
Truth Telling and Treatment Strategies in End-of-Life Care in
Physician-Led Accountable Care Organizations

Discrepancies Between Patients’ Preferences and Physicians’ Perceptions
g,
Hsien-Liang Huang, MD, MSc, Shao-Yi Chen

, M

(Medicine 94(16):e657)

Abbreviation: ACO = accountable care organization.

Design and Partic
This study is a

sampling method to s

Editor: Robert L. Barkin.
Received: February 9, 2015; revised: February 17, 2015; accepted:
February 23, 2015.
From the Department of Family Medicine (HLH), Cardinal Tien Hospital,
and Fu-Jen Catholic University, New Taipei City; Department of Family
Medicine (SYC, CAY, CYC, TYC); and School of Nursing (WYH),
College of Medicine and Hospital, National Taiwan University, Taipei,
Taiwan.
Correspondence: Tai-Yuan Chiu, Professor, Department of Family

Medicine, National Taiwan University Hospital, No. 7 Chung-Shan
South Rd, Taipei 10002, Taiwan (e-mail: tychiu@ntuh.gov.tw).

This study was supported by the National Science Council of Taiwan, and all
authors are independent from the funder.

The authors have no conflicts of interest to disclose.
Copyright # 2015 Wolters Kluwer Health, Inc. All rights reserved.
This is an open access article distributed under the Creative Commons
Attribution License 4.0, which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work is properly cited.
ISSN: 0025-7974
DOI: 10.1097/MD.0000000000000657

Medicine � Volume 94, Number 16, April 2015
hien-An Yao,

Wen-Yu Hu, RN, PhD, Ching-Yu Chen

Abstract: Providing patient-centered care from preventive medicine

to end-of-life care in order to improve care quality and reduce medical

cost is important for accountable care. Physicians in the accountable

care organizations (ACOs) are suitable for participating in supportive

end-of-life care especially when facing issues in truth telling and

treatment strategy. This study aimed to investigate patients’ attitudes

toward truth telling and treatment preferences in end-of-life care and

compare patients’ attitudes with their ACOs physicians’ perceptions.

This nationwide study applied snowball sampling to survey phys-

icians in physician-led ACOs and their contracted patients by ques-

tionnaire from August 2010 to July 2011 in Taiwan. The main outcome

measures were beliefs about palliative care, attitudes toward truth

telling, and treatment preferences.

The data of 314 patients (effective response rate¼ 88.7%) and 177

physicians (88.5%) were analyzed. Regarding truth telling about disease

prognosis, 94.3% of patients preferred to be fully informed, whereas

only 80% of their physicians had that perception (P< 0.001). Signifi-

cant differences were also found in attitudes toward truth telling even

when encountering terminal disease status (98.1% vs 85.3%). Regarding

treatment preferences in terminal illness, nearly 90% of patients pre-

ferred supportive care, but only 15.8% of physicians reported that their

patients had this preference (P< 0.001).

Significant discrepancies exist between patients’ preferences and

physicians’ perceptions toward truth telling and treatment strategies in

end-of-life care. It is important to enhance physician–patient communi-

cation about end-of-life care preferences in order to achieve the goal of

ACOs. Continuing education on communication about end-of-life care

during physicians’ professional development would be helpful in the

reform strategies of establishing accountable care around the world.
MD, MSc, DrPH, C MD, MPH,
D, and Tai-Yuan Chiu, MD, MHSci
INTRODUCTION

P roviding patient-centered care from preventive medicine to
end-of-life care in order to improve care quality and reduce

medical cost is important for accountable care.1–3 However,
with much expansion of life-sustaining advanced technologies,
end-of-life care may be filled with burdensome interventions of
little clinical value.4,5 In such circumstances, the role of accoun-
table care organizations (ACOs) as continuing and coordinative
care of patients makes physicians in the ACOs suitable for
participating in supportive end-of-life care especially when
facing issues in truth telling and treatment strategy.6–9

Protecting patient autonomy to ensure that their treatment
preferences are supported is an essential responsibility for phys-
icians in ACOs during comprehensive, coordinated, and continu-
ing care.10,11 Patient values should be respected during informed
consent processes, and their preferences should be implemented
in all medical decision making. The decision-making process
requires sufficient patient understanding of the relevant diagnos-
tic information, but truth telling by physicians is a frequently
encountered ethical dilemma.12–14 Physicians in ACOs who are
acquainted with the patient and family should better understand
the values and emotional reactions of the patient, and they could
involve better in promoting patients using advance directives to
choose preferred treatment preference.15–18

Previous studies mostly focus on health professionals and
patients in secondary or tertiary care setting, and differences in
attitudes toward certain medical decisions have been observed
in previous studies.19–21 Little is known on patients and their
physicians in ACOs, and few surveys have investigated the
perceptions of physicians compared with the preferences of
their contracted patients. Surveying patients’ preferences
toward truth telling and treatment strategies may provide
important information for physicians and policy makers in
establishing a better end-of-life care network, and this kind
of survey should be adopted in other countries such as United
States after the enactment of Patient Protection and Affordable
Care Act due to the quality measurement of ACOs by patients’
experiences may be difficult in end-of-life care.10 Moreover,
community-based physician-led ACOs could provide better
end-of-life care as patients’ wishes on limiting unnecessary
image or blood testing, invasive procedures, and hospitaliz-
ations.5,22 To understand patient treatment preference and
respect their wishes in end-of-life care, the study aimed to
investigate the attitude toward truth telling and treatment pre-
ference of patients and identify the perception of their phys-
icians in community-based physician-led ACOs.

METHODS
ipants
nationwide survey using the snowball
urvey physicians in community-based
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physician-led ACOs and their contracted patients using a struc-
tured, validated questionnaire. The questionnaire was mailed to
physicians of the community medical teams (CMTs) in Taiwan
from August 2010 to July 2011. Physicians in the CMTs
represent different specialties and are certified to conduct
family practice in the community after a set of training courses.
Since 2003, as part of Taiwan’s National Health Insurance
System, the CMTs have functioned as physician-led ACOs
and offer patient-centered integrated care, including preventive
medicine, health promotion, 24-hour on-call service, effective
referral system, and end-of-life care. Return and completion of
the questionnaire represented consent to participate. The ques-
tionnaire was resent to those who did not return the reply
postcard within 2 weeks after the initial mailing. The design
of the study and participants’ selection were approved by the
ethics committee of the National Taiwan University Hospital
and the National Science Council of Taiwan.

Questionnaire
A structured, self-reported questionnaire consisting of 5

parts was administered to all participants. The 5 parts included
questions on demographic characteristics, beliefs about pallia-
tive care, subjective norms, attitudes toward truth telling, and
attitudes toward treatment preferences. The entire questionnaire
was tested for content validity by a panel comprising 7 experts
in end-of-life care. Each item in the questionnaire was scored on
a 5-point scale ranging from ‘‘very inappropriate and not
relevant’’ (1) to ‘‘very appropriate and relevant’’ (5). Only
the items that had an average rating above ‘‘4’’ were included
in the final questionnaire. Additionally, 15 physicians and
members of the general public completed the questionnaire
to confirm its face validity and ease of application.

Demographic characteristics assessed by the questionnaire
included sex, age, marital status, education level, religion, and
past experience in palliative care. The remaining 4 parts
included the following.

Beliefs About End-of-Life Care
This part was designed with careful scrutiny of the litera-

ture by the investigators and included respondents’ perceptions
about the threats, benefits, and barriers of hospice care. The
measure is a 26-item set in the physician questionnaire and a 24-
item set in the patients’ questionnaire, and both use a 5-point
Likert scale ranging from ‘‘strongly disagree’’ (1) to ‘‘strongly
agree’’ (5). Bartlett test (BT) of sphericity and the Kaiser–
Meyer–Olkin (KMO) test were used to determine that beliefs
data were suitable for exploratory factor analysis. The BT
values for the data were 2568 for physicians and 5744 for
patients. Both significant values were 0.000. The KMO value
was 0.851 for physicians and 0.891 for patients. The draft items
were analyzed using principal component factor analysis fol-
lowed by orthogonal varimax rotation. The beliefs measure was
constructed using threats, benefits of quality-of-life care and
good death, and barriers perceived. Internal consistency was
demonstrated with the Cronbach a coefficient range of 0.56–
0.934 in the subscales of beliefs.

Subjective Norms
This part is defined as ‘‘the motivation to comply with

significant others’ opinions’’ to provide or receive hospice care.

Huang et al
The measure has 6 items, the influences of spouses, sons, daugh-
ters, colleagues, friends, or others, and used a 5-point Likert scale
ranging from ‘‘strongly unaffected’’ (1) to ‘‘strongly affected’’ (5).
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Truth Telling
This section identifies patients’ attitudes toward truth

telling and physicians’ perceptions about respecting patients’
choices. The need for truth telling was assessed under 3
conditions of health status: overall disease prognosis, cancer
diagnosis, and terminal status.

Treatment Preferences
This part identifies patients’ preferences and physicians’

perceptions of patients’ preferred treatment strategy in end-of-
life care. The content of treatment alternatives included life-
prolonging treatment or supportive care.

Statistical Analysis
Data management and statistical analysis were performed

using SPSS 11.0 statistical software (SPSS Inc., Chicago, IL). A
frequency distribution was used to describe the demographic
data and the distribution of each variable. Mean values and
standard deviations were used to analyze the degree of each
variable in the beliefs about palliative care and subjective
norms. Statistical differences between physicians and patients
on attitudes toward truth telling and preferences for treatment
strategies were tested using Fisher exact test. A P value of
<0.05 was considered statistically significant.

RESULTS
The questionnaire was mailed to 200 physicians in 150

CMTs initially and 177 (88.5%) responded. Of the physicians
who returned the questionnaire with participation consent, 2 of
their contracted patients were sent the survey questionnaire.
After deducting incomplete patient questionnaires, 314 (88.7%)
were included in the final analysis.

The respondents in the physician group were mostly male
(92.1%) with a mean age of 53.2 (standard deviation
[SD]¼ 9.2). Patient respondents were mostly female (83.1%)
with a mean age of 41.3 (SD¼ 12.2). Among the physicians,
60.5% had experiences of caring for terminal patients, but only
12.4% of them had provided hospice care (Table 1).

Beliefs and Subjective Norms of the Patients and
Physicians

Table 2 indicates possible factors influencing truth telling
and treatment strategy preferences among patients and phys-
icians. When considering beliefs, reverse scoring was used in
the disadvantages section. A lower score indicated negative
beliefs toward hospice care—in other words, perceiving more
threats or barriers and fewer benefits. The mean scores of beliefs
toward hospice care were 3.60� 0.82 in the patient group and
3.66� 0.73 in the physician group, which means that both the
groups have positive attitudes toward hospice care. Among the
3 subconcepts of beliefs, ‘‘benefits’’ of providing hospice care
ranked first in both the groups (4.15� 0.22 in patient group,
4.16� 0.22 in physician group). In the physician group, the
lower-scoring items in perceiving the threats about hospice care
were the following: ‘‘cure is hopeless for advanced cancer
patients’’ (2.2), ‘‘makes me think about death’’ (2.25), and
‘‘unable to easily face dying process and distress’’ (2.3). The
main barriers to hospice care perceived by physicians were the
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following: ‘‘the suffering of facing death’’ (2.55), ‘‘makes
patients feel hopeless’’ (3.21), and ‘‘patients feel abandoned’’
(3.81).
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TABLE 1. Demographic Characteristics of Participants

Variable

Patients (N¼ 314) Physicians (N¼ 177)

n % n %

Sex
Male 53 16.9 163 92.1
Female 261 83.1 14 7.9

Age, y
Average 41.3 53.2
Standard deviation 12.2 9.2

Residence area
Northern Taiwan 143 45.5
Central Taiwan 103 32.8
Southern Taiwan 62 19.7
Eastern Taiwan 4 1.3
Outer island of Taiwan 2 0.6

Marital status
Not married 82 26.1 3 1.7
Married 206 65.6 167 95.3
Other 26 8.3 7 3

Education level
None or elementary school 7 2.2 0 0
Junior school 8 2.5 0 0
High school 69 22 0 0
College 219 69.8 154 87.5
Graduate school or higher 11 3.5 23 12.5

Religions
None 80 25.5 52 29.4
Traditional belief 57 18.2 48 27.1
Buddhist 78 24.8 41 23.2
Taoist 55 17.5 10 5.6
Protestant/Orthodox Christian 30 9.6 17 9.6
Catholic 4 1.3 3 1.7
Others 10 3.1 2 1.1

Importance of religious activities
Very important 41 13.1 18 10.2
Important 78 24.8 47 26.6
Fairly important 158 50.3 78 44.1
Not important 27 8.6 31 17.5
Not at all 9 2.9 3 1.7

Experience of relatives having received hospice care
No 277 88.2 135 76.3
Yes, hospice inpatient care 27 8.6 35 19.8
Yes, hospice home care 10 3.2 7 4.0

Experience of taking care of terminal patients
No 70 39.5
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Truth Telling
Table 3 demonstrates the survey results for attitudes

toward truth telling. Among patients, 94.3% prefer to be
informed of any disease prognosis and 5.7% of patients want
to understand only curable disease conditions. However, among
physicians, 20.9% considered that their patients only wanted to
know about curable disease status. If facing cancer, only 1
patient (0.3%) would leave the diagnosis to family and 4

Yes, with influence on belief in terminal care
Yes, without influence on belief in terminal care
patients (1.3%) did not want to know at all. Only 13.6% of
physicians had the impression that their patients preferred that
their families understand the cancer diagnosis and 1.7% of

Copyright # 2015 Wolters Kluwer Health, Inc. All rights reserved.
physicians believed that patients did not want to know. When
encountering terminal disease status, 14.7% of physicians
believed that the patients just wanted their families to be
informed or they do not want to know at all. However, up to
98.1% of the patients surveyed had the attitude that they wanted
to be informed even under terminal conditions.

End-of-Life Treatment Preferences

87 49.2
20 11.3
Facing end of life, nearly 90% of patients strongly or
somewhat favored the treatment strategy of supportive care.
However, only 15.8% their physicians believed that their
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TABLE 2. Beliefs of Patients Regarding End-of-Life Care

Patients (N¼ 314) Physicians (N¼ 177)

Mean SD Rank Mean SD Rank

Belief 3.60 0.82 3.66 0.73
Factor I: perception of threats 2.00 0.24 2.69 0.65

Cure is hopeless 2.35 1.12 21 2.20 1.08 24
Many difficult symptoms 1.91 0.83 22 2.30 1.02 22
Makes me feel weak 1.90 0.83 23 2.33 1.09 21
The stress of facing dying during terminal status 1.83 0.73 24 2.25 1.04 23

Factor II: perception of benefits 4.15 0.22 4.16 0.26
Avoid the idea of euthanasia 3.54 0.90 18 3.49 0.83 18
Help medical staff to take better care of patients 4.01 0.73 11 3.90 0.75 14
Help to die at home 4.09 0.73 10 4.05 0.69 11
Better communication with terminal patients 4.11 0.67 9 4.10 0.66 10
Respect for patient’s religion and burial rites 4.13 0.69 8 4.14 0.66 8
Help patient and family face dying bravely 4.21 0.64 7 4.23 0.67 7
Provide care and companionship by medical team 4.23 0.61 6 4.32 0.64 4
Able to have family support 4.25 0.63 5 4.29 0.63 5
Provide emotional support 4.25 0.66 4 4.27 0.62 6
Able to die peacefully and have a good death 4.30 0.69 3 4.41 0.63 2
Relieve pain and other symptoms 4.32 0.63 2 4.32 0.65 3
Able to promote quality of life and keep patient’s dignity 4.34 0.60 1 4.41 0.60 1

Factor III: perception of barriers 3.58 0.36 3.64 0.52
Unable to easily face dying process and distress 2.89 1.21 20 2.55 1.16 20
Feeling helpless toward life 3.14 1.26 19 3.21 1.27 19
Makes patients feel hopeless 3.70 1.06 17 3.76 1.04 16
Give up on patients 3.70 1.02 16 3.83 0.99 15
No aggressive treatment for physical symptoms 3.74 1.06 15 4.00 0.90 12
Patients feel abandoned 3.75 1.05 14 3.73 1.02 17
No active treatment and only awaits death 3.76 1.08 13 3.93 0.92 13
Shorten life just like euthanasia 3.93 1.01 12 4.13 0.93 9

Subjective norms 2.42 0.67 2.96 0.76
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patients had this kind of preference. Also, almost half of
physicians thought that patients had no preference for treatment
strategy, and around one third of surveyed physicians had the
perception that patients favored life-prolonging treatment
(Table 4).

DISCUSSION
The present study of the nationwide survey of patients’

preferences versus ACOs’ physicians’ perceptions on truth
telling and treatment strategies is especially essential when
Taiwan is the first Asian country to enact the Natural Death
Act and the National Health Insurance System with the unique
physician-led ACO (CMT). The discordance between patients’
preferences and physicians’ perceptions suggests a communi-
cation gap and physicians need to make more efforts to com-
municate with patients during end-of-life decision making. As
the nationally representative results suggest, physicians in the
ACOs should engage more actively during medical decision
making to fully understand patients’ wishes and protect their
autonomy for better patient-centered end-of-life care.

Discrepancies between patients’ preferences and phys-

SD ¼ standard deviation.
icians’ perceptions about truth telling are demonstrated in this
study both in disclosure of cancer diagnosis and terminal
conditions. Truth telling ranks first among ethical dilemmas

4 | www.md-journal.com
of health professionals in end-of-life care in previous stu-
dies,12,23,24 and surrogate decision making has many limitations
in protecting patients’ best interests such as identification of
patients’ values. If physicians with established long-term
doctor–patient relationships have the misconception of not
disclosing diagnoses to patients, specialists such as oncologists
in medical centers with only short-term contact with patients
and families may even more easily ignore the need for truth
telling. Understanding patients’ preferences for receiving
enough relevant medical information under diagnosis of cancer
or terminal conditions, physicians should effectively and care-
fully explain the medical diagnosis to patients, thus giving them
sufficient background information for decision making. Also,
through the truth telling process, physicians could actively
participate in communicating advance care planning and
increasing the quality of end-of-life care.

Life-sustaining treatment may become a futile manage-
ment when a patient faces a terminal condition with poor
prognosis. In this circumstance, physicians easily feel frustrated
with end-of-life care because curative therapy is the focus of
medical education during professional development. If phys-
icians in the ACOs consider that patients’ in terminal care still

prefer curative treatments, they may keep referring patients to
specialists in order to administer advanced technology treat-
ments or even experimental treatments. This study clearly
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TABLE 3. Attitudes Toward Truth Telling

Patients (N¼ 314) Physicians (N¼ 177)

n % n % P Value
�

Truth telling about disease prognosis <0.001
Wish to be fully informed 296 94.3 139 78.5
Only curable diseases 18 5.7 37 20.9
Do not wish 0 0 1 0.6

Truth telling about cancer diagnosis <0.001
Not to be informed 4 1.3 3 1.7
To the patient only 64 20.4 24 13.6
To the patient and family 244 77.7 126 71.2
The family only 1 0.3 24 13.6

Truth telling in terminal illness <0.001
Not to be informed 5 1.6 5 2.8
To the patient only 45 14.3 25 14.1
To the patient and family 263 83.8 126 71.2
The family only 1 0.3 21 11.9

s.
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demonstrates (86.3% of the public surveyed) patients’ need for
supportive care, which becomes impossible under the circum-
stance described earlier. If the results of patient preferences for
supportive treatment strategies in end-of-life care can be
revealed to physicians, it may effectively reduce physicians’
misunderstanding of treatment goals. Then, community-
oriented end-of-life care by physician-led ACOs can be put
into practice as patients wish.

Previous surveys in Taiwan have already indicated that
providing supportive care to terminal patients is an essential
responsibility of continuing care by primary care physicians,
demonstrating that 80% to 90% of healthcare professionals are
willing to provide hospice care in the community.25,26 More-
over, results of those studies showed that the benefits of hospice
care received the highest scores from both physicians and
patients. Patients’ need for hospice care and physicians’ will-
ingness to provide certain kinds of hospice care are clearly
demonstrated. Nevertheless, the present nationwide study
showed that 60.5% of community-based physician-led ACOs

�
P value was calculated using Fisher exact test between the 2 group
had the experiences of caring for terminal patients, but only
12.4% of them had provided hospice care to their patients.
Providing hospice care training during ACOs’ physicians’

TABLE 4. Preferences of Treatment Strategies in Cancer Care Fac

Patients (N¼

n

Preferable treatment strategies
Strongly prefer life-prolonging treatment 4
Prefer life-sustaining treatment 11
No preference 28
Prefer supportive care 177
Strongly prefer supportive care 94

�
P value was calculated using Fisher exact test between the 2 groups.

Copyright # 2015 Wolters Kluwer Health, Inc. All rights reserved.
continuing education and overcoming the barriers toward hos-
pice care will enable physicians to be confident in offering
patient-centered end-of-life care.

This study has some limitations. First, because Taiwan has
its unique National Health Insurance System, the findings here
can only be applied to other countries with modification.
However, the CMTs functioned as physician-led ACOs in
the United States after the enactment of Patient Protection
and Affordable Care Act. Moreover, the core value of improv-
ing care quality and reducing cost in ACOs is important in every
country. In addition, the respondents to the questionnaires may
be those who are interested in palliative care, and certain
selection bias may exist in the study design. Third, only 2
contracted patients of each physician were selected, which may
limit generalizability of results. However, only loyal patients
who frequently visited the physicians were included, which
means that the physicians surveyed should understand these
patients’ preferences well.

In conclusion, significant discrepancies exist between

patients’ preferences and physicians’ perceptions toward truth
telling and treatment strategies in end-of-life care. The results of
this study indicate that it is important to enhance physician–

ing End of Life

314) Physicians
(N¼ 177)

% n % P Value
�

<0.001
1.3 12 6.8
3.5 48 27.1
8.9 87 49.2

56.4 28 15.8
29.9 0 0
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patient communication about end-of-life care preferences in
order to achieve the goal of ACOs. Continuing education on
communication about end-of-life care during physicians’ pro-
fessional development would be helpful in the reform strategies
of establishing accountable care around the world.

ACKNOWLEDGMENT

The authors are grateful to the patients and community
physicians for their participation.

REFERENCES

1. McClellan M, Kent J, Beales SJ, et al. Accountable care around the

world: a framework to guide reform strategies. Health Aff (Mill-

wood). 2014;33:1507–1515.

2. Casalino LP. Accountable care organizations: the risk of failure and

the risks of success. N Engl J Med. 2014;371:1750–1751.

3. Toussaint J, Milstein A, Shortell S. How the pioneer ACO model

needs to change: lessons from its best-performing ACO. J Am Med

Assoc. 2013;310:1341–1342.

4. Stevenson DG, Ayanian JZ, Zaslavsky AM, et al. Service use at the

end-of-life in Medicare advantage versus traditional Medicare. Med

Care. 2013;51:931–937.

5. Carlson MD, Barry C, Schlesinger M, et al. Quality of palliative

care at US hospices: results of a national survey. Med Care.

2011;49:803–809.

6. Kassam A, Skiadaresis J, Habib S, et al. Moving toward quality

palliative cancer care: parent and clinician perspectives on gaps

between what matters and what is accessible. J Clin Oncol.

2013;31:910–915.

7. Desmedt M, Michel H. Palliative home care: improving co-operation

between the specialist team and the family doctor. Support Care

Cancer. 2002;10:343–348.

8. Roorda C, de Bock GH, van der Veen WJ, et al. Role of the general

practitioner during the active breast cancer treatment phase: an

analysis of health care use. Support Care Cancer. 2012;20:705–714.

9. Bull JH, Whitten E, Morris J, et al. Demonstration of a sustainable

community-based model of care across the palliative care continuum.

J Pain Symptom Manage. 2012;44:797–809.

10. McWilliams JM, Landon BE, Chernew ME, et al. Changes in

patients’ experiences in Medicare accountable care organizations. N

Engl J Med. 2014;371:1715–1724.

Huang et al
11. Epstein RM, Street RL Jr. Shared mind: communication, decision

making, and autonomy in serious illness. Ann Fam Med.

2011;9:454–461.

6 | www.md-journal.com
12. Chiu TY, Hu WY, Huang HL, et al. Prevailing ethical dilemmas in

terminal care for patients with cancer in Taiwan. J Clin Oncol.

2009;27:3964–3968.

13. Panagopoulou E, Mintziori G, Montgomery A, et al. Concealment of

information in clinical practice: is lying less stressful than telling the

truth? J Clin Oncol. 2008;26:1175–1177.

14. Hu WY, Chiu TY, Chuang RB, et al. Solving family-related barriers

to truthfulness in cases of terminal cancer in Taiwan. A professional

perspective. Cancer Nurs. 2002;25:486–492.

15. Silveira MJ, Kim SY, Langa KM. Advance directives and outcomes

of surrogate decision making before death. N Engl J Med.

2010;362:1211–1218.

16. De Gendt C, Bilsen J, Stichele RV, et al. Advance care planning and

dying in nursing homes in Flanders, Belgium: a nationwide survey. J

Pain Symptom Manage. 2013;45:223–234.

17. Hutcheson A. Hospice care in the United States. Prim Care.

2011;38:173–182.

18. Yang CL, Chiu TY, Hsiung YF, et al. Which factors have the

greatest influence on bereaved families’ willingness to execute

advance directives in Taiwan? Cancer Nurs. 2011;34:98–106.

19. Bruera E, Sweeney C, Calder K, et al. Patient preferences versus

physician perceptions of treatment decisions in cancer care. J Clin

Oncol. 2001;19:2883–2885.

20. Bruera E, Willey JS, Palmer JL, et al. Treatment decisions for breast

carcinoma: patient preferences and physician perceptions. Cancer.

2002;94:2076–2080.

21. Rietjens JA, van der Heide A, Onwuteaka-Philipsen BD, et al. A

comparison of attitudes towards end-of-life decisions: survey among

the Dutch general public and physicians. Soc Sci Med.

2005;61:1723–1732.

22. Mostashari F, Sanghavi D, McClellan M. Health reform and

physician-led accountable care: the paradox of primary care physi-

cian leadership. J Am Med Assoc. 2014;311:1855–1856.

23. Finlay I. Difficult decisions in palliative care. Br J Hosp Med.

1996;56:264–267.

24. Kinzbrunner BM. Ethical dilemmas in hospice and palliative care.

Support Care Cancer. 1995;3:28–36.

25. Liu WJ, Hu WY, Chiu YF, et al. Factors that influence physicians in

providing palliative care in rural communities in Taiwan. Support

Care Cancer. 2005;13:781–789.

Medicine � Volume 94, Number 16, April 2015
26. Hu WY, Chiu TY, Dai YT, et al. Nurses’ willingness and the

predictors of willingness to provide palliative care in rural commu-

nities of Taiwan. J Pain Symptom Manage. 2003;26:760–768.

Copyright # 2015 Wolters Kluwer Health, Inc. All rights reserved.


	Truth Telling and Treatment Strategies in End-of-Life Care in Physician-Led Accountable Care™Organizations
	INTRODUCTION
	METHODS
	Design and Participants
	Questionnaire
	Beliefs About End-of-Life Care
	Subjective Norms
	Truth Telling
	Treatment Preferences

	Statistical Analysis

	RESULTS
	Beliefs and Subjective Norms of the Patients and Physicians
	Truth Telling
	End-of-Life Treatment Preferences

	DISCUSSION
	Acknowledgment


