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Background/Aims: Advance directives (ADs) in Korean patients with heart failure 
(HF) and the associations of attitude towards ADs and HF prognosis with ADs 
were initially assessed using the model of the Korean-Advance Directive (K-AD). 
Methods: Twenty-four patients with HF (age, 67.1 years; men, 58.3%; ejection 
fraction, 35.9%) participated. A pilot test to evaluate the feasibility of ADs and the 
possible associations of attitudes towards ADs and prognosis with end-of-life 
treatment preferences among patients with HF was conducted.
Results: Fifteen patients (62.5%) completed the K-ADs. The major reason for 
incomplete K-AD was knowledge deficit. Patients valued “comfortable death” 
the most (45.4%), followed by “giving no burden to the family” (13.6%). Among 
treatment preferences, hospice care was preferred by the majority (66.7%), while 
cardiopulmonary resuscitation (CPR) was preferred by the minority (31.8%). Chil-
dren (50.0%) were mostly appointed as a proxy, followed by the spouse (33.3%). 
More patients with moderately positive attitudes completed the K-ADs than their 
counterparts (70.0% vs. 57.1%). The 5-year survival rate was 69.2%; the patients 
who preferred CPR had a higher survival rate (70.6% vs. 68.5%) whereas those who 
preferred hospice care had a lower survival rate than their counterparts (70.7% vs. 
75.2%).
Conclusions: The findings support the feasibility of the K-AD model, with a high 
acceptance rate in two-thirds of the sample. Further studies are warranted to in-
vestigate whether treatment preferences are associated with attitude towards ADs 
and/or HF prognosis using larger sample size.

Keywords: Heart failure; Advance directives; Palliative care; Attitude; Prognosis

Attitudes toward advance directives and progno-
sis in patients with heart failure: a pilot study
JinShil Kim1, Minjeong An2, Seongkum Heo3, and Mi-Seung Shin4

INTRODUCTION

Heart failure (HF), which is one of the most debilitating 
chronic diseases, is a pandemic disease [1] that affect-
ed more than 37.7 million individuals globally in 2010 
[2]. Despite therapeutic advances [3], distressing symp-
toms and economic burden of HF have been escalating 
worldwide due to the progressive deterioration of the 
illness [2,4,5]. Such burdens mostly arise from frequent 
emergency visits or hospitalization to treat HF decom-

pensation [4,6]. Further, despite improvement in the 
survival rates, the mortality rates remain high [4,7], with 
the 5-year survival rate after the diagnosis being limited 
to only about 50% [4].

One approach to reduce the healthcare burden of HF 
and improve patient outcomes is the integration of and 
transition to palliative care [8,9]. To ensure continued 
care through the smooth transition to palliative care, an 
ongoing discussion on routine care is critical, which fo-
cuses on aspects including, but not limited to, periodic 
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prognostic discussions, symptom management, com-
plex therapeutic options and their risks/benefits, and 
other further concerns/issues [9,10]. In this process, var-
ious forms of advance directives (ADs) could be useful, 
particularly for patients with end-stage HF under palli-
ative and supportive care [11]. However, earlier introduc-
tion is recommended prior to progress to the end-stage 
condition when clinical improvements via modifying 
therapies are no longer expected, while initiating end-
of-life (EOL) considerations [9,12]. When patients active-
ly engage in ongoing discussions regarding their care, 
they are enabled to prepare their plans for and make 
shared decisions of EOL care using ADs based on their 
personal values, treatment preferences, and shared goals 
of care [11,12].

Emerging evidence largely from western countries has 
proven the effectiveness of palliative care in HF for clin-
ical outcomes, including symptom improvement [13], 
fewer rehospitalizations in the EOL period [8,13], and 
further overall cost savings [10,14]. Despite the well-doc-
umented need for and clinical benefits of palliative care 
in HF [10], patients, even with end-stage disease, have 
limited access to a timely transition or receive a delayed 
referral to palliative care [9,15] or suboptimal use of ADs 
[16,17]. The major barriers to underutilized palliative 
care with ADs for patients with HF were unpredictable 
prognosis, knowledge deficit or poor awareness, com-
munication difficulty with a lack of model that is fit for 
non-hospice palliative care, or reluctance to have such 
a discussion [15,18,19]. While empirical evidence about 
modifiable factors which could facilitate written ADs 
or decisions on EOL medical care still remain insuffi-
cient, an available patient data-based study showed that 
favorable attitudes following a palliative consultation 
for patients with advanced HF possibly increased the 
completion of ADs [20]. In Korea, despite the increased 
awareness for and attention to the importance of in-
tegrated palliative care in HF, little research has been 
conducted. The only evidence found was that Korean 
healthcare professionals in cardiovascular care agreed 
on palliative care for patients with HF, particularly those 
in the advanced stage [11]. 

Therefore, as an initiative, this preliminary study was 
conducted to explore the feasibility of ADs for patients 
with HF in Korea. Its specific aims included: (1) explo-
ration of the reasons for completing or not completing 

ADs, using the Korean-Advance Directive (K-AD) model, 
(2) exploration of the EOL values, treatment preferences, 
and proxy appointments of patients with HF using the 
K-AD model, (3) examination of the association between 
attitudes toward ADs and K-AD model completion in 
patients with HF, and (4) examination of the association 
of each of the four EOL treatment preferences (cardio-
pulmonary resuscitation [CPR], artificial ventilation, 
hemodialysis, and hospice use) with the prognosis of 
patients with HF.

METHODS

Design and procedure
A pilot test to evaluate the feasibility of ADs and the pos-
sible associations of attitudes towards ADs and prog-
nosis with EOL treatment preferences among patients 
with HF was conducted. Patients with HF who visited 
the outpatient clinic for routine care were enrolled. This 
study was approved by the Institutional Review Board of 
Gachon University Gil Medical Center (GBIRB2017-058), 
and all patients provided informed consent prior to 
face-to-face interviews for data collection.

As part of the usual care, a physician assessed the pa-
tient prognosis based on their individual conditions 
and treatment responses. This was followed by an in-
troduction to the study regarding palliative care survey, 
including attitude towards AD and K-AD model usage. 
Thereafter, a trained research coordinator conducted 
face-to-face interviews for these surveys. If the patients 
agreed, a study coordinator assisted them to prepare the 
K-AD model; if this option was rejected, the reasons for 
their decision were asked.

Participants
Patients with HF were enrolled if they met the following 
criteria: (1) age of ≥ 18 years; (2) disease duration of ≥ 6 
months after HF diagnosis; (3) guideline-directed med-
ical therapy, including beta-blockers, angiotensin-con-
verting enzyme inhibitors (ACEIs), angiotensin receptor 
blockers (ARBs), and diuretics; and (4) willingness to 
participate in a discussion regarding their own illness 
trajectory. Patients were excluded if they met the fol-
lowing criteria: (1) had documented neuropsychological 
disorders, involving substantial cognitive impairments, 
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which could possibly limit the understanding of the 
study protocol, such as dementia or Alzheimer’s disease, 
(traumatic) brain disorders, stroke, or psychiatric disor-
ders; (2) a candidate of heart transplantation; (3) having 
terminal comorbid condition(s) requiring life-sustain-
ing treatments (LSTs), such as terminal cancer, acquired 
immune deficiency syndrome, chronic obstructive pul-
monary disease, or liver cirrhosis [21]; (4) under care 
from a hospice care team; or (5) presence of a left ven-
tricular assist device.

Measures 
In this preliminary study, the patients with HF complet-
ed the following measures: AD, attitudes toward ADs, 
and estimation of HF prognosis. 

Advance directive
The K-AD model was a measure of an AD, which was 
developed to explore EOL values, treatment directives, 
and preferred surrogate decision-makers [22,23]. For 
the personal value statement, the patients were asked to 
state their EOL values freely. For the treatment direc-
tives, the patients’ decisions regarding EOL treatment 
preferences were asked, assuming one’s incapability for 
such a decision-making. This section originally includ-
ed four items (CPR, artificial ventilation, tube feeding, 
and hospice care). It was revised after the Act on Hos-
pice and Palliative Care and Decisions on Life-Sustain-
ing Treatment for Patients at the End of Life [21], with 
a malignancy version and a non-malignancy version; an 
additional item of “chemotherapy” was included for the 
malignancy version and the replacement of tube feeding 
with “hemodialysis” was included for both versions. The 
patients were also asked to appoint a proxy if available. 
They were also informed that such a document could 
be completed in part with modifications periodically 
through ongoing discussions.

Completion of the K-AD model was optional. The pa-
tients were asked if they were interested in writing the 
K-AD model on a dichotomous scale (1 = yes, 0 = no). 
They were then asked to state the reasons for their refus-
al or agreement to complete the K-AD model. 

Attitude toward advance directives
The attitudes were assessed using the 16-item Advance 
Directive Attitude Survey (ADAS) [24]. The extent to 

which the patient’s views regarding illness perceptions, 
opportunities for treatment choices, effects of ADs on 
treatment, and impact of ADs on the family were positive 
or negative was determined on a four-point Likert scale 
(1 = strongly disagree to 4 = strongly agree). The possible 
scores range from 16 to 64, with higher scores indicat-
ing more positive attitudes towards AD. Psychometric 
properties were reported previously with a reliability co-
efficient within the desirable limit of alpha of 0.74 [24]. 
A Korean translated version of the scale (K-ADAS) also 
showed a desirable reliability with a Cronbach’s alpha of 
0.79 among elderly people from senior centers [25].

HF prognosis
The Seattle Heart Failure Model (SHFM) is a prognos-
tic risk score model for the estimation of HF prognosis 
[26,27]. The SHFM provides 1-, 2-, and 5-year survival 
(mortality) estimates based on the clinical status, medi-
cations, laboratory data, and device therapy [26]. The ac-
curacy of the model as an assessment tool for HF prog-
nosis was well documented [27,28]. 

Statistical analysis 
IBM SPSS for Windows version 23.0 (IBM Co., Armonk, 
NY, USA) was used for statistical analysis. The level of sta-
tistical significance was set at a p value of 0.05. Descrip-
tive statistics were conducted to describe the sample; 
the results were presented as frequencies, percentages, 
and means and standard deviations. Depending on the 
level of the measurements of the study aims, non-para-
metric tests were conducted for these preliminary tests, 
including Mann-Whitney U test and Kruskal-Wallis test 
for group comparisons and chi-square analysis for the 
assessment of associations. 

RESULTS

Twenty-four patients with HF were enrolled and partic-
ipated in this study (mean age, 67.1 ± 9.9 years; male sex, 
14 [58.3%]). The duration of HF diagnosis was 103.8 ± 52.9 
months (range, 13.0 to 208.0); the comorbid index score 
was 1.6 ± 0.6 points. The etiologies of HF were dilated 
cardiomyopathy (n = 10, 41.7%), ischemic cardiomyop-
athy (n = 9, 37.5%), atrial fibrillation (n = 3, 12.5%), and 
valvular heart disease (n = 2, 8.3%). The mean left ven-
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tricular ejection fraction (LVEF) was 35.9%. One patient 
was asymptomatic (New York Heart Association [NYHA] 
Class I); most patients had mild (NYHA Class II, n = 
19, 79.2%) and moderate (NYHA Class III, n = 4, 16.7%) 
HF. The patients with HF were on optimal medication, 
ACEIs (50.0%), ARBs (45.8%), beta-blockers (75.0%), and 
diuretics (33.3%). Regarding the ADs, six patients (25.0%) 
responded that they were aware of what ADs are; only 
two patients had prior experience of ADs for a parent’s 
and a friend’s health conditions, respectively (Table 1).

Completion of the K-AD model
Fifteen patients (62.5%) completed the three-compo-
nent K-AD model; nine (37.5%) were not able to com-
plete. Among the nine patients who did not complete 
the K-AD model, six patients provided reasons, includ-
ing “do not know about ADs” (n = 5) and “difficulty in 
understanding of the ADs and/or deciding EOL care or 
understanding” (n = 1). The distributions of age, sex, and 
educational status were similar between those who com-
pleted the K-AD model and those who did not. Clinical 
characteristics regarding the LVEF (Mann-Whitney U 
test, p = 0.450) and NYHA classes (NYHA classes I/II and 
III, χ2 = 0.3, p = 0.572) were also not significantly different 
between the two groups; despite the insignificant differ-
ence, the patients who completed the K-AD model had 
a lower LVEF (34.3% vs. 38.4%) and greater HF severity 
(NYHA III, 75.0% vs. 60.0%) than those who did not.

K-AD value statement, treatment preferences, and 
proxy appointment 
Patients with HF who completed the K-AD model val-
ued “comfortable death (with family members) during 
EOL moment” the most (n = 10, 45.4%), followed by “giv-
ing no burdens to their family including children” (n = 
3, 13.6%) (Table 2). Among the four treatment directives, 
hospice care (n = 14, 66.7%) was preferred by the ma-
jority of the patients who completed the K-AD model, 
while futile LSTs were preferred less, including CPR (n 
= 7, 31.8%), artificial ventilation, and hemodialysis (each 
n = 2, 9.5%). A child, either a son or a daughter (n = 12, 
50.0%), was mostly appointed as a proxy, followed by a 
spouse (a wife or a husband) (n = 8, 33.3%). 

Further, patients with HF who were younger (age < 65 
years: 33.3% vs. 30.8%), female (40.0% vs. 25.0%), and had 
greater HF severity (NYHA Class III, 50.0% vs. NYHA 

Table 1. Demographic and clinical characteristics of the 
patients with heart failure (n = 24)

Variable Value Range

Age, yr 67.08 ± 9.94 50.00–88.00

Male sex 14 (58.3)

Marital status (married) 17 (70.8)

Education, yr 8.78 ± 4.37 0–16

< 12 16 (66.6)

12 3 (12.5)

> 12 4 (16.7)

Heart failure duration, 
mo

103.79 ± 52.85 13–208

Left ventricular  
ejection fraction, %

35.88 ± 8.95 13.00–49.00

NYHA classes

I 1 (4.2)

II 19 (79.2)

III 4 (16.7)

IV 0 

Etiology

DCM 10 (41.7)

ICM 9 (37.5)

AFib 3 (12.5)

VHD 2 (8.3)

Charlson comorbidity 
index

1.59 ± 0.59 1–3

Medication (yes)

ACE inhibitor 12 (50.0)

ARB 11 (45.8)

Beta-blockers 18 (75.0)

Loop diureticsa 8 (33.3)

AD awareness (yes) 6 (25.0)

Previous experience with 
AD (yes)

2 (8.3)b

Need for ADs (yes) 4 (20.0)

Values are presented as mean ± SD or number (%).
NYHA, New York Heart Association; DCM, dilated car-
diomyopathy; ICM, ischemic cardiomyopathy; AFib, atrial 
f ibrillation; VHD, valvular heart disease; ACE, angioten-
sin-converting enzyme; ARB, angiotensin receptor blocker; 
AD, advance directives.
aIncludes furosemide or torsemide.
bReported a previous AD experience with either a parent or 
others.
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Classes I/II, 27.8%) were more likely to choose futile 
LSTs (i.e., CPR) than their counterparts, although the 
difference was statistically insignificant. Conversely, the 
patients in both age groups (66.7% vs. 66.7%), who were 
female (87.5% vs. 53.8%), and had less severe HF (NYHA 
classes I/II, 75.0% vs. NYHA class III, 64.7%) preferred 
hospice care. No significant patterns emerged in the 
demographic and clinical characteristics of the patients 
who had a preferred choice for an aggressive treatment 
or hospice care, both choices, or no choice. However, 
the patients who had a preferred choice for both an ag-
gressive treatment and hospice care were younger, had 
a lower educational status, were predominantly women 
and unmarried, and had more severe HF than the pa-
tients with either EOL treatments or hospice care, or no 
choices (Table 3).

Associations of the AD attitude and HF prognosis 
with the completion of the K-AD model
Of the 24 patients, 10 patients (41.7%) completed the 
ADAS, with a mean score of 49.20 ± 4.37 points (range, 
42.00 to 54.00). Six patients completed less than 25% of 
the items owing to the difficulty in responding. Eight pa-
tients did not provide answers to one to three items. The 
most frequently missing items were those concerning 
the AD impact on the family subscale: “My family wants 
me to have an AD” (n = 7); “I think my family would want 
me to have an advance directive” (n = 5); “Making my end-
of-life treatment wishes clear with an AD would help to 
prevent guilt in my family” (n = 4); and “Having an AD 
would make sure that my family knows my treatment 
wishes” (n = 4). The patients who completed the ADAS 
demonstrated moderately positive attitudes toward ADs, 
with their completion of the K-AD model being higher 

Table 2. Korean-Advance Directive value statements of the patients 

Value statements No. of patients (%)

Die comfortably during end-of-life 7 (31.8)

Die comfortably with family members during end-of-life 3 (13.6)

Give no burdens to the family including children 3 (13.6)

Leave a living will after looking at all the children 1 (4.5)

Wait for end-of-life at home 1 (4.5)

Nothing 1 (4.5)

Never thought about it 3 (13.6)

Do not know 3 (13.6)

Total responses 22

Table 3. Sample characteristics based on the treatment wishes on the Korean-Advance Directive model

Characteristic No selection
Preferred selections for either  

EOL treatments or hospice 
Both selections for EOL  
treatments and hospice

p value

Age, yr 65.7 ± 6.9 66.5 ± 8.9 61.2 ± 10.4 0.440

Education, yr 9.2 ± 4.1 10.2 ± 3.4 8.0 ± 6.8 0.595

Male sex 5 (83.3) 6 (60.0) 2 (40.0) 0.333

Marital status (married)a 4 (66.7) 9 (90.0) 3 (60.0) 0.355

Living with someoneb 3 (50.0) 8 (80.0) 4 (80.0) 0.389

NYHA (I/II) 5 (83.3) 9 (90.0) 3 (60.0) 0.372

Values are presented as mean ± SD or number (%). Kruskal-Wallis tests were used for the continuous variables and chi-square 
tests for the categorical variables. 
EOL, end-of-life; NYHA, New York Heart Association functional class. 
aMarital status: married vs. other. 
bLiving with someone: live with someone vs. other. 
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than that of those who did not (70.0% vs. 57.1%). 

Relationships of the HF prognosis with the treat-
ment preferences
The 5-year mortality estimation (%) of this sample size 
was 30.8%, which was not significantly associated with 
the K-AD model completion. However, the patients who 
completed the K-AD model showed a better prognostic 
estimation (n = 15; mortality, 29.3%) than those who did 
not (n = 7; mortality, 34.0%) (Mann-Whitney U test, p = 
0.630). The patients who preferred to receive CPR had 
a higher prognosis, as estimated by the SHFM 5-year 
survival rate, than their counterparts (70.6% vs. 68.5%). 
Although the difference was insignificant, the patients 
who preferred hospice care had a lower 5-year survival 
rate than their counterparts (70.7% vs. 75.2%) (Table 4). 

DISCUSSION

This study initially investigated palliative care of patients 
with HF in Korea. ADs (K-AD model) were preliminari-
ly explored in the patients with HF, with approximately 
one in three patients completing the K-AD model. This 
finding supported the feasibility of the usage of the 
K-AD model in patients with HF. Moderately favorable 
attitudes towards AD were noted, with more positive at-

titudes associated with more frequent completion of the 
K-AD model. A better prognosis was also associated with 
more frequent completion of the K-AD model and more 
choices of futile LSTs, such as CPR, while fewer choices 
for hospice care in this pilot test.

ADs in palliative care have been largely employed 
for patients with cancer, while ADs for non-malignant 
chronic diseases, including HF, have received less at-
tention [19,29]. In Western countries, integration of 
or timely transition to palliative care for patients with 
HF, particularly at the advanced stage, has received in-
creasing attention over the past decade [10,29]. How-
ever, access or timely referral to palliative care and/or 
AD documentation in HF are underutilized [10,17], with 
approximately 4% of a minor group of patients having 
access to such care [30]. In Korea, cardiovascular experts 
initially supported and reached a consensus on palli-
ative care among patients with advanced HF [11]. Any 
form of ADs is likely to facilitate transitional palliative 
care in HF in ongoing therapeutic and palliative discus-
sions on the routine care of HF [11,16,17]. 

This aspect of HF care received primary attention in 
this study, with approximately two-thirds of the patients 
with HF having favorable attitudes toward ADs and vol-
untarily providing AD information using the K-AD mod-
el, while 37.5% declining to complete the K-AD model 
owing to a lack of knowledge and poor understanding 

Table 4. End-of-life treatment wishes in the Korean-Advance Directive model and predicted survival

Treatment wishes Patients 5-yr survival, % p value 

CPR 22 0.689

No 15 (68.2) 68.5 ± 15.1

Yes 7 (31.8) 70.6 ± 16.0

Artificial ventilation 21 0.947

No 19 (90.5) 70.0 ± 13.5

Yes 2 (9.5) 66.5 ± 21.9

Hemodialysis 21 1.000

No 19 (90.5) 67.6 ± 14.1

Yes 2 (9.5) 66.5 ± 21.9

Hospice care 21 0.659

No 7 (33.3) 75.2 ± 7.3

Yes 14 (66.7) 70.7 ± 13.3

Values are presented as number (%) or mean ± SD. Mann-Whitney U tests were used for the comparisons of mean differences 
of heart failure prognosis in the two groups.
CPR, cardiopulmonary resuscitation.
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of ADs and/or difficulty in making EOL decisions for 
care. In another study in Korea, 61.1% of older Korean 
adults who were recruited from senior centers (mean 
age, 74.2 years) agreed to prepare ADs if available [25]. 
Further, 33.1% of older patients with cancer (mean age, 
70.8 years) were aware of ADs in Korea and most patients 
were willing to complete ADs (93.1%), if available [31]. In 
the United States, 67.6% of elderly Americans, who died 
between 2000 and 2006, actually had ADs either as liv-
ing wills or a durable power of attorney [32], while 12.7% 
of hospitalized patients with HF had documented ADs 
[16]. The patients with HF with demographic patterns 
associated with more documented ADs were found to 
be older (> 65 years), female, unmarried, Caucasian, and 
have a higher socioeconomic status [16]. Despite the 
initial introduction of ADs among patients with HF in 
Korea, following the enactment of the LST Act for indi-
viduals with and without terminal conditions [21], these 
preliminary findings support the feasibility of earlier 
incorporation of ADs in non-hospice palliative care for 
patients with HF. Further, a larger study is warranted 
to assess the demographic and clinical characteristics of 
patients to increase the awareness and documentation 
of ADs in Korea.

The specific responses to each component of the K-AD 
model in the patients with HF were similar to those of 
other Korean populations with and without cancer 
[23,33], particularly those of community-dwelling elder-
ly individuals [23]. Comfortable death (31.8%) and reluc-
tance to burden the family with their care (13.6%) were 
highly valued among the patients with HF. Among the 
community-dwelling elderly individuals in Korea, 35% 
valued comfortable death the most, and 28.6% valued 
no burden to the family [23]. Also, comfortable death 
(57.9%) and no burden to the family (24.3%) were valued 
by healthy adults. Most patients with cancer (73.8%) and 
their caregivers (66.7%) valued comfortable death more, 
primarily with no pain and/or no burden to the family 
[33]. Regarding the EOL futile LSTs, approximately one 
in three patients with HF (31.8%) showed preference for 
CPR, and only two patients showed preference for artifi-
cial ventilation or hemodialysis. Although the difference 
was insignificant, the patients who were younger, female, 
and had more severe HF were willing to receive CPR, 
while those who were female and had less severe HF 
preferred hospice care. Further, the patients of young-

er age, lower educational status, female sex, without 
spouse, and having more severe HF preferred to receive 
both an aggressive treatment and hospice care in con-
trast to those with no choices or either EOL treatments 
or hospice care in this study. In other studies in Korea, 
CPR was less preferred by patients with cancer-caregiver 
dyads (20.5% vs. 27.3%) and artificial ventilation (20.5% 
vs. 36.4%) [33]. In community-dwelling elderly individ-
uals, CPR (23.3%) and artificial ventilation (24.0%) were 
similarly selected [23]. Further, elderly Americans who 
had documented AD preferences were more likely to re-
ceive limited care, as indicated by their preference, than 
those without ADs [32]. 

Such ADs in palliative care of patients with HF are 
likely under the influence of cultural and/or ethnic cir-
cumstances [34]. Our findings initially provide insights 
into the AD needs of patients with a non-malignan-
cy condition, i.e., HF in this study; this would possi-
bly facilitate a better understanding of palliative care 
for Korean patients with HF. In patient-centered care 
particularly under Confucian beliefs, family members 
influence an individual’s personhood in terms of prac-
tices of patient autonomy upon the provision of one’s 
palliative care and/or EOL medical decisions, while 
preserving individuality [35]. Particularly, appointed 
proxies regarding EOL medical decisions are largely 
established by their descendants, particularly the eldest 
son in Confucian-rooted traditions, highly influencing 
the parent EOL moment [36]. In this study, half of the 
patients with HF appointed their adult children, on 
whom patients would willingly depend, as their sur-
rogate decision-maker to determine or follow their 
EOL wishes/choices, followed by their spouse. Most 
community-dwelling elderly individuals also designat-
ed their descendants as their proxy (77.1%), followed by 
their spouses (17.5%) [23]. In cancer, 55.0% of patients and 
41.0% of their spouses designated themselves as a proxy 
[34]. These findings suggest that the specific features 
of EOL care on the K-AD model were similar to those 
of the community-dwelling elderly individuals but 
were slightly different from those in other malignan-
cies. Further, earlier introduction to ADs is then fea-
sible among patients with HF, with consideration for 
cultural traditions in the provision of palliative care 
among them.

Despite the recommendation and establishment of 
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palliative practice among patients with HF in west-
ern countries, several barriers still challenge such care 
with the underuse of AD documentation. These barri-
ers to suboptimal palliative care and/or use of ADs in-
volve time conflict, professional training, and resourc-
es largely associated with unpredictable HF prognosis, 
communication difficulty, or a lack of model/system for 
palliative care [9,12,29]. Moreover, negative attitudes to-
ward a care paradigm are also among the major barriers, 
while favorable attitudes are likely to support palliative 
care in the context of HF. In one study following a pal-
liative consultation for patients with symptomatic HF 
(NYHA Classes II/III), attitudes toward ADs improved. 
Despite the insignificant results, the completion of ADs 
increased [20]. Such attitudes could be possible in eth-
nic differences. One study reported that Malays were 
less willing to participate in advance care planning dis-
cussion than Chinese and Indians [37]. In this study, the 
relationships of the AD attitudes and prognosis of HF 
with the completion of the K-AD model and each of the 
four treatment directives, respectively, were prelimi-
narily examined. The attitudes toward ADs of the Ko-
rean patients with HF were moderately positive (mean, 
49.20), which was comparable to the scores in the ADAS 
of the community-dwelling elderly Koreans from senior 
centers (mean, 45.12) [25] and older patients with cancer 
(mean, 48.29) [31]. The patients with positive attitudes 
also provided more responses to the K-AD model than 
those who did not complete the ADAS, implying that 
enhancing AD attitudes could possibly facilitate the use 
of ADs in Korea.

Furthermore, HF prognosis was explored for its prob-
able relationships with the EOL treatment preferences. 
Owing to the nature of a pilot test, the patients with and 
without choices for CPR had no differences; only two 
patients had choices for other aggressive treatments, 
limiting the statistical analyses. However, the patients 
with a poor prognosis had fewer wishes for CPR and 
more wishes for hospice care than their counterparts. 
Previously, fewer than half of the patients with advanced 
HF completed their ADs; those who had ADs were less 
likely to receive aggressive care, such as ventilation sup-
port or intensive unit care, during their EOL stage [17]. 
Palliative consultation also likely increases comfort care 
selection. In one study, patients with advanced HF who 
were hospitalized for acute decompensation (mean age, 

68 years; 91.8% of African Americans) selected more 
comfort care (hospice and/or “do not resuscitate” order) 
than the usual care group 3-6 months after palliative 
consultation, despite the result being insignificant [38]. 
Further empirical evidence on palliative care benefits is 
needed based on the understanding of the circumstance 
under which the patient makes a decision to give up on 
prolonged life support.

Owing to the nature of the study, involving a prelimi-
nary description using a small sample size, a major lim-
itation arises, suspending any conclusion until results 
are verified using a larger sample size. In addition, a 
convenient sample can cause selection biases, which can 
adversely impact the study validity.

This study raises increased attention to and provides 
important implications for non-malignancy palliative 
care for Korean patients with HF in research and prac-
tice. More empirical evidence is warranted to explore 
palliative care awareness, needs, preferences, and bene-
fits/barriers for palliative care among all patients/fam-
ilies and healthcare professionals and their experience 
during the palliative discussion integrated into routine 
care. Healthcare professionals’ palliative care education 
and training are also critical, encompassing knowl-
edge, attitudes, communication skills, and systematic 
approach, given the challenging time conflicts in clini-
cal practice [39]. Ample evidence could then be used for 
developing a non-malignancy model for palliative care 
in HF and interventions, which could eventually accom-
plish the continuity and shared goals of care for patients 
with HF through ongoing patient-physician communi-
cation. Further studies are also needed to make the pro-
visional efforts for legal ground and policy-making for 
palliative care of patients with HF.

In conclusion, this study initially showed that the 
scope of palliative care, using the K-AD model as a ve-
hicle, could be extended to the context of HF in Korea. 
Poor awareness but moderately positive attitudes toward 
ADs were noted among the patients with mild HF, with 
a high acceptance of the K-AD model observed in ap-
proximately two-thirds of the patients who completed 
the K-AD model. This finding supports the feasibility of 
its use. The major reasons for incompletion were knowl-
edge deficit and decisional difficulty for EOL care. Given 
the LST Act in action in February 2018 [21], these findings 
suggest that further exploration of the understanding 
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of and attitudes toward ADs of patients with HF and/or 
their families and their relationships with palliative care 
with a preparation of an AD in a larger sample is needed.
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