NOT. (Figure 1)

Article Selection

Articles had to meet the following criteria to be
included in the critical appraisal: (1) published within 10
years of the search date; (2) has cancer patients as research
subject; (3) has other severe chronic illness as research
subject. Articles containing research protocols or qualitative
studies were excluded from the critical appraisal. In total, 94
articles were found in PubMed, 78 in Medline, 91 in
ProQuest, but no articles were found in Cochrane. After a
manual title and abstract screening and duplicates removal, 4
articles selected. A manual search on Google Scholar was
then done to find meta-analysis articles with 1 article as a
result. In total, 5 articles were included in the critical
appraisal, with 1 cohort article, 2 randomized control trial
articles, and 2 systematic review articles. Articles were then
appraised with 2010 Centre for Evidence-Based Medicine
(CEBM) University of Oxford criteria.

1. RESULTS

Validity
The validity of each study can be seen on table 1, 2, and 3.

Importance

In Chung et al[9] 20 out of 195 (10.26%) patients had
an AD before being admitted to the emergency room before
the bill was passed and 78 out of 217 (35.94%) after the bill
was passed. Statistical analysis shows a significant difference
in the length of stay in ER (p=0.042), referral from ER
(p=0.020), and survival after discharge from ER (p=0.001).
(Figure 2)

In Courtright et al[10] 115 from 160 (71.9%) patients in
standard choice group and 133 from 156 (85.3%) in expanded
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choice group were interested in making AD. After follow-up
was done, 21 patients (13.1% of total, 18.3% of those
interested) in standard choice group and 19 patients (12.2% of
total, 14.3% of those interested) in expanded choice group.
Combined, 40 out of 316 (12.7% from total, 31.25% from
those interested. There is no significant difference in the AD
completion rate between the two groups (P= 0.40; 95% CI:
8.8-21.4%). (Figure 3)

In Halpern et al[11] 85 out of 168 (50.06%) patients in
comfort AD group, 91 out of 165 (55.15%) in standard AD
group, and 88 out of 159 (55.35%) in life-extending AD
group completed an AD. Patients in each group tend to
choose the same type of AD as the randomization group
(P=0.001). (Figure 4) In the modified intention-to-treat
(mITT) analysis there is no significant difference between
medical outcome between standard AD and comfort AD
(RR= 1.05; 95% CI, 0.90-1.23; P < .001) and also no
significant difference between standard AD and life-
extending AD (1.03; 95% CI, 0.88-1.20; P < .001), evaluated
by the amount of hospital free days.(Figure 5)

In Mackenzie et al[12] there is evidence that AD
education with the Respecting Choices protocol increases AD
completion and consistency perception between patient and
patient’s surrogate but no clear evidence for quality of life
improvement and concordance between AD and the actual
medical assistance a patient receives. There is no meta-
analysis done in this study.

In Houben et al[13] 3 outcomes were evaluated with
significant results: AD completion from 9 RCTs (OR= 3.26;
95% Cl= 2.00-5.32; P < 0.00001); (Figure 6) number of
discussion about end-of-life preferences from 11 RCTs (OR=
2.82; 95% Cl= 2.09-3.79; P < 0.00001); and the concordance
between patient’s AD and the actual medical assistance a
patient receives (OR= 4.66; 95% Cl= 1.20-18.08; P= 0.03).
(Figure 7) However, 55.4% of studies analyzed were
classified as low-quality RCTs due to the lack of blinding in
both patients and researchers or due to the low number of
samples.

Applicability
All studies appraised showed that AD education
increases the completion rates of AD.

V. DISCUSSION

The patient described has anaplastic thyroid carcinoma
and is worried that his condition will make him unable to
make a decision by his own in the future. According to the
available data, anaplastic thyroid carcinoma has a 1-year
survival rate of 25% and 2-year survival rate of 6.3% in cases
with distant metastases and overall 5-year survival rate of
4.7%.[14]

The prevalence of AD in adult population varies
between countries, with 14% in Australia[15], 0.5% in Hong
Kong[16], 1.8% in Belgium[15], 19.3% in Canada[17],
16.4% in nursing home population in Taiwan[18], 10% in
Chinese-American population in the United States[19], and
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36.7% in the general American population[8]. These data
show that social environment affects the perception and
prevalence of AD where the prevalence of AD is higher in the
western world compared to the east and Chinese-American
who have been living for more than 20 years in the United
States have more knowledge of AD compared to those who
has been living shorter due to the acculturation process with
the western culture where AD is more widely known and
made.[19]

Research about AD in Asia is still very limited with a
low number of both qualitative and quantitative studies, and
existing research are still limited to developed countries such
as Japan and South Korea, and almost non-existent in poorer
regions of Asia. A systematic review by Martina et al showed
that the knowledge of AD among healthcare workers in Asia
is still low and healthcare workers are still reluctant to start a
discussion about AD due to fear of consequence from
patient’s family and fear of legal consequences.[20] Martina
et al also showed that the initiation of AD in Asia is still
relatively late due to the majority of AD being made when the
patient is in critical condition even though the ideal time for
AD to be made is when a patient is first diagnosed.[20] In
Southeast Asia research about AD remains very limited with
most of research done in Singapore where healthcare workers
get training about AD and widespread awareness about AD
exists in the general population.[20-22] However, in other
Southeast Asian countries AD is still highly debated and
research is still limited to research about perception especially
in countries with highly religious population such as Malaysia
and The Philippines.[23,24] We cannot find articles about AD
from other Southeast Asian countries and for Indonesia we
can only find a literature review article.[3] We hope that AD
awareness will increase in the future, not only within
healthcare workers but also in the general population and if
possible made into a law in more countries.

The low prevalence of AD in the general population can
be attributed to the lack of knowledge about AD and its
benefits, where the majority of respondents either did not
know about AD or have never heard about AD[16], or have
heard a little about AD but have misconceptions about
AD[19,25]. Conversely, in respondents who have heard or
have a good knowledge of AD, 70-80% of them have a
positive opinion about AD and have expressed eagerness to
create an AD in the future[16,25]. Similar thing was observed
in the studies appraised in this article, where the majority of
patients who got education about AD wanted to make an
AD[10,11,13].

Even though the knowledge about AD increases the
number of individuals interested in making an AD, it is just
one of the things that can hinder the completion of AD.[5,14]
Other factors that can hinder the includes culture, education
level, certain beliefs, lack of interest to create AD, and
misconceptions about AD both in the general population and
healthcare workers[21,26-28], difference of opinion between
patient and patient’s surrogate, availability of palliative care,
and even lack of documentation of AD[5,29]. Many of factors
are related to the socioeconomic circumstances of a patient,
and the effect is greater in minority population[30] which is
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disproportionately poorer[31] and tends to have beliefs that
conflicts with the principle of AD[29,32-34]. In research by
Shen et al about AD which compares the completion of AD
between Latino and non-Latino population, education about
AD decreases the disparity between the two groups.[32] In
the articles appraised in this EBCR, there are statistical
analysis with adjustment for minority populations[10,11] and
in MacKenzie at al includes articles that focus on minority
populations[12]. However AD completion is still a challenge
even without those factors with the amount of patients not
completing AD even after multiple follow-up attempts both
by direct face-to-face contact and via phone call by the
research staff.[10]

Even after an AD is made there are still challenges in
the implementation of the completed AD, which is the last
obstacle that needs to overcome for a patient to achieve a
dignified death.[29] Some factors which can hinder the
implementation of a completed AD are the lack of palliative
care in the residence or healthcare facility where the patient
is, legal status of AD if patient’s surrogate does not agree
with the AD, and even miscommunication between healthcare
facilities or healthcare workers especially in patients who
need multidiscipline care.[30,35] In the systematic review by
Houben et al[13] there are evidence from 3 studies that the
making and completion of AD increases the concordance
between the written AD and the actual medical assistance a
patient gets but in MacKenzie et al the evidence is
heterogenous[12]. Other factors which can affect the
concordance of AD includes the changing attitude of a patient
during the course of therapy of the disease which can make
the already written AD not match with patient’s current or
future wishes[36,37] and this poses as an important thing for
medical workers to always keep communicating with the
patient in every encounter and to think of AD as a dynamic
thing.[13] This is important because one of the
misconceptions about AD is that AD cannot be change after it
is made.[38,39]

V. CONCLUSIONS

The articles appraised showed that the education about
AD increases the likelihood of a patient to start creating and
completing AD and also increases the concordance between
the completed AD and the medical assistance a patient
receives.
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Table 1. Validity of Chung et al (Retrospective Cohort)[9]

Question Yes/No/ Explanation
Unclear
Was the assignment of patients to No There is no randomization in this study since this study is a cohort retrospective
treatments randomized? study that compares the completion of AD before and after a bill concerning the
suspension of end-of-life care was passed.
Were the groups similar at the start Yes There is no significant difference between patient characteristics before and
of the trial? after the bill was passed with P-value > 0.05
Aside from the allocated treatment, Yes The study is a retrospective cohort with no direct intervention by the researcher.
were groups treated equally?
Were all patients who entered the Unclear | There is no randomization in this study but almost all patients were included in
trial accounted for? And were they the analysis with 2 patients before the bill was passed and 3 patients after who
analyzed in the groups to which were excluded because of incomplete medical records.
they were randomized?
Were measures objective or were No There is no blinding in this study since it’s a retrospective cohort study.
the patients and clinicians kept
“blind” to which treatment was
being received?
Level of evidence 2b

Table 2. Validity of Courtright et al and Halpern et al (RCT)[10,11]

Halpern et al

Question Courtright et al
Was the assignment of Yes Randomization was done Yes Randomization was done electronically
patients to treatments electronically with 50% probability with 1 in 3 probability to be included in
randomized? to be included in each group. each group.
Were the groups similarat | Yes | There is no significant difference in | Unclear | There is baseline characteristics for each
the start of the trial? baseline characteristics of the two group but no statistical analysis to
groups except for the religion compare each variable.
variable.
Aside from the allocated Yes The only intervention given was Yes The only intervention given were
treatment, were groups expanded choice set. standard or modified AD.
treated equally?
Were all patients who entered | No 127 of 160 (78.4%) patients in the No 85 of 175 (48.6%) patients in comfort
the trial accounted for? And standard choice group completed the AD group, 91 in 171 (53.2%) in
were they analyzed in the 3 months follow-up and 129 of 156 standard AD group, and 88 of 169
groups to which they were (81.1%) patients in the expanded (52.1%) in life-extending AD group die
randomized? choice set group. to a lot of patients not completing AD.
Were measures objective or | Yes There is blinding for the research Yes There is blinding for the research staff
were the patients and coordinator until the patients signed who contacted patients during the
clinicians kept “blind” to informed consent form and in the follow-up.
which treatment was being investigators who did the statistical
received? analysis.
Level of evidence 1b 1b
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Table 3. Validity of MacKenzie et al dan Houben et al (Systematic Review)[12,13]

Question MacKenzie et al Houben et al
What question (PICO) | Yes What is the effectiveness of Respecting | Yes What is the effectiveness of
did the systematic review Choices and related models on ACP Advance Care Planning in the adult
address? outcomes? population?
Is it unlikely that | Yes Literature search was done in the | Yes Literature search was done in
important, relevant PubMed, CINAHL, and Google Scholar Medline/PubMed and Cochrane for
studies were missed? databases and 745 articles was found after articles published from 1966 to
duplicates were removed. 2013 and 26628 articles were found
and then filtered down to 56
articles.
Were the criteria used to | Yes Inclusion criteria in this study is the | Yes Inclusion criteria in this study is
select articles  for Respecting Choices protocol and other articles with original data, RCT
inclusion appropriate? protocols that are adapted from study design, and written in
Respecting Choices. English.
Were  the included | No Articles selected for this systematic | Unclear | In the limitation section the author
studies sufficiently valid review were evaluated with the GRADE stated that 55.4% of the articles
for the type of question criteria, however a majority of the articles analyzed were low-quality RCT
asked? had high risk of bias. after being evaluated with PEDro
score due to the lack of blinding.
Were the results similar | Unclear | There is evidence for Respecting Choices | Yes Heterogeneity test values were
from study to study? increasing AD completion but unclear and available for AD completion (t%=
variable evidence between AD and 1,15, ¥>= 60,63 P <0,00001;
treatment concordance. 1°=79%), end-of-life preferences
(= 0,21; = 829 P= 0,04;
1°=64%), and concordance (t’=
1,05; >= 7,60 P=0,02; I’=74%)).
Level of evidence 13, 3a la for AD completion, 3a for the | la

concordance between AD and actual
treatments patient received.
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Electronic search in multiple databases

A 4

Keywords

(((((advance directive)AND chronic illness) AND will
completion) NOT qualitative) NOT attitude) NOT survivor

Inclusion Criteria:

-Published within the
last 10 years

- Patients with cancer

- Patient with severe
chronic illness

Exclusion Criteria:
-Research protocol

-Qualitative study

NISRT210CT318

A 4 \ 4 \ 4 \ 4
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Fig. 1. Search strategy and screening process
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Variable Group p value
Orders for LST before enforcement  Advance directives after
of the LEMD law (n =20) enforcement of the LEMD law
(n=78)

Length of stay in the ER (min) 5105 (3495, 1085) 970.5 (462, 1615) 0.042
Length of hospital stay (days) 55(3,10 2(0,10) 0.061
Medical expenses (won) 3,593,7335 (2,439,355.5, 4,899,793.5) 21672905 (961,601, 6,025,705) 0.133
Type of ER visit 0025

Direct visit to the ER without transfer frorn anather hospital 10 (50.0) 611(78.2)

Transfer from another hospital 10 (50.0) 16 (20.5)
Transfer from the OPD 0(0.0) 1(1.3)
Transfer from the ER to a secondary hospital 000 18(23.1) 0.020
Transfer from the ER to a nursing hospital 000 7(9.1) 0339
Survival in the ER 18 (20.0) 74(949) 0.599
Life-sustaining treatments and life-sustaining procedures

Consent to perform CPR 0 (0.0) 0 (0.0)

Consent to perform intubation 1(5.0) 5(64) >0999

Consent to perform CRRT 0(0.0) 4(5.1) 0.579

Consent for ICU admission 1(5.0) 3(39) >0999
Survival at discharge 3(150) 49 (62.8) 0.001

Data are presented as the median (Q1, Q3) for continuous variables and number (%) for categorical variables

LST Life-Sustaining-treatment, CPR cardiopulmonary resuscitation, CRRT continuous renal replacement therapy, ICU intensive care unit, ER emergency room, OPD
outpatient department

Figure 2. Comparison of variables before and after the enforcement of LEMD law[9]
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p = 0.004
85.3%
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71.9%
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0% - 4.5%
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Wanted to complete an Completed an
advance directive advance directive

Figure 3. Percentage of patients who wanted to complete and completed an advance directive[10]
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Il Comfort [ Did notspecify [ | Incomplete [Jl] Life extending

lz] Modified intention-to-treat analysis

Life-extending AD -
Standard AD .
Comfort AD .

T T
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Participants, %

Per-protocol analysis

Life-extending AD
Standard AD

Comfort AD

0 25 50 75 100

Participants, %
Figure 4. Percentage of AD made within each group in both modified intention-to-treat and per-protocol analysis[11]
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Figure 5. Comparison of hospital-free days for each group[11]
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A Effect of interventions vs control on completion of advance directives

Intervention Control Odds Ratio Odds Ratio
Study or Subgroup  Events  Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
3.3.1 intervention Advance Directives
Dexter 1998 (1) 17 219 8 253 6.5% 258(1.09,6.10]
Dexter 1998 (2) 8 260 8 253 61% 0.97 [0.36, 2863) —
Dexter 1998 (3) 70 277 8 253 6.8% 10.36 [4.87, 22.02) ——
Heiman 2004 (1) 5 385 5 334 5.3% 0.87 [0.25,3.02) —
Heiman 2004 (2) 38 360 5 334 5.2% 7.77 (3.02,19.98] ——
Landry 1997 36 a5 22 92 7.2% 1.94 [1.03, 3.66] [
Perry 2005 (1) 22 63 8 81 5.4% 4.90{2.00,11.98) o
Perry 2005 (2) 7 59 8 81 58% 123042, 3.60) b —
Richter 1995 18 87 1 89 34% 2296([299,176.23] ——
Rubin 1994 102 552 2 549 49% 61991521, 25265 —
Sachs 1992 1 52 3 85 29% 0.54 [0.05, 5.29}
Sulmasy 1996 (1) 1 86 1 101 2.2% 1181007, 19.09]
Sulmasy 1996 (2) 0 63 1 101 1.8% 053[0.02,1315}
Walker 1999 11 39 3 35 5.0% 419106, 16.55) T
Subtotal (95% CI) 2597 2641 70.6% 3.31[1.69, 6.50] B
Total events 336 83

Heterogeneity: t*= 1.15, X*= 60.63, df= 13 (P < 00001), *= 79%
Testfor overall effect Z= 3.48 (P = 000%)

3.3.2 nmtervention communication

Gade 2008 66 275 34 237 76% 1.89[1.19, 298} ———

Grimaldo 2001 16 97 2 98 456% 048212, 42.47) —_—
Heffner 2001 8 99 15 185 6.4% 1.00[0.41, 2.44) —_—

Nicolasora 2006 13 136 1 161  34% 16.91[2.18,131.03) ———:
Peariman 2005 57 119 30 129 7.4% 303([1.76,5.23) ——

Subtotal (95% CI) 726 810 29.4% 2.76 [1.41,5.37] <8

Total events 160 82

Heterogeneity 9= 034, 1= 1240, df= 4 (P= 01), P= 68%

Testfor overall effect Z= 2.98 (P= 003)

Total (95% CI) 3323 3451 100.0% 3.26 [2.00, 5.32) -

Total events 496 165

Heterogeneity. 1= 077, x*= 76 .50, of = 18 (P « 00001), "= 76%
Testfor overall effect Z= 4.73 (P < 00001)
Testfor subqroup differences Chi*= 014 df=1(F= 71), F=0%

001 01 10 100
Favours [control] Favours [intervention)

Figure 6. Meta-analysis for AD completion outcome
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B Efiect of interventions vs contral on occurrence of discussions about end-of-life

preferences

bt et ioay Comrol O Raio Oidds Fatio
Sludy of Subgroup  Evenls  Tolal Bvents  Tolal Waeight MH, Random, 95% C1 M-, Fhartloem, 95% CI
2.2 terventson Advance Deeclhes
Crentier 1998 (1) 13 ne 11 353 ad% 390 .92, 793 —
Cretier 1998 (2} w260 1M 253 91% 244118, 5.06] —
Dretier 1998 () &7 277 11 253 100% T.02 (181, 1363 —
Landry 1997 69 9% 52 92 108% 204011, 278 e
Suibtatal {¥5% CT) 851 851 30.4% 341194, 5.08) s
Total events 195 B85
Heterogeneity 1"= 0.31; X%= .29, df = 3 {F= 04}, F= 64%
Testior overall effect 7 = 4 28 (P« 0001)
2.2.2 Intervention communicatisn
Ay 20 17 194 86 181 143% 34T[2 33,524 =
Claytion 2007 7 a0 8 B0 75% 386163, 910 E—
Hefireer 2001 18 a9 4 185 100% 1,49 [OTT, 2900 -
Jacobsen 2011 175 547 g1 382 165% 1.90[1 40, 2 58] -
Pearirnan 2005 TH 119 49 120 119% 2890172 483 e
Subdotal {¥5% C1) 1019 o958 BOUE% 248178, 1.44) -»
Total everds 013 218
Heterogeneity 1%= 007, X"= B 40, df= 4 (P= 08}, F= 53%
Testfor ovarall efect T = 530 (P < 00001}
Total (95% C1) 1270 1209 100U0% 282 209, 1.79] L
Total evenis 1] 303
Heterogeneily ™= 012, X*= 1082, df= 8 (P= 01}, "= 60% TR 300

Test for oeverall efect I= 682 (P« 00001)

Testior subaroup differences: G = 0.92, df= 1 (P= 34), P= 0% SSSRS FSNECN S SR N

C Efiect of interventions vs control on concordance between patient's preferences for end-
of-life care and the Eﬂﬂ-ﬂi-ﬁfﬂ care received

Test for overall effect Zw 223 (Fw 03)

Farvours [control]  Favours [inSéraenion]

It esrvemil o Control
_Study or Subgroup _ Events _ Total Events Total Weight uumnmn .ummu
Dosbiering 2010 %5 28 8 27 36% 1484 (380, 56.71]
KirgRihgf 2010 3 48 LF) k] 48 I9I% 1730076, 2.90] "-_
Marrison 2005 a7 4 T 86 191% 508 [1.12, 72 871 —
Totad (05% CI) 140 171 100.0% 466 [1.20, 18.08] il
Tetal wvenis 118 17
Heberogeneity T = 1.05, X%= T.60, df= I (P= 05, P= T4% :m:n .u:-| 10 mu:

Figure 7. Meta-analysis for the occurrence of end-of-life discussion and concordance of AD and end-of-life care received
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