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Abstract
Purpose The purpose of this study was to investigate
Korean attitudes toward advance directives (ADs)
among cancer patients, family caregivers, oncologists,
and the general public.

Methods A multicenter survey study explored the attitudes
of participants to ADs, and hospice–palliative care (HPC)
was conducted. A total of 1,242 cancer patients, 1,289
family caregivers, 303 oncologists, and 1,006 members of
the general public participated in the survey.
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Results The majority of patients, family caregivers, oncolo-
gists, and general public agreed with the necessity of ADs.
However, oncologists regard “when became terminal status”
as an optimal timing for completion of ADs (52.2 %), while
other groups regard earlier periods as it. More than
95 % oncologist answered that cardiopulmonary resus-
citation and mechanical ventilator are necessity items
for ADs form, while around 70 % of other groups
answered so. Multivariate analysis revealed that several
factors including agreement with terminal disclosures
and a positive attitude toward HPC were independently
associated with necessity of ADs.
Conclusions We found that attitudes toward ADs among
cancer patients, family caregivers, oncologists, and the
general public were significantly different. Our study
also suggests that favorable attitudes toward comfort
end-of-life care and HPC are keys that influence the
perceived need for ADs.

Keywords Advance directives . Attitude . Hospice–palliative
care

Introduction

Advance directives (ADs) document patients’ preferences
towards end-of-life planning, based on patient autonomy
and self-determination. ADs are designed to protect patient
autonomy based on the belief that patients who lose decision
making capacity are more likely to receive the care they
want if they choose a surrogate decision maker, document
their wishes in advance, or both [1]. ADs allow patients to
choose how they should be treated in the event that they lose
the ability to make their own medical decisions. Absence of
ADs may lead to unwanted aggressive care after decision
making ability has been lost [2], and this unwanted aggres-
sive care has been associated with poorer quality of life and
quality of care [3]. Thus, ADs are an essential part of
comprehensive care near the end-of-life [4].

However, only 20 to 40 % of patients in oncology units
complete ADs on admission [5, 6]. Completion rate of ADs
has not even change after the passage of the Patient Self-
Determination Act in 1990 [7] and has remained relatively
low in USA [8]. ADs are not actively used in Korea [9],
where significant proportions of cancer patients receive
chemotherapy up to end-of-life [10, 11]. Furthermore, no
consensus has been reached regarding effective strategies
toward the active use of ADs, as well as optimal timing for
completing ADs.

Various issues, including lack of information regarding
ADs [12], negative perception [13], lack of communication
[14], and physicians’ reluctance [13, 15], could inhibit the
implementation of ADs. Hence, in order to encourage the

use of ADs and to devise effective strategies aimed at
promoting the completion of ADs, compressive understand-
ings regarding the attitudes toward ADs and end-of-life
issues by the different people are strongly warranted. How-
ever, to date, published studies have focused on the attitudes
of patients toward ADs [12, 16], and completion of ADs
[17]. There are discrepancies in attitude toward end-of-life
care and planning among patients, family caregivers, and
physicians [18–22]. Few studies have directly compared the
attitudes of patients, family caregivers, physicians, and
members of the general public toward ADs. Differences in
perceptions towards ADs would be obstacles toward their
institutionalization and incorporation into law. For example,
in USA, the federal Patient Self-Determination Act which
aimed facilitating the use of AD seems to fail because the
act and policy had not reflected complex issues happened in
real medico–social field [8]. Accordingly, the purpose of
this study was to investigate Korean attitudes toward ADs
among cancer patients, family caregivers, oncologists, and
members of the general public. In addition, we attempted to
identify factors associated with a favorable perception to-
ward ADs, and finally, we suggest a strategy to encourage
the use of ADs.

Materials and methods

Participants

Seventeen general hospitals participated in this multicenter
survey study, which was designed to identify issues related
to hospice–palliative care (HPC) and ADs. Between 2008
and 2009, we surveyed four groups: cancer patients, family
caregivers, oncologists, and members of the general Korean
population. A total of 1,378 cancer patients, 1,335 of their
family caregivers, 374 oncologists, and 1,325 members of
the general public were consecutively enrolled. Details of
the participant selection process and of eligibility criteria
were described in our prior report [23]. In brief, details of
the participants were given in the following paragraph.

A total of 17 representative general hospitals of Korea
were selected; cancer patients of these hospitals were sur-
veyed. Oncologists at 17 hospitals (16 general hospitals and
Korea’s National Cancer Center) were asked to identify
cancer patients at outpatient clinics. Cancer patients were
eligible to participate if they were ≥20 years old, able to fill
out the questionnaire, communicate with an interviewer,
understand the goals of the study, and provide informed
consent. Those not well enough to complete the question-
naire, communicate with an interviewer, or understand the
study well enough to provide informed consent were ex-
cluded. For each patient included in the study, the main
caregiver who provided the patient with the most assistance
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was given information about the study and interviewed by a
trained interviewer. In addition, 374 oncologists working at
the 17 participant hospitals were requested to complete the
questionnaire. Face-to-face interviews for patients, caregiv-
er, and oncologists were conducted by well-trained inter-
viewer, using a structured questionnaire. In order to reduce
inter-observer variation, all interviewers received special
education for questionnaire more than 6 h, and we per-
formed pilot test and cross check for each interviewer.

Members of the general Korean population aged 20–
70 years old, distributed over the 17 city and local districts,
were selected according to the standard sampling guidelines
of the 2005 Census of Korea by Korea National Statistical
Office. At each site, we constructed the sample in two strata
(by age and sex), according to the guidelines of. Starting
with 1,325 randomly selected residential telephone numb-
ers, we obtained our final sample using a probability-
proportional-to-size technique, which is a widely recom-
mended method for obtaining a representative national sam-
ple [23, 24]. Sample size of general population who reflect
whole nation was determined based on calculated based on
sampling guidelines of Korea National Statistical Office.
This survey was conducted over the telephone by Korea
Research Inc. using a structured questionnaire by profes-
sional interviewers. The interviewers were received special
training and adequate education for this survey.

Finally, a total of 1,242 cancer patients, 1,289 of their
family caregivers, 303 oncologists, and 1,006 members of
the general public constituted the study cohort. Detailed
exclusion process and reasons for declining survey were
described in our prior report [23].

All study subjects were provided with information
concerning the study objectives and scope and voluntarily
agreed to participate. The study was approved by the Insti-
tutional Review Board at each of the all 17 participating
hospitals.

Survey

A structured questionnaire was developed specifically for
this study to explore the attitudes of participants to ADs.
The questionnaire requested the following: (1) demographic
information: age, sex, relationship to patient, level of edu-
cation, income, and religion; (2) the opinion of the partic-
ipants regarding necessity of ADs (very necessary,
necessary, unnecessary, and very unnecessary), the optimal
timing of ADs (when healthy, diagnosed, in the terminal
stage, or impending death), necessary items for ADs form
(cardiopulmonary resuscitation, mechanical ventilator, anti-
biotics, hemodialysis, and nutritional support); (3) opinions
on the disclosure of terminal status, HPC, the withdrawal of
futile life-sustaining treatment, and euthanasia. A total of 29
questions were asked to each group for obtaining their

opinion regarding not only ADs but also overall concept
for HPC. Identical questions were put to cancer patients,
family caregivers, oncologists, and members of the general
public. Additional questions concerning experiences of hos-
pice and preterminal care were put to oncologists. Patients
were assured that their responses would not be shared with
their oncologists.

Statistics

Questionnaire responses were compared using the Chi-
square test. Univariate logistic regression models were used
to test associations with attitudes toward ADs. Multivariate
analysis was performed using the forward stepwise proce-
dure to fit a logistic regression model using an entry level of
0.05. All statistical tests were two-sided, and significance
was accepted for P values of <0.05. Statistical analyses were
performed using STATA statistical software version 11.0
(STATA, College Station, TX, USA).

Results

Discrepancies in attitudes toward advance directives

Demographic data were collected from all patients, and the
characteristics of all 3,840 study subjects are summarized in
Table 1. Median age of the study subjects was 47 years, and
cancer patients were older than members of the other three
study groups. Significant discrepancies in attitudes toward
necessity and timing for ADs were found between cancer
patients, family caregiver, oncologists, and the general pub-
lic (Table 2). The majority of patients, family caregivers,
oncologists, and general public agreed with the necessity of
ADs (96.7 % of oncologists, 94.9 % of the general public,
93.0 % of patients, and 92.9 % of family caregivers). In
terms of necessary items for ADs form, more than 95 %
oncologists answered that items regarding cardiopulmonary
resuscitation (97.0 %) and mechanical ventilator (95.3 %)
would be included in ADs form and need to be clarified by
document. In other groups, around 70 % of subjects an-
swered that cardiopulmonary resuscitation (72.8∼81.5 %)
and mechanical ventilator (72.6∼77.2 %) are necessary
items for ADs form. Relatively lower proportion of oncol-
ogist answered that antibiotics (35.6 %), hemodialysis
(65.5 %), and artificial nutrition (53.5 %) are necessary
items for ADs form. Regarding the necessary items for
ADs form, there were no significant differences between
the three groups.

Optimal timing for the completion of ADs also differed
by group. More than half of oncologists (52.2 %) answered
that “when became terminal status” is the optimal time for
completing ADs, whereas only one third of the other groups
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thought so, and 27.0 % of general public answered that
optimal timing for the completion of ADs is “when healthy”
(Table 2). In addition, members of the four groups showed
statistically significant but modest differences in terms of
the necessary items for ADs and the necessity of providing
an explanation of HPC.

Univariate and multivariate logistic regression analysis

We performed univariate and multivariate logistic regression
analysis to identify factors associated with necessity for
ADs. Several factors including age, education, attitude to-
ward terminal illness, and attitudes toward HPC were found
to be significantly associated with attitudes to ADs (Table 3).
Table 4 presents the multivariable logistic regression model
results, which were adjusted for multiple factors simulta-
neously. Younger age, higher education, agreement with the
disclosure of terminal illness, a positive attitude toward the
withdrawal of futile life-sustaining treatment, a positive
attitude toward active pain control in terminal cancer
patients, and a positive attitude towards HPC were found
to be independently associated with necessity of ADs. Lo-
gistic regression analysis was also used to identify factors
associated with necessity of ADs on a group-by-group basis;
the observed trends were similar to those found by multi-
variable logistic regression (data not shown).

Discussion

In this study, we found that attitudes toward ADs among
cancer patients, family caregivers, oncologists, and the gen-
eral public were significantly different, in terms of regarding
the optimal timing of AD completion and necessity of items
in ADs form. Members of the four study groups also
expressed different opinions about ADs. Oncologists and
members of the general public were more likely agreed with
the necessity of ADs. Multivariate analysis revealed that
nine factors, including a younger age, higher education,
agreement with the disclosure of terminal illness, and favor-
able attitudes toward active pain control and HPC were
independently associated with necessity of ADs.

In our results, oncologists tends to regard when became
terminal status as an optimal timing for completion of ADs,
while other groups earlier periods—when healthy or “when
diagnosed as cancer”—as it. More than 95 % oncologist
answered that cardiopulmonary resuscitation and mechani-
cal ventilator are necessity items for ADs form and need to
be clarified by document, while around 70 % of other
groups answered so. One possible interpretation would be
that oncologists seem to expect ADs being as a judgment
criteria for medical decision, while other groups seems to
regard ADs as a will which containing values about end-of-
life. Oncologists and general public groups more often

Table 1 Characteristics of the study subjects (N=3,840)

Cancer patients Family caregivers Oncologists General public
N=1,242 N=1,289 N=303 N=1,006

Sex Male 588 (47.4) 483 (37.5) 247 (81.5) 507 (50.4)

Female 653 (52.6) 806 (62.5) 56 (18.5) 499 (49.6)

Age group ≤39 161 (13.0) 527 (41.1) 152 (50.7) 483 (48.0)

40–49 355 (28.8) 330 (25.7) 89 (29.7) 249 (24.8)

≥50 718 (58.2) 426 (33.2) 59 (19.6) 274 (27.2)

Education completion ≤Middle school 288 (23.5) 156 (12.1) 0 (0.0) 128 (12.7)

High school 523 (42.6) 467 (36.3) 0 (0.0) 383 (38.1)

College or beyond 415 (33.8) 663 (51.5) 303 (100.0) 495 (49.2)

Monthly income (US$a) <1,500 371 (30.8) 244 (19.2) 255 (27.9)

1,500–3,000 459 (38.2) 507 (40.0) 352 (38.5)

>3,000 373 (31.0) 517 (40.8) 303 (100.0) 307 (33.6)

Religion Christianity 396 (32.1) 418 (32.6) 121 (40.1) 272 (27.0)

Buddhism 297 (24.1) 316 (24.6) 21 (7.0) 209 (20.8)

Catholicism 138 (11.2) 148 (11.5) 69 (22.8) 127 (12.6)

Others 41 (3.3) 35 (2.7) 0 (0.0) 22 (2.2)

None 360 (29.2) 365 (28.5) 91 (30.1) 376 (37.4)

Relationship to patients Spouse 324 (25.2)

Child 515 (40.0)

Sibling 106 (8.2)

Other relatives 341 (26.5)

a US$1=1,000 Korean Won
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agreed with necessity of ADs than patients or family
caregivers; however, this difference was modest even
statistically significant. Large sample size can lead to
statistical overpower, and interpretation of the result
should be based on not statistical significance but clin-
ical significance.

Our multivariate analysis results can suggest that the
promotion of favorable attitudes toward HPC would influ-
ence positively regarding the necessity of ADs. Although
ADs are important tools that assist cancer patients facing
end-of-life respecting patients’ autonomy [4], completion
rates are still low [5, 6, 8]. In order to implement an AD
system successfully, we need to comprehensively under-
stand attitudes towards ADs and barriers to ADs and con-
struct an appropriate strategy based on these findings. A
number of studies have addressed barriers to the implemen-
tation of ADs, and have identified clinicians’ reluctance to
discuss the topic, because of personal discomfort, lack of
familiarity with suitable alternatives to aggressive treatment,
lack of time for discussions, the belief that patients and
families do not want such discussions, and the belief that
ADs discussions are not needed [13, 15, 18, 25]. Alano et al.
[17] analyzed barriers and factors that influenced the

completion of ADs and concluded that seven factors pre-
dicted AD completion: being asked to complete an AD,
having someone explain the importance of ADs, the belief
that a completed AD would lead to relief from suffering, a
history of major surgery, “having never heard of or received
information about ADs,” a female gender, and age.

Previous studies on attitudes towards ADs in patients
[17, 26], family caregivers [27], physicians [28, 29], nurses
[30], and in the members of general public [31] have been
reported. Few studies have addressed the notion that atti-
tudes towards ADs differ among relevant population sub-
groups [32–34]. Sahm et al. [34] reported that the patients,
healthy control, nursing staff, and physicians did not essen-
tially differ in terms of their attitudes towards ADs; howev-
er, three meaningful differences were identified: (1) cancer
patients more often expressed an intention to write an ad-
vance directive, (2) most people (excepting physicians) are
unaware of the possibility of appointing health care proxies,
and (3) patients did not fear abuse by relatives as much as
the other groups. Blondeau et al. [32] reported that physi-
cians’ attitudes towards ADs were less positive than
patients’ attitudes, which contradicts our results. According-
ly, to our findings, oncologists most favored HPC and ADs,

Table 2 Attitudes toward advance directives: discrepancies between cancer patients, family caregivers, oncologists, and general public

Cancer patients Family caregivers Oncologists General public
N=1,242 N=1,289 N=303 N=1,006

Necessity of ADsa Strongly necessary 348 (28.1) 355 (27.6) 99 (32.7) 393 (39.9)

Necessary 804 (64.9) 839 (65.3) 194 (64.0) 541 (55.0)

Unnecessary 79 (6.4) 87 (6.8) 10 (3.3) 38 (3.9)

Strongly unnecessary 8 (0.6) 4 (0.3) 0 (0.0) 12 (1.2)

Optimal timing for completing ADsa When healthy 217 (17.6) 221 (17.3) 45 (15.0) 266 (27.0)

When diagnosed as cancer 364 (29.5) 377 (29.5) 60 (19.9) 335 (33.9)

When became terminal status 459 (37.2) 485 (38.0) 157 (52.2) 313 (31.7)

Impending death 193 (15.7) 193 (15.1) 39 (13.0) 73 (7.4)

Necessary items for ADs form

(1) Cardiopulmonary resuscitationa Necessary 844 (72.8) 961 (78.4) 292 (97.0) 786 (81.5)

Unnecessary 316 (27.2) 265 (21.6) 9 (3.0) 178 (18.5)

(2) Mechanical ventilatora Necessary 836 (72.6) 944 (77.4) 287 (95.3) 758 (77.2)

Unnecessary 315 (27.4) 275 (22.6) 14 (4.7) 224 (22.8)

(3) Antibiotics usea Necessary 808 (70.8) 906 (75.2) 101 (35.6) 776 (80.7)

Unnecessary 334 (29.2) 299 (24.8) 183 (64.4) 185 (19.3)

(4) Hemodialysisa Necessary 760 (66.9) 882 (73.7) 190 (65.5) 742 (77.8)

Unnecessary 376 (33.1) 315 (26.3) 100 (34.5) 212 (22.2)

(5) Artificial nutrition and hydrationa Necessary 873 (75.5) 953 (78.7) 153 (53.5) 793 (81.7)

Unnecessary 284 (24.5) 258 (21.3) 133 (46.5) 178 (18.3)

(6) Explanation for HPCa Necessary 996 (84.8) 1070 (87.1) 252 (85.1) 880 (90.8)

Unnecessary 178 (15.2) 159 (12.9) 44 (14.9) 89 (9.2)

ADs advance directives, HPC hospice and palliative care
a Chi-square P<0.001
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Table 3 Factors related to “necessity of advance directives”: Univariate logistic regression analysis

Factors Variables Necessity of ADs (yes)

OR 95 % CI P value

Group Patients 1 (ref) 0.026

Family 0.99 0.73 to 1.34 0.953

Doctor 2.21 1.14 to 4.31 0.020

General public 1.41 0.99 to 2.02 0.060

Sex Male 1 (ref)

Female 1.15 0.88 to 1.49 0.311

Age, years 20–49 1 (ref)

50+ 0.57 0.44 to 0.75 <0.001

Education completed High school 1 (ref)

College or beyond 1.99 1.51 to 2.63 <0.001

Religiousness Nonreligious 1 (ref)

Religious 0.92 0.69 to 1.23 0.578

Monthly income (US$) <2,000 1 (ref)

≥2,000 1.27 0.97 to 1.67 0.086

Disclosure of terminal illness Agree 1 (ref)

Disagree 0.68 0.50 to 0.95 0.021

Attitude toward withdrawal of futile life-sustaining treatment Agree 1 (ref)

Disagree 0.39 0.28 to 0.54 <0.001

Attitude toward passive euthanasia Agree 1 (ref)

Disagree 0.54 0.42 to 0.71 <0.001

Attitude toward active euthanasia Agree 1 (ref)

Disagree 0.83 0.63 to 1.08 0.168

Attitude toward physician-assisted suicide Agree 1 (ref)

Disagree 0.73 0.55 to 0.96 0.023

Attitude toward active pain control for terminal cancer patients Agree 1 (ref)

Disagree 0.34 0.25 to 0.47 <0.001

Are you willing to use HPC unit if necessary? Yes 1 (ref)

No 0.33 0.24 to 0.44 <0.001

Attitude and perception toward HPC

(1) HPC is despair Agree 1 (ref)

Disagree 1.87 1.38 to 2.54 <0.001

(2) HPC has professionalism Agree 1 (ref)

Disagree 0.60 0.45 to 0.79 <0.001

(3) HPC is better place than usual care unit for terminal cancer patients Agree 1 (ref)

Disagree 0.55 0.42 to 0.73 <0.001

(4) HPC is against fulfilling family’s duty Agree 1 (ref)

Disagree 2.08 1.51 to 2.87 <0.001

(5) HPC is against fulfilling doctors’ duty Agree 1 (ref)

Disagree 2.18 1.58 to 3.01 <0.001

(6) HPC hasten patients’ death Agree 1 (ref)

Disagree 1.68 1.2 to 2.34 0.002

(7) HPC is better choice than aggressive chemotherapy for terminal cancer patients Agree 1 (ref)

Disagree 0.56 0.43 to 0.73 <0.001

Obligation to explain HPC Agree 1 (ref)

Disagree 0.34 0.25 to 0.46 <0.001

Do you willingly pay for additional medical insurance premium for hospice care? Yes 1 (ref)

No 0.47 0.35 to 0.63 <0.001
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and in general, the attitudes of family caregivers and cancer
patients coincided.

This study had several limitations. First, we conducted
the survey in person for patients, family caregivers, and
oncologists, but by telephone in the general public, which
may lessen the validity of the comparisons made. Face-to-
face interviewer may observe understandability and reliabil-
ity more precisely than telephone interviewers. However,
we have given special training to telephone interviewers,
and we used a model based on an identical study design and
identical questionnaires to overcome this shortcoming. Sec-
ond, we enrolled only Korean participants, and there is a
cross-cultural difference regarding ADs [35]. Thus, our
results have limitation for being generalized to other cul-
tures. Despite these limitations, to our best knowledge, this
study was conducted using the largest cohort number, and it

comprehensively identified factors associated with ADs in
the four study groups.

In conclusion, to make shared decisions regarding end-
of-life planning, we would recognize that attitudes toward
ADs can differ among patients, family caregivers, oncolo-
gists, and members of the general public. In addition, it was
also found that negative attitudes toward futile aggressive
care and favorable attitudes toward HPC were independent-
ly associated with a preference for ADs. This study suggests
that (1) to reduce difference in attitudes toward ADs be-
tween each group and (2) to obtain favorable attitude toward
HPC might be considered a cornerstone strategy for the
implementation of ADs programs and facilitating AD use.
In addition, comprehensive social movement including in-
stitutional innovation, policy interventions, public educa-
tion, and professional guidelines might be warranted.

Table 3 (continued)

Factors Variables Necessity of ADs (yes)

OR 95% CI P value

Set up “deathbed”a in hospitals with >500 beds Agree 1 (ref)

Disagree 0.27 0.2 to 0.37 <0.001

OR odd ratio, CI confidence interval
a Deathbed is a special room for a patient who refuses cardiopulmonary resuscitation or intensive care unit, in order to have death with dignity as
patient’s wishes.

Table 4 Factors related to “necessity of advance directives”: multivariate logistic regression analysis

Factor Variables Necessity of ADs (yes)

OR 95 % CI P value

Age, years 50+ 1 (ref)

20–49 1.54 1.12 to 2.08 0.006

Education completed High school 1 (ref)

College or beyond 1.69 1.22 to 2.34 0.002

Disclosure of terminal illness Disagree 1 (ref)

Agree 1.96 1.33 to 2.94 0.001

Attitude toward withdrawal of futile life-sustaining treatment Disagree 1 (ref)

Agree 1.79 1.22 to 2.63 0.003

Attitude toward active pain control for terminal cancer patients Disagree 1 (ref)

Agree 2.00 1.37 to 2.94 <0.001

HPC is against fulfilling doctors’ duty Agree 1 (ref)

Disagree 1.47 1.01 to 2.17 0.046

Obligation to explain HPC Disagree 1 (ref)

Agree 2.13 1.49 to 3.03 <0.001

Do you willingly pay for additional medical insurance premium for HPC? No 1 (ref)

Yes 1.49 1.06 to 2.08 0.022

Set up “deathbed” in hospitals with >500 beds Disagree 1 (ref)

Agree 2.63 1.82 to 3.70 <0.001
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