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Abstract

Context. Primary care physicians are well placed to identify patients in need of advance care planning (ACP) and initiate

ACP in advance of an acute situation.

Objectives. This study aimed to understand Australian general practitioner (GP) clinical decision making relating to a

patient’s ‘‘need for ACP’’ and the likelihood of initiating ACP.

Methods. An experimental vignette study pseudorandomly manipulated factors thought to influence decision making

regarding ACP. Patient-level factors included gender, age, type of disease, medical severity, openness to ACP, doctor-patient

relationship, and family support. An accompanying demographic survey assessed health professional-level factors, including

gender, years of experience, place of training, place of practice, caseload of patients with ACP, direct personal experience in

ACP, and self-reported attitudes toward ACP. Seventy GPs were recruited, and each completed six unique vignettes, providing

ratings of patient need for ACP, importance of initiating ACP in the coming months, and likelihood of initiating ACP at the

next consultation.

Results. Older patients, with malignant or cardiovascular disease, severe clinical presentations, good doctor-patient

relationship, female gender, and poor family support were more likely to receive prompt ACP. Positive GP attitudes toward

ACP were associated with greater likelihood of initiating ACP promptly.

Conclusion. Patients with presentations suggesting higher mortality risk were identified as being in need of ACP; however,

the likelihood of initiating ACP was sensitive to GP attitudes and psychosocial aspects of the doctor-patient interaction.

Training materials aimed at encouraging GP involvement in ACP should target attitudes toward ACP and communication

skills, rather than focusing solely on prognostic risk. J Pain Symptom Manage 2016;51:718e727 � 2016 American Academy of

Hospice and Palliative Medicine. Published by Elsevier Inc. All rights reserved.
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Introduction
Advance care planning (ACP) is a process of discus-

sion between patients, family members/carers, and
health professionals, aimed at clarifying the patient’s
preferences for future medical care, to be enacted if
they lack capacity to make or communicate medical
treatment decisions.1 Advance care planning has
been associated with positive outcomes in end-of-life
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(EOL) care, including reduced risk of dying in hospi-
tal,2,3 greater concordance between preferred and
actual hospital care,4,5 reduced caregiver burden dur-
ing EOL care,2 and reduced psychological morbidity
among bereaved caregivers.6

Despite these benefits, community ACP uptake in
Australia remains low.7e10 Patients typically prefer to
discuss ACP with a trusted doctor, in advance of a med-
ical emergency,11e13 and show increased satisfaction
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with their doctor after ACP discussion.14 In Australia,
general practitioners (GPs) work in primary care set-
tings and typically develop long-term relationships
with patients. Hence, GPs are well placed to identify
the need for ACP discussions and initiate ACP at an
appropriate time in the illness trajectory. Clinical prac-
tice guidelines identify the GP’s pivotal role in ACP,15

and the Royal Australian College of General Practi-
tioners endorse integration of ACP in routine
practice.16

Even with professional ownership of their role in
ACP, studies involving Australian GPs have reported
barriers, including lack of time,17 lack of knowledge
about ACP,18 fear that ACP might damage the clinical
relationship,19 and concerns about legal implications
of ACP.20,21 Surveys conducted among nurses and hos-
pital physicians further suggest that health profes-
sionals’ personal attitudes toward ACP predict their
decisions to initiate ACP discussion.22e24 Baughman
et al.25 used a factorial survey method and found
that the strongest predictors of nurse and social
worker assessments that a client was ‘‘in need of
ACP’’ were the health professional’s own attitudes to-
ward ACP, rather than client factors. These findings
suggest that factors other than the patient’s clinical
needs may impact on the clinical decision to initiate
ACP discussion. This is of concern, as ACP is under-
stood as a patient-centered process, with initiation in
response to clinical need and patient preference,
rather than health professional attitudes.26,27

This study uses a factorial survey method and aims
to understand GP clinical decision-making processes
relating to ACP in a range of hypothetical doctor-
patient interactions. It also aims to examine whether
patient-level or health professional-level factors are
more predictive of professional judgments about the
need for ACP. Based on previous literature, we pre-
dicted that GPs would be more likely to report initi-
ating ACP among patients who are older, have
malignant diagnoses,25 have more severe presenta-
tions,28 show a stronger doctor-patient relation-
ship,19,28 and are more open to ACP discussion.29,30
Methods
The factorial survey method is an innovative, quasi-

experimental survey approach to simulating profes-
sional judgments.26 Participants make judgments in
response to a number of ‘‘vignettes,’’ hypothetical sce-
narios each containing a number of ‘‘factors’’ (inde-
pendent variables of interest to the researchers)
presented at different ‘‘levels.’’ The levels of each fac-
tor are assigned randomly across the different vi-
gnettes, hence avoiding the intercorrelations that
confound real cases drawn from clinical settings.
Participants make professional judgments in response
to each vignette (e.g., likelihood that they would take
a certain course of action). With appropriate sampling
procedures, the factorial survey method can combine
the strengths of the classic factorial experiment with
the generalizability of traditional survey methods.26,27

This study was a pseudorandomized factorial survey, in
which GPs responded to vignettes about hypothetical
patients in primary care settings. Ethics approval was
granted by the University of Western Australia (RA/
4/1/6542).
Survey Development
The survey comprised four sections. Section 1 pro-

vided an open-ended definition of ACP adapted
from the international literature,1 describing it as
‘‘a process of reflection and communication between
patients, family members/loved ones, and health pro-
fessionals. It aims to identify and share life values, be-
liefs, and goals that may be relevant if a person is ever
unable to make decisions or communicate their wish-
es relating to medical treatment or health care.’’ In
the second section, each participant was presented
with six unique vignette cases and asked to make pro-
fessional judgments in response to each about the pa-
tient’s need for ACP (NeedACP), the importance of
initiating ACP within the coming months (ImpACP),
and the likelihood that they would initiate ACP discus-
sion at the next consultation (LikelyACP), reflecting
diagnostic (NeedACP, ImpACP) and behavioral (Like-
lyACP) components, respectively. Each of these re-
sponses was scored on a 0e10 scale, where zero
reflected a negative response (e.g., for LikelyACP,
very unlikely to initiate ACP at the next consultation)
and 10 reflected a strong positive response (e.g., very
likely to initiate ACP at the next consultation). The
third section surveyed demographic and clinical prac-
tice information about the GP, including gender, place
of medical training (Australia/overseas), place of
practice (metropolitan/non-metropolitan), years of
experience, percentage of patient caseload with
whom ACP was discussed, personal experience in
ACP for family/friends, and personal experience
completing their own ACP. The fourth section was a
six-item questionnaire measuring GP attitudes to
ACP on a five-point Likert scale.
Vignettes were designed around a prototypical gen-

eral practice patient who had not undertaken ACP
and had full decision-making capacity. All vignettes
described patients who had been seeing the respon-
dent as their primary doctor for approximately five
years, to ensure that the doctor would be familiar
enough with the patient to realistically know the infor-
mation presented in each vignette. Patient details
were specified by manipulating a number of ‘‘factors’’
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to appear at one of the researcher-defined ‘‘levels.’’
Factors included patient age (52 yrs/72 yrs/88 yrs),
patient gender (male/female), patient disease type
(malignant, cardiovascular, osteoarthritis), patient
clinical severity (mild, moderate, severe), doctor-
patient relationship (poor, good), patient openness
to ACP (closed, open), and family support (poor,
good). This yielded a seven-level matrix (3 � 2 � 3
� 3 � 2 � 2 � 2) with 432 unique vignette combina-
tions (Appendices I and II, available at jpsmjournal.
com). Factor levels were allocated pseudorandomly us-
ing SAS (SAS Institute, Inc., Cary, NC) and Microsoft
Excel (Microsoft Corp., Redmond, WA) software,
ensuring that each participant responded to two cases
(one male, one female) from each of the three disease
types. A pilot version of the survey was completed by
12 GPs (mean completion time ¼ 17 minutes), with
mean vignette plausibility ratings of 4.3/5
(5 ¼ highly plausible). Participant feedback led to
changes in the wording of some questions; hence,
these data points were excluded from final analysis.
Vignette Content
Previous factorial surveys of professional judgments

relating to ACP nominated arbitrary levels of the
various factors (e.g., ‘‘is experiencing severe
pain’’).25 In an effort to boost the external validity of
the vignettes, we specified factor levels using realistic
clinical information, as they might appear in a patient
history. Each clinical description was standardized to
include three pieces of information about current
symptoms, a summary of treatment history, comment
from a relevant specialist involved in the patient’s
care, and a piece of information (e.g., disease staging)
that might inform prognosis. Disease staging used
widely used classification systems for defining disease
progression (New York Heart Association
Table
Example of Pati

Factor Level

Doctor-patient relationship Good [Anne] has been a patient o
compliant, friendly and y

Medical severity
(cardiovascular disease)

Severe A left heart failure patient,
and is chair bound for the
is on maximal anti-failure
candidate for heart transp
[her] at Grade IV on the N
‘‘symptomatic at rest.’’

Patient openness to ACP Open [Anne] takes a very pragma
and seems to have thoug

Family support Poor [Anne] is a widow, [her] on
assist [her].

ACP ¼ advance care planning.
a‘‘Anne,’’ an 88-year-old female patient with a good doctor-patient relationship, di
sion and has poor family support. Patient name is included as an example, all fac
adjusted accordingly.
Classification for heart failure, TNM [tumor, node,
mestastases], and Eastern Cooperative Oncology
Group [ECOG] scales for cancer staging, and the
Kellgren-Lawrence severity grading system for osteoar-
thritis). Disease stages for each clinical severity were
selected based on published mortality outcomes for
each disease type, such that mild, moderate, and se-
vere medical severity reflected low, moderate, and
high mortality risk, respectively, in the coming
12 months.31e34 Table 1 presents an example patient
vignette (see Appendices I and II, available at
jpsmjournal.com, for the full matrix of factor levels).
Participant Ratings
To understand how the researcher-defined factor

levels (e.g., medical severity ¼ mild) were interpreted,
participants were asked to rate the patient’s family sup-
port, mortality risk, doctor-patient relationship, and
patient openness to ACP for each patient, on a visual
analogue scale. This scale was scored from 0 to 10 and
used to understand how changes in vignette character-
istics influenced participant perceptions of patient
characteristics.
Sampling
Currently registered and practicing Australian GPs

were recruited through electronic newsletter invita-
tions by consenting professional associations across
Australia (five of six state/territory branches of the
Royal Australian College of GPs, two GP training orga-
nizations, and 13/61 regional GP network subdivi-
sions). Fifty-four surveys were completed online in
response to invitations through these networks (un-
known response rate as many associations could not
provide current member figures). An additional 60
hard-copy surveys were posted or hand-delivered to
local clinical networks across the southwest of Western
1
ent Vignettea

Vignette Text

f yours for over five years now, with regular check-ups. [She] is very
ou two enjoy each other’s company.
[Anne] is severely cachexic, reliant on Long Term Oxygen Therapy,
majority of the day. [She] receives morphine for the dyspnoea, and
treatment, but primarily [her] care is palliative. [She] is not a
lant, has a very poor ejection fraction and [her] cardiologist grades
ew York Heart Association (NYHA) Classification, corresponding to

tic approach to [her] own mortality. [She] willingly discusses death,
ht at length on how it may affect those around [her].
ly child lives overseas and [she] does not have many friends who can

agnosed with cardiovascular disease (severe level), who is open to ACP discus-
tor levels equally likely to appear as either gender, with names and pronouns

http://jpsmjournal.com
http://jpsmjournal.com
http://jpsmjournal.com
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Australia, including a stamped self-addressed envelope
(N ¼ 16 returned, response rate ¼ 23%). Participation
was anonymous and voluntary, with no incentive
offered.
Statistical Analysis
Incomplete responses (N ¼ 2) were deleted listwise.

Descriptive statistics, Pearson correlation coefficients,
and chi-square tests guided further analysis. One-way
analysis of variance and independent samples t-tests
were used to determine whether researcher-defined
factor levels elicited changes in relevant participant
ratings (family support, mortality risk, doctor-patient
relationship, and patient openness to ACP).

A principal components analysis (Varimax rotation
with Kaiser normalization) and item reduction (Cron-
bach alpha deletion method) of the attitudinal survey
items identified two components, accounting for
63.2% of item-level variance. The first component,
‘‘ACP efficacy,’’ (Cronbach alpha ¼ 0.58) included
two items thought to reflect beliefs that ACP is a help-
ful process: ‘‘ACP should be discussed with all patients
over a certain age’’ and ‘‘A written AHD reduces
burden on the patient’s family.’’ The second compo-
nent, ‘‘ACP confident’’ (Cronbach alpha ¼ 0.61)
included two items thought to reflect self-reported
confidence in initiating ACP discussions: ‘‘I feel confi-
dent to initiate ACP’’ and ‘‘ACP is too upsetting for pa-
tients and their families’’ (reverse scored).
Components were weighted according to coefficient
sizes from the principal components analysis (e.g.,
‘‘ACP efficacy’’ was calculated for each participant by
the formula ACP efficacy ¼ 0.72 � (Item 2) þ 0.86
� (Item 5)). Two additional items did not load cleanly
Table
Responses to Likert-Scale Items for GP Attitudes to ACP Q

Likert-Scale Questionnaire Item

1. Advance care planning is only for patients in the terminal
phase of an illness.

2. I believe everyone over a certain age should receive
information and support from their doctor about advance care
planning.a

3. It is the GP’s responsibility to initiate advance care planning.
4. I believe discussing advance care planning is too upsetting for

patients and their families.b

5. I believe that having a written advance health directive removes
the burden of decision making from a patient’s loved ones.a

6. I am confident in my ability to initiate advance care planning
with my patients.b

Derived Components

Component 1: ACP efficacy
Component 2: ACP confident

GP ¼ general practitioner; ACP ¼ advance care planning; IQR ¼ interquartile ra
aItems 2 and 5 were weighted based on derived coefficients, to yield the compon
bItems 4 and 6 were weighted based on derived coefficients, to yield the compone
on either component and were retained as single
items (Table 2).
Multilevel mixed-model regression analyses were

conducted using SAS, for each of the three dependent
variables (NeedACP, ImpACP, LikelyACP), using a
random intercept mixed-model analysis of covariance
(ANCOVA) (maximum likelihood estimates, unstruc-
tured covariance matrix), with each individual partici-
pant (GP) as a random effect. Independent variables
occurred at vignette (patient) and respondent (health
professional) levels.35 Patient-level independent vari-
ables included patient demographics (age, gender),
disease type, and the researcher-defined factor levels:
clinical severity, doctor-patient relationship, patient
openness to ACP, and family support. Health
professional-level independent variables included GP
demographics (gender, place of medical training,
place of practice, years of experience), personal expe-
rience with completing ACP documents (caseload of
patients with whom ACP was discussed, experience
with ACP for family/friends and having completed
their own ACP) and self-reported attitudes toward
ACP.
The first stage of regression analysis tested an

empty, unconditional means model for each of the
three dependent variables (NeedACP, ImpACP, Like-
lyACP). The amount of variance attributable to
within-subjects (patient) and between-subjects (health
professional) variance sources in the empty model was
assessed using the intraclass correlation coefficient. In
the second stage, health professional-level predictors
were included, using backward elimination with a
P < 0.2 criterion for retaining predictors. All possible
two-way interactions between the remaining main ef-
fects were tested, with significant (P < 0.05)
2
uestions (1 ¼ Strongly Disagree, 5 ¼ Strongly Agree)

Mean SD
Coefficient Weighting

for Component

1.68 0.74 N/A

3.74 1.06 0.72 (ACP efficacy)

3.28 0.96 N/A
1.88 0.70 �0.82 (ACP confident)

3.76 1.05 0.86 (ACP efficacy)

3.76 0.93 0.84 (ACP confident)

Median IQR Formula

3.18 1.04 0.72 � (Item 2) þ 0.86 � (Item 5)
0.84 0.83 �0.82 � (Item 4) þ 0.84 � (Item 6)

nge.
ent ACP efficacy.
nt ACP confident.



Table 3
Participant Demographic Characteristics

Variable
n

(% of total)

N (total participants) 68
Gender (female) 37 (54.4)
Trained in Australia (yes) 53 (77.9)
Place of practice (nonmetropolitan) 44 (64.7)
Years of experience (<10 yrs) 28 (41.2)
Caseload patients with whom ACP discussed

<20%
55 (80.9)

Personal experience with ACP for family/friends
(yes)

41 (60.3)

Completed own ACP 19 (27.9)
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interactions retained. Nonsignificant main effects that
were not implicated in significant two-way interactions
were removed. In the third stage, this process was
repeated independently for patient-level predictors,
before combining remaining main effects and two-
way interactions into the final mixed model.
Results
Table 3 describes participant demographic charac-

teristics. Preliminary analyses showed that the majority
of demographic variables were not significantly inter-
correlated, although doctors practicing in metropol-
itan areas (P ¼ 0.02) and doctors with personal
experience of ACP for family/friends (P ¼ 0.05)
were more likely to have completed their own ACP.
Doctors with more than 10 years experience were
Fig. 1. Relationship between researcher-defined vignette factor l
ily support, mortality risk, doctor-patient relationship, patient op
line), interquartile range (outer bounds of boxes), and maxim
participant ratings of different factor levels were significant at P
more likely to have a higher caseload of patients
with whom they had discussed ACP (P ¼ 0.04).

Vignette Robustness
Figure 1 shows the relationship between researcher-

defined factor levels and participant ratings. Partici-
pant ratings showed reliable differences in the pre-
dicted directions for all researcher-defined factor
levels that were randomly allocated within the vi-
gnettes: family support, doctor-patient relationship,
patient openness to ACP, and medical severity (all
P < 0.001). For example, the vignette scenarios de-
signed to represent low medical severity were assessed
by the participants as having a low mortality risk (me-
dian score of 4.0) compared with 9.6 for the scenarios
with high medical severity. This concordance showed
that participant ratings were reliably influenced by
the presentation of vignettes with different factor
levels, as per the authors’ intention. There was a signif-
icant main effect of disease type on participant ratings
of mortality risk (P < 0.001), with osteoarthritis elicit-
ing lower ratings of mortality risk across all levels of
medical severity (all pair-wise comparisons
P < 0.001). Participant ratings of mortality risk for ma-
lignant and cardiovascular disease types did not signif-
icantly differ across the different levels of medical
severity.

Multivariate Analysis
Table 4 summarizes the intercepts, intraclass correla-

tions, significant main effects, and significant two-way
evels (x-axis) and the accompanying participant ratings (fam-
enness to ACP). Box and whisker plots show median (central
a/minima (outer bounds of whiskers). All comparisons of
< 0.001. ACP ¼ advance care planning.



Table 4
Model Intercept and Unstandardized Regression Coefficients of Significant (P < 0.05) Independent Variables as Predictors

of the Three Dependent Variables (NeedACP, ImpACP, and LikelyACP)a

Intercept

NeedACP ImpACP LikelyACP

�0.21 �0.76 �2.88

Significant health professional-level predictors (P < 0.05)
Attitudinal score (ACP efficacyb) 1.23 1.11 0.84
Attitudinal score (ACP confidentb) 0.81

Significant vignette (patient) level predictors (P < 0.05)
Medical severity (severe vs. mild) 5.37 4.46 3.95
Medical severity (moderate vs. mild) 1.52
Patient age (88 yrs vs. 52 yrs) 3.63 4.08 3.89
Patient age (72 yrs vs. 52 yrs) 1.44 1.97
Disease type (malignant vs. osteoarthritis) 2.57 1.77 2.49
Disease type (cardiovascular vs. osteoarthritis) 2.84 3.95 2.18
Doctor-patient relationship (good vs. poor) 0.89
Patient gender (female vs. male) 0.69
Family support (poor vs. good) 0.49

Significant two-way interactions (P < 0.05)
Disease (malignant) � age (72 yrs) �1.41
Disease (malignant) � age (88 yrs) �2.42 �1.08 �1.47
Disease (cardiovascular) � age (52 yrs)
Disease (cardiovascular) � age (72 yrs) �1.88 �1.49 �1.27
Disease (cardiovascular) � age (88 yrs) �2.66 �1.96 �1.91
Disease (malignant) � severity (moderate) 1.29 2.16 1.61
Disease (cardiovascular) � severity (moderate) 1.26 2.30 2.39
Disease (cardiovascular) � severity (severe) 1.02 1.48
Disease (cardiovascular) � ACP efficacyb �0.69
Severity (severe) � age (88 yrs) �2.05 �2.57 �2.67
Severity (severe) � age (72 yrs) �1.14 �1.57 �1.58
Severity (moderate) � age (88 yrs) �1.94 �1.36
Severity (moderate) � age (72 yrs) �1.37 �1.16
Severity (severe) � ACP efficacyb �0.64
Age (72 yrs) � ACP efficacyb 0.50
Family support (poor) � ACP efficacyb �0.47
Family support (poor) � age (72 yrs) 1.59 1.33
Family support (poor) � disease (cardiovascular) 0.75
Dr place of practice (metro) � ACP confidentb 1.29
Gender (female) � doctor-patient relationship (good) �1.13
Gender (female) � openness to ACP (open) �0.69
Openness to ACP (good) � ACP efficacyb 0.68

ACP ¼ advance care planning.
aRegression coefficients reflect the change in the dependent variable with each one-point change in the independent variable.
bComponent scores derived from multiple Likert-scale items, measuring respondent attitudes regarding ACP.
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interactions for the NeedACP, ImpACP, and LikelyACP
variables. Independent variables were recoded to mini-
mize the intercept value, with the reference category be-
ing a younger (52 yrs), male patient with osteoarthritis,
mild medical severity, good family support, a poor
doctor-patient relationship, and poor openness to
ACP. Across all three models, the intraclass correlation
was low (0.18e0.22), indicating that most of the vari-
ance in the unconditional model was attributable to
within-subjects (patient level) variables, rather than
between-subjects (health professional level) variables.

Factors Predicting Judgment That ‘‘This Patient Is in
Need of ACP’’

Participant ratings that a patient was in need of ACP
were significantly increased, first in response to a pa-
tient with severe disease, then older age (72 yrs or
88 yrs), and then malignant or cardiovascular disease
type. Ratings of NeedACP were also positively associ-
ated with doctor attitudes about ACP efficacy. These
main effects were moderated by a number of signifi-
cant two-way interactions (Table 4).

Factors Predicting Judgment That ‘‘It Is Important to
Initiate ACP Over the Coming Months’’
Participant ratings of the importance of initiating

ACP over the coming months were significantly
increased, first in response to a patient with severe dis-
ease, then older age (88 yrs), and then cardiovascular
or malignant disease type. Ratings of ImpACP also
were positively associated with doctor attitudes about
ACP efficacy. These main effects were moderated by
a number of significant two-way interactions (Table 4).

Factors Predicting Judgment About ‘‘Likelihood of
Initiating ACP at the Next Consultation’’
Participant ratings of their likelihood of initiating

ACP at the next consultation were significantly
increased, first in response to a patient with moderate
or severe medical severity, then older age (72 yrs or
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88 yrs), then cardiovascular or malignant disease type,
then a good doctor-patient relationship, then female
gender, and then poor family support. Ratings of Like-
lyACP also were positively associated with doctor atti-
tudes about ACP efficacy and their self-reported
confidence in initiating ACP. These main effects
were moderated by a number of significant two-way in-
teractions (Table 4).

The model predicted the value of LikelyACP for an
88-year-old female patient with severe cardiovascular
disease, good doctor-patient relationship, poor family
support, and open to ACP discussion to be 9.5/10
(CI ¼ 8.7e10.3). For a 52-year-old male patient with
mild osteoarthritis, poor doctor-patient relationship,
good family support, and closed to ACP discussion,
the predicted value was 0.3/10 (CI ¼ �0.7e1.3). Pre-
dicted values were calculated using significant main ef-
fects and two-way interactions; assuming average
scores for the relevant continuous variables (ACP
efficacy ¼ 3.0 and ACP confident ¼ 0.8).
Discussion
This study reports on Australian GPs’ clinical judg-

ments regarding ACP, in response to hypothetical
vignette scenarios. Building on previous research,25

this study used vignettes with rich clinical details and
surveyed a population of health professionals with
advanced medical training and an established profes-
sional role in ACP.

The strongest predictors of GP ratings relating to
the need for ACP were patient age, medical severity,
and disease type (cardiovascular or malignant). This
suggests that GPs prioritized clinical information
such as disease type and staging when formulating
an assessment of the patient’s need for ACP. This
finding contrasts with previous research, in which pre-
existing respondent attitudes and demographic vari-
ables were stronger predictors of professional
judgments about the patient’s need for ACP.25 The
use of vignettes with more clinical detail in this study
may explain these findings. Furthermore, the GPs re-
cruited in this study have more advanced, medically
focused training than the sample of nurses and social
workers recruited by Baughman et al. and hence may
place greater emphasis on medical information in
making professional judgments.

Although participant ratings were sensitive to the
patient’s clinical characteristics and health profes-
sional attitudes regarding ACP efficacy in all three
models, it is of interest that the behaviorally focused
measure ‘‘likelihood of initiating ACP at the next
consultation’’ also was sensitive to a range of other psy-
chosocial predictors, which did not feature in the
NeedACP or ImpACP models. The positive association
between ACP confidence and likelihood of initiating
ACP is supported by previous studies demonstrating
associations between doctor attitudes and self-
reported ACP behavior.23,36 It also suggests that appro-
priately targeted training, to increase confidence and
shift attitudes about ACP efficacy, may facilitate ACP
implementation.
In this study, female patients were more likely to

receive prompt ACP. This effect was small in size and
moderated by other interactions associated with the
doctor-patient relationship and patient openness to
ACP. It may reflect prevailing GP attitudes that female
patients will respond more positively to ACP discus-
sions. Gender effects have not received much atten-
tion in the ACP literature, although a recent
population-based survey of older people in the U.K.
indicated higher rates of advance directive completion
among men.37 From a social justice perspective, there
does not appear to be a relevant reason why patient
gender should influence ACP initiation, and health
professionals should endeavor to provide equitable
opportunities for ACP to all patients.
The finding that patients with a poor doctor-patient

relationship were less likely to receive prompt ACP
may relate to concerns about negatively impacting
an already tenuous relationship.19 Although this
concern may be well-founded, health professionals
should be mindful of evidence that patients typically
report increased satisfaction with their doctor
following an ACP discussion,14 along with potential
for negative outcomes associated with delaying ACP
for too long (e.g., loss of decision-making capacity).
GPs were more prompt in initiating ACP among pa-

tients with poor family support. It could be that the
GPs perceive a greater risk that without the support
of close family members, this group of patients may
be more likely to experience poor outcomes in EOL
care and hence benefit more from proactive ACP.
Alternatively, it may be that the GP incorporates fac-
tors from the patient’s social history into their clinical
judgment about mortality risk. It is known that social
support is associated with life expectancy and avoid-
ance of residential care admission among older peo-
ple38,39; hence, poor family support may influence
ACP initiation through its impact on the GP’s judg-
ment of the patient’s mortality risk. However, follow-
up analysis found that the family support factor levels
used in these vignettes did not predict the doctor’s rat-
ing of patient mortality risk.
The finding that cardiovascular and malignant dis-

ease types prompted ACP more than osteoarthritis
was expected. However, the higher ratings elicited by
patients with cardiovascular disease, compared to ma-
lignant disease, were unexpected in light of previous
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research.25 Follow-up analysis suggested that both dis-
ease types elicited similar ratings of mortality risk
across the different medical severities; hence, we are
confident that these cases are adequately matched.
In one study, examining Dutch GP perceptions of
ACP, participants reported that heart failure was a con-
dition in which ACP was indicated (because of its pro-
gressive nature and lack of curative options) despite
challenges in identifying the ‘‘terminal phase.’’28 In
the case of our study, it may be that the potential for
cardiovascular disease to result in sudden, rapid dete-
rioration led to GPs initiating ACP more proactively
than in malignant cases, in which clinical deteriora-
tion could perhaps be more easily predicted.40
Limitations
This study has some limitations. The sample size was

small (N ¼ 68), with a low response rate to hard-copy
surveys and unknown online response rate. Hence,
GPs with greater interest in ACP may be overrepre-
sented in the sample. Although this would be prob-
lematic for a survey aiming to establish normative
attitudes, the present factorial survey focuses specif-
ically on how changes in patient characteristics influ-
ence judgments made by the same GP. The 68
participants yielded 408 observations for analysis,
which is comparable to a previous similar study.25

A second limitation is associated with the lack of in-
clusion of additional factors that may have contrib-
uted to professional judgments about ACP. Cultural
background has been shown to be influential in atti-
tudes toward ACP41,42; however, the patients in this
study were all described simply as ‘‘Caucasian.’’ De-
mentia is another factor that may be influential and
has been described as a condition indicating the
need for proactive ACP.43 However, we were mindful
of research showing how a dementia diagnosis can
be a motivating factor for some GPs, and a barrier
for others, with respect to initiating ACP.28 Given these
complexities, we omitted dementia from these vi-
gnettes. A future study may focus specifically on fac-
tors contributing to professional judgments about
the need for ACP among patients with dementia.
Implications
This study showed that GPs emphasize clinical char-

acteristics when identifying patients in need of ACP
but are sensitive to a broader range of psychosocial
variables, including their own confidence, when
deciding to initiate ACP. Prompt ACP initiation was
influenced by patient gender and the preexisting
doctor-patient relationship, suggesting that clinicians
should be mindful of how psychosocial factors might
impact on equity in clinical practice. Appropriate
educational interventions may be capable of
influencing clinical practice; however, they should
include more than just prognostic guidelines
(although this is not unimportant). Content also
should apply ethical and social justice principles, fos-
ter positive attitudes toward ACP, and develop the
communication skills that underpin clinician confi-
dence in ACP.44e46
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Appendix I
Clinical Information Used to Specify Levels of Each of the Psychosocial Factors

Psychosocial factor Level Vignette text (patient names included as examples, all factor levels equally likely to appear as
either gender, with names and pronouns adjusted accordingly)

Doctor-patient relationship Poor James has been a patient of yours for over five years now, however your main involvement with
him has been in the period following his diagnosis. James doesn’t like to reveal too much
about himself, which can sometimes be a barrier to establishing effective communication.

Good Anne has been a patient of yours for over five years now, with regular check-ups. She is very
compliant, friendly and you two enjoy each other’s company.

Patient openness to ACP Closed Jeanette doesn’t like to address issues concerning death or possible future incapacity, and she is
difficult to approach on the topic.

Open Peter takes a very pragmatic approach to his own mortality. He willingly discusses death, and
seems to have thought at length on how it may affect those around him.

Family support Poor Paula is a widow, her only child lives overseas and she does not have many friends who can assist
her.

Good Richard has a very supportive partner and family, who are well informed as to his condition and
seem to act only in his best interests.
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Appendix II
Clinical Information to Specify Medical Severity for Each of the Three Disease Types (Malignant, Cardiovascular,

Osteoarthritis)

Disease Type Medical Severity Vignette Text

Malignant
male: ‘‘James’’
female: ‘‘Paula’’

Mild James recently presented with a change in bowel habit, mild unexplainable weight loss, and a
single episode of melena. A colonoscopy revealed a small polypoid adenocarcinoma in the
sigmoid colon but failed to remove the polyp, which was later removed by partial
colectomy. A CTexcluded any metastatic disease and his cancer was given the TNM grading
of T1N0M0. James is currently asymptomatic with an ECOG score of 0, but his oncologist
recommends that he be kept under colonoscopy surveillance.

Moderate Paula received chemotherapy six years ago for colon cancer. One year ago she came to you
complaining of abdominal pain, weight loss and occasional melena, and was found to have
a local recurrence. As a result she had further surgical resection and chemotherapy.
Unfortunately, a recent CT revealed a single metastatic lesion in the liver. Her oncologist
has given her a T2N1M1 rating on the TNM scale and indicates ‘potentially long-term
disease control,’ but maintains a somewhat guarded prognosis. Paula’s current ECOG is 2.

Severe James has a 5-year history of colon cancer with metastasis detected 2 years ago (T4N1M1), and
recent highly abnormal liver function tests indicating that the cancer burden in his liver is
increasing. His main complaints are severe abdominal pain, loss of appetite (which has
caused cachexia), and severe fatigue (which makes many activities of daily living almost
impossible). His oncologist feels that since the disease has progressed despite 4th line
treatments, that there is little he can do to help, suggesting palliative care. He is bedridden
for >50% of the day and has an ECOG of 3e4.

Cardiovascular
male: ‘‘Richard’’
female: ‘‘Anne’’

Mild Anne recently presented with occasional chest pain, and shortness of breath with moderate
exertion. An echocardiogram showed left ventricular dysfunction with reduced ejection
fraction. Her cardiologist classified her as Grade I on the New York Heart Association
(NYHA) Classification; corresponding to ‘‘asymptomatic with ordinary activities.’’ Anne is
currently on ACE inhibitors and a diuretic, and care focuses on controlling risk factors such
as cholesterol, blood pressure, and salt intake.

Moderate A left heart failure patient, Richard has been on ACE inhibitors and diuretics for a while now,
but recently he has been complaining of dyspnoea, orthopnoea, fatigue and ankle swelling.
As a result his cardiologist has increased his diuretic dosage and added a b-blocker to the
regime. A recent echocardiogram shows left ventricular dysfunction with poor ejection
fraction. Richard can still manage most activities of daily living on his own, but his
condition has been upgraded to Grade IV on New York Heart Association (NYHA)
Classification corresponding to ‘‘symptomatic at rest.’’ His cardiologist wants to see him
again in 6 weeks.

Severe A left heart failure patient, Anne is severely cachexic, reliant on Long Term Oxygen Therapy,
and is chair bound for the majority of the day. She receives morphine for the dyspnoea,
and is on maximal anti-failure treatment, but primarily her care is palliative. She is not a
candidate for heart transplant, has a very poor ejection fraction and her cardiologist grades
her at Grade IV on New York Heart Association (NYHA) Classification, corresponding to
‘‘symptomatic at rest’’.

Nondiseased osteoarthritis
male: ‘‘Peter’’
female: ‘‘Jeanette’’

Mild Peter recently visited you complaining of pain in his left hip joint, which seem to be triggered
with bouts of walking >10mins. After referral, the radiologist’s report indicates grade II
osteoarthritis of the left hip, characterised by definite joint space narrowing, defined
osteophytes and some sclerosis, especially in the acetabular region. You have given him
advice on weight loss and exercise to increase his hip’s longevity. At present, paracetamol
seems to be enough to control the pain.

Moderate Jeanette has osteoarthritis of the hip. Her most recent x-ray report, labels the severity at grade
III, showing marked joint space narrowing, small osteophytes, some sclerosis and cyst
formation and deformity of the femoral head and acetabulum. Her main complaints are
constant throbbing pain and stiffness in the left hip, and sharp pains upon walking. She
currently takes fish oil, glucosamine, paracetamol, NSAID and a low dose of opioid PRN.
Her orthapedic surgeon has identified her as a suitable candidate for Total Hip
Replacement and she has been placed on a 1-year waiting list.

Severe What appeared to be amenable osteoarthritis of the left hip, five years ago, is now inoperable.
Peter has already had two total hip replacements and two surgical revisions in an attempt to
ameliorate the deteriorating joint and loosening hip prosthesis. The consensus among his
orthopedic surgeons is that there are no further surgical options available. He is currently
wheelchair bound and receiving opioid-based analgesics.
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