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to be discussed, active listening, facilitating behavior, shared 
decision-making, and accessibility), eight factors for Current 
issues (diagnosis, prognosis, patient’s physical concerns, 
patient’s psychosocial concerns, patient’s spiritual concerns, 
wishes for present and future, unfi nished commitments, and 
discussion of  treatment and care options), and fi ve factors 
for Anticipating (offering follow-up appointments, possible 
complications, impending wishes, actual process of  dying, 
and end-of-life decisions).

Two studies were reported by Slort et al.[3,4] The fi rst one 
studied 126 GPs of  whom 64 received ACA training and 64 
were controls and compared the content analysis scores of  
Roter Interaction Analysis System (RIAS) for a videotaped 
15-min consultation of  each GP with a simulated palliative 
care patient between both groups. The second one was on 
116 GP trainees of  whom 54 received ACA training and 
64 acted as controls. Both studies did not fi nd any effect 
of  ACA training on the RIAS scores, either on the number 
of  issues discussed or on the quality of  GP or GP trainees’ 
communicative behavior.

Although the ACA approach was developed and studied 
by same group of  authors, and was surprisingly shown 
to be ineffective, it is yet to be content validated and 
cross-culturally adapted to suit the scenario in developing 
countries. The ACA model appears to be comprehensive 
and patient-focused, but the studies on its effectiveness did 
not measure patient-focused outcomes, or were not on real 

patient population, or on interdisciplinary training, which 
are scope for future research in this area.

The major concerns in using this model in the palliative 
care settings of  developing countries include the level of  
knowledge and practical skills in the application of  ACA 
model, perceived professional/provider attitudes, and 
patient/caregiver preferences and their experiences, which 
are to be taken into consideration prior to its use in the 
palliative care settings of  developing countries.
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Table 1: Categories and category-specifi c 
factors in ACA model
Categories Availability (A) Current issues (C) Anticipating various 

scenarios (A)

Factors Taking time

Allowing any 
subject to be 
discussed

Active listening

Facilitating 
behavior

Shared 
decision-making

Accessibility

Diagnosis

Prognosis

Patient’s physical concerns

Patient’s psychosocial 
concerns

Patient’s spiritual concerns

Wishes for present and 
future

Unfi nished commitments

Discussion of treatment 
and care options

Off ering follow-up 
appointments

Possible 
complications

Impending wishes

Actual process of 
dying

End-of-life decisions

ACA: Availability, current issues and anticipation
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Iranian Nurses and Do Not Resuscitate Orders: 
Knowledge, Skills, and Behaviors Must Be Addressed

Sir,
Mogadasian et al. have reported a fascinating paper on 
the attitudes of  nurses with regard to ‘do not resuscitate’ 

orders.[1] Clearly there is room for improvement and so it 
is likely to be worthwhile giving some thought as to how 
this improvement might be achieved. However, before 
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developing a plan for improvement, a clear assessment of  
the problems must be made. Mogadasian’s paper purports 
to address the attitudes of  nurses, but close examination 
of  the questionnaire suggests that there might be problems 
with more than just the attitudes. One of  the items in the 
questionnaire states that ‘it is diffi cult for me to talk to 
my patients about death’. A diffi culty in this regard may 
result from an attitudinal problem but may equally mean 
that the nurses do not have the necessary skills to talk to 
their patients – more specifi cally the communication skills. 
The statement ‘I feel I must conform to my peers’ wishes 
regarding DNR orders’ once again might suggest a problem 
with attitude but might equal be refl ective of  a problem 
with behavior. Lastly, a positive response to the statement ‘I 
wish I had a better understanding of  the legal ramifi cations 
of  DNR’ is clearly indicative of  a knowledge defi cit.

The lesson is clear. Deficit in nursing competence 
and confidence with regard to DNR orders suggests 
underlying problems with knowledge, skills and behaviors, 
as well as attitudes. Specifi cally improvements need to 
be made in applied knowledge, communication skills, 
and team-working behaviors. And so the educational 
intervention required to redress the defi cit will equally need 
to be multifactorial. Nurses might need online learning 

content to improve knowledge, communication skills 
workshops to improve communication skills, and perhaps 
role play or simulation sessions to improve actual behaviors 
and performance. With such a strategy it is likely that all 
areas of  competence will improve.
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