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Abstract
Background and Objectives: We examined the impact of advance care planning (ACP) self-efficacy and beliefs in explaining
skilled nursing facility (SNF) provider judgments about resident need and provider responsibility for initiating ACP conversations.
Research Design and Methods: This observational multi-site study of 348 registered nurses, licensed practical nurses, and
social workers within 29 SNFs used an anonymous survey in which providers judged vignettes with assigned situational features of
a typical SNF resident. Mixed modeling was used to analyze the vignette responses. Results: Providers who had more negative
beliefs about ACP were less likely to judge residents in need of ACP and less likely to feel responsible for ensuring ACP took place.
Self-efficacy did not have a significant impact on judgments of need, but did significantly increase judgments of responsibility for
ensuring ACP conversations. Providers with the highest levels of ACP self-efficacy were most likely to feel responsible for
ensuring ACP conversations. In an exploratory analysis, these relationships remained the same whether responding to high or
low risk residents (i.e., based on risk of hospitalization, type of diagnosis, functional status, and rate of declining health).
Discussion and Implications: Both negative beliefs about ACP and self-efficacy in one’s ability to conduct ACP discussions
were associated with professional judgments regarding ACP. The findings illustrate the importance of addressing negative beliefs
about ACP and increasing provider ACP self-efficacy through education and policies that empower nurses and social workers.
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Introduction

Advance care planning (ACP) is evolving, with practice mov-

ing from simple one-time documentation of the completion of

advance directives, to complex ongoing conversations among

patients, families, and providers along a continuum of settings

and circumstances. It is an iterative process that helps adults of

all ages, regardless of health status, recognize and share their

beliefs, goals of life, and future health care preferences.1

There is evidence that the use of ACP remains suboptimal

for those older than 65,2 specifically in nursing homes,3,4 and

that there is no single best practice for carrying out ACP effec-

tively, efficiently and in a timely manner. There does, however,

appear to be some evidence that ACP can be beneficial for

patients, family, and healthcare providers. Most studies have

emphasized the benefits of ACP near the end-of-life and

include outcomes like improved satisfaction with care for

patients and significant others, less intensive and unwanted treat-

ments, and a better match between patients’ care preferences

and the actual care received.5-7 Thus, there remains much work

to be done in understanding this complex process.8

ACP is influenced by a myriad of interrelated factors within

residents, their families, facilities, providers, and the multiple

characteristics of each of these groups all occurring within the

greater milieu of culture and policy, locally, nationally, and

globally. This complexity makes it easy to see that much works

remains to fully develop and understand the state of ACP evi-

dence. Untangling these variations and their contributing fac-

tors is an ongoing daunting task.3,9
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Complexity of ACP Process

Beyond some of the factors noted above, the definition of

ACP itself highlights its complexity, emphasizing that it is

an iterative process. To carry off this process it is not a

simple tick box exercise asking people on care admission,

“Do you have a living will?” Helping those in the field sort

and weigh the evidence on ACP has been aided by the

growth of systematic reviews in this field in the past decade.

Much of this work remains grouped in the literature specific

to palliative or end of life care and to select disease pro-

cesses. Key to the process is communication in the form of

discussions or conversations, a critical skill for providers.

Related to or underpinning communication are other inter-

tangled factors that impact ACP that researchers often refer

to as barriers. Some of these barriers include uncertainty of

providers with medical prognosis10,11; documentation

issues12,13; culture10,14; lack of resources15,16; and knowl-

edge and attitudes.17-19

Specific to nursing homes, Gilissen and others have outlined

17 necessary preconditions for ACP organized into the follow-

ing 5 domains: adequate knowledge and skills; readiness and

capacity to share in ACP planning; good relations; administra-

tive infrastructure; and facility resources.3 Provider knowledge

and skills are explicitly identified in each of the domains. For

example, in the domain of readiness and capacity a precondi-

tion for providers is ACP self-efficacy, one’s confidence and

comfort in engaging in ACP.

In a previous study of community care managers for older

adults living in their homes we used vignettes to explore

provider judgments of ACP need and comfort level in initiat-

ing ACP conversations along with select provider character-

istics.9 These results showed that the use of the vignettes as

basis for anchoring ACP judgments was helpful in demon-

strating that while clinical patient data was significant in pre-

dicting judgments, provider characteristics explained a larger

part of the variance in ACP judgments. This past work, as well

as the current study, uses the Transdisciplinary Model of

Evidence-Based Practices as a framework for focusing our

research.20,21 This model predicts clinical judgments based

on the 3 pillars of evidence-based practices (best evidence,

patient characteristics, and provider characteristics) in addi-

tion to possible facility factors.

Present Study

In this study within skilled nursing facilities (SNFs) we move

beyond patient characteristics and focus on provider character-

istics. We include nurses, both registered nurses (RNs) and

licensed practical nurses (LPNs), and social workers, who are

key staff that have consistent close interactions with residents

and often at the time of critical changes in the resident’s

condition. We did not include physicians since they generally

spend less time with residents. According to the Federal Nur-

sing Home Reform Law (42 CFR §483) interactions with

residents are expected to emphasize resident self-

determination and individualized plan of care as part of

residents’ rights.22 We examine how self-efficacy, one’s con-

fidence in his or her ability to effectively discuss ACP with

residents, and beliefs about ACP relate to judgments in

response to vignettes. The vignettes describe typical SNF res-

idents with varying degrees of health problems, activity lim-

itations, risk for hospitalization, and prognosis, and require

the rating of need for ACP and responsibility for ensuring

ACP conversations.

Research Objectives and Hypotheses

Our main objective was to examine the impact of provider

characteristics on judgments about initiating ACP conversa-

tions within SNFs. Our first 2 hypotheses involved the provi-

der’s self-efficacy in providing ACP:

1. Providers with higher self-efficacy will be more likely

to judge a resident in need of ACP than providers with

lower self-efficacy.

2. Providers with higher self-efficacy will be more likely

to feel responsible for ensuring an ACP conversation

takes place than providers with lower self-efficacy.

Similarly, our other hypotheses involved the provi-

der’s negative beliefs about ACP:

3. Providers with less negative beliefs about ACP will be

more likely to judge a resident in need of ACP than

providers with more negative beliefs.

4. Providers with less negative beliefs about ACP will be

more likely to feel responsible for ensuring an ACP

conversation takes place than providers with more neg-

ative beliefs.

Lastly, in an exploratory analysis without formal hypoth-

eses, we examined interactions between self-efficacy and

negative beliefs with the resident’s health risk level in each

vignette. We speculated that self-efficacy and beliefs would

have the weakest effect when there was a clear need for ACP

(i.e., a high-risk resident). As we previously reported, resi-

dents at high risk for hospitalization, with rapidly declining

health, a diagnosis of cancer vs. diabetes, and those needing

more assistance with activities of daily living were rated as in

more need of ACP (p < .001 for each variable).21 In addition,

these disease trajectory variables also were significantly

associated with providers feeling responsible for ensuring

ACP conversations took place (p < .001 for each variable).

Since most providers indicated a strong need and responsi-

bility for ACP under these conditions, we speculated that

self-efficacy and negative beliefs would have a weaker effect

under these conditions.

Design and Methods

Sample and Setting

This observational survey study examines the impact of SNF

provider’s ACP self-efficacy and beliefs on professional
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judgments in response to vignettes about typical SNF residents.

After obtaining IRB approval from Northeast Ohio Medical Uni-

versity (#14-019) and permission from SNF administrators, we

collected data from providers in 29 urban SNFs in 7 counties in a

Midwest state in the United States. The response rate for SNFs

was 31% (29 out of a possible 95) and an average of 67% of

providers at each participating SNF completed a survey.21 Sur-

veys were returned anonymously so no written consent was nec-

essary. The sample included 348 registered nurses, licensed

practical nurses and social workers, who were chosen as they are

the licensed personnel with the most direct contact with residents.

Measures

The 2 main independent variables included ACP self-efficacy

and negative beliefs toward ACP. These scales were developed

using exploratory factor analysis with varimax rotation from 11

questions about ACP. Both were rated on a scale from 1 ¼
strongly disagree to 9¼ strongly agree.23 Two factors emerged

with eigenvalues greater than one: self-efficacy had 3 items

(Cronbach’s alpha ¼ 0.73) and negative beliefs had 8 items

(Cronbach’s alpha ¼ 0.77).

We also examined how the gender, race, age, discipline, and

years of service at the SNF might influence the judgments of

need for ACP and feeling responsible. Age was measured by

the following groups: less than 30 years, 30 to 39, 40 to 49, and

50 or more years old. Disciplines included registered nurses,

licensed practical nurses, and social workers or other disci-

plines. Years of service was measured as follows: less than

1 year, 1 to 4 years, and 5 or more years of service.

Other independent variables included 5 variables within vign-

ettes describing a typical resident that we previously exam-

ined.21 Each vignette provided a set of common resident

sociodemographic and medical details to anchor judgments in

real world scenarios and not rely solely on self-reported ACP

behaviors. The vignettes included the following 5 resident vari-

ables: race (Black or White), diagnosis (cancer or diabetes), rate

of health decline, functional level, and risk for hospitalization.

The following paragraph shows the vignette structure:

The resident is an (African American/white) male with (cancer/

diabetes), whose health has been (slowly/rapidly) declining. The

resident needs assistance with (eating and all other activities of

daily living/only bathing and dressing). The resident is at (low/

high) risk for future hospitalizations.

Since we had 5 variables within the vignette, there were 32

possible vignettes. Each participant responded to questions on

8 vignettes using a balanced design.21

In this extension of our previous work we added provider

characteristics to our original statistical models of ACP judg-

ments. We had 2 main dependent variables in response to the

vignettes described above: a) was the resident in need of ACP,

“I think an advance care planning conversation is needed with

the resident at this time,” and b) feelings of responsibility for

ensuring ACP takes place, “I would feel responsible for

ensuring that an advance care planning discussion took place

with the resident.” Both items were scaled from 1 to 9 with 9

indicating strongly agree.

Analytic Strategy

Mixed models were used to examine the effects of the provider

variables on judgments of need and responsibility. The 2 mixed

models included vignette-level variables (i.e., resident’s race,

risk of hospitalization, prognosis, diagnosis, and functioning),

the order of the vignettes, and providers nested within SNFs.

The mixed modeling was needed to avoid underestimating

error variance estimates for hypothesis tests. Although model-

ing was complex for this reason, the analysis can be described

more simply as the relationship between providers’ scores on

self-efficacy or negative beliefs and the providers’ average

ACP ratings of need or responsibility across the 8 vignettes.

Earlier models also included the provider demographic vari-

ables (gender, race, discipline, age, and years of service); how-

ever, these variables were not statistically significant so they

were excluded from the final models.

For the exploratory analysis examining interactions, the

vignettes were grouped into 3 levels. The low-risk vignettes

included none or one resident risk factor (cancer, rapid decline,

needs assistance with all activities, and high risk of hospitaliza-

tion); the medium-risk vignettes included 2 risk factors; and the

high-risk vignettes included 3 or 4 risk factors. To examine the

impact of self-efficacy and negative beliefs under different

resident risk levels in the vignettes, we examined first-order

interactions between self-efficacy and risk level, and between

negative beliefs and resident risk level. Interactions tell us if

relationships between variables are true for one group (low-risk

residents in this example) but not another group (high-risk

residents).

Results

Most providers were female (91%) and white (76%) despite

oversampling SNFs in African American neighborhoods (See

Table 1). Over half (52%) had worked at the current SNF for

less than 5 years and 40% were over the age of 50 years. The

largest group (51%) was licensed practical nurses, followed by

registered nurses (39%), and social workers (11%).

Three of our 4 hypotheses were supported. Table 2 shows

the results of the mixed models. At the provider level, self-

efficacy did not significantly impact judgments of ACP

need (p ¼ 0.054) but was associated with judgments of

responsibility (p < 0.001). As predicted, participants who

had more negative beliefs about ACP were less likely to

judge residents in need of ACP (p ¼ 0.01) and less likely

to feel responsible for ensuring an ACP conversation with

the resident (p ¼ 0.07).

In the exploratory analysis we found that self-efficacy and

negative beliefs did not have the weakest effect when there was

a clear need for ACP (i.e., high risk residents) as we had

speculated. The interaction between resident risk level and
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self-efficacy was not statistically significant in predicting need

for ACP (p ¼ 0.70) nor in predicting responsibility for ACP

conversations (p ¼ 0.57). The same was true for the interac-

tions between negative beliefs and resident risk level in pre-

dicting need for ACP (p ¼ 0.82) and responsibility (p ¼ 0.85).

The level of health risk for the resident did not change the

relationships between the provider variables (self-efficacy and

negative beliefs) and the outcome variables (need for ACP and

feelings of responsibility).

Discussion

Self-efficacy significantly increased the likelihood of feeling

responsible for ensuring an ACP conversation takes place

(Hypothesis 2), but did not affect whether or not the provider

felt there was a need for ACP (Hypothesis 1). We think self-

efficacy had no effect on need because all providers are able

to determine who is in need of ACP regardless of their con-

fidence in their abilities, but high self-efficacy is needed to

feel responsible for ensuring an ACP conversation takes

place. These are professionals with extensive professional

education and training so one would expect that they would

all understand need, but not all would feel responsible for

ACP conversations. This finding is congruent with the cur-

rent, widely accepted definition of ACP as inclusive of all

adults “at any age or stage of health” in determining their

need for ACP.1(p14) Negative beliefs influenced both judg-

ments of the need (Hypothesis 3) and feeling responsible for

ACP (Hypothesis 4). The higher the negative beliefs, the less

likely providers saw the need for ACP when they read the

vignettes and were less likely to feel responsible for ensuring

an ACP conversation. As negative beliefs about ACP

decreased providers were more likely to see a need for ACP

in a wider variety of situations as presented in the vignettes.

The findings show the impact of negative beliefs more clearly

than the impact of self-efficacy on need and responsibility.

Other researchers from several countries have found that the

negative beliefs by nurses impact the ACP process.24,25

Much current and past literature reiterates that ACP is a

complex ongoing process that includes multiple actors and

components and can vary greatly by setting and state of health

or disease of residents. Providers are one of the critical actors in

the ACP process and as such their willingness and education

represent essential elements or preconditions for effective

ACP.3 Past studies have examined how experience, perceived

difficulty of ACP conversations, and gender impact confidence

or self-efficacy in ACP.26,27 However, few studies have exam-

ined how ACP self-efficacy can impact professional judgments

related to ACP and the resulting ACP practices.23 Similarly,

past studies have identified that negative beliefs about ACP are

a stated barrier to ACP,17,19 but few have examined how neg-

ative beliefs impact decisions to implement ACP.

This study begins to examine the link between self-efficacy

and beliefs to actions as an important addition to the literature.

Table 2. The Effect of Self-Efficacy and Negative Beliefs on Vignette Judgments by Skilled Nursing Home Providers That a Resident Is in Need of
Advance Care Planning (ACP) and the Provider Feels Responsible for Ensuring ACP Takes Place.

Model 1: Need for ACP Model 2: Responsible for ensuring ACP

Estimate (95% CI) SE p Estimate (95% CI) SE p

Provider Variables
Self-efficacy 0.09 (-0.00, 0.18) 0.05 0.054 0.28 (0.18, 0.38) 0.05 <0.001
Negative ACP Beliefs -0.17 (-0.31, -0.04) 0.07 0.01 -0.17 (-0.32, -0.02) 0.07 0.02
Resident Characteristics in Vignette
High risk for hospitalization 0.84 (0.69, 1.00) 0.07 <0.001 0.59 (0.46, 0.73) 0.06 <0.001
Diagnosis of cancer vs. diabetes 0.35 (0.20, 0.51) 0.07 <0.001 0.37 (0.24, 0.51) 0.06 <0.001
Needs high level of assistance 0.55 (0.40, 0.71) 0.07 <0.001 0.48 (0.34, 0.61) 0.06 <0.001
Rapid vs. slow decline in health 0.33 (0.17, 0.48) 0.07 <0.001 0.30 (0.17, 0.44) 0.06 <0.001
Vignette resident is Black vs. White -0.00 (-0.16, 0.15) 0.07 0.99 0.01 (-0.12, 0.15) 0.06 0.85

CI ¼ confidence interval, SE ¼ standard error, p ¼ probability level.

Table 1. Participant Characteristics.

Demographic variables Frequency (%)

Male 32 (9.12%)
Race/Ethnicity

White 267 (76.29%)
African American 62 (17.71%)
Other race/ethnicity 21 (6%)

Discipline
Licensed Practical Nurse 178 (50.57%)
Registered Nurse 136 (38.64%)
Social Worker or other 38 (10.80%)

Age
Less than 30 years 38 (10.83%)
30-39 75 (21.37%)
40-49 99 (28.21%)
50þ 139 (39.60%)

Years at current SNF
Less than 1 year 75 (21.19%)
1 to 4 years 110 (31.07%)
5 or more years 169 (47.47%)

ACP Self-efficacy and Beliefs Mean (SD)

Self-efficacy for ACP; range 1-9 6.58 (2.06)
Negative beliefs toward ACP; range 1-9 2.62 (1.39)
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Our findings that showed negative beliefs and self-efficacy

both had a role in influencing ACP judgments and are an

important step forward in disentangling the complexity of pro-

vider characteristics. Educational programs on ACP have been

shown to improve confidence levels in providers28-30 and per-

haps are one way to bridge the connection between self-

efficacy and negative beliefs.

Limitations

An often-noted critique is that vignettes are only hypothetical

and may not reflect behaviors, even though there are many

advantages to the design such as increasing internal validity31

and addressing sensitive subjects.32 Other limitations include

low response rate from some facilities due to high turnover and

lack of staff time to participate. In addition, some facilities may

have been more willing to participate (e.g., because of a greater

commitment to ACP) and thus leading to possible selection

bias. Since we sampled from urban areas as they had a higher

number of African American providers and residents, the

results may not be generalizable to non-urban SNFs. We used

a simple 3-item self-efficacy scale in the current study, but

continued development and validation of a stronger self-

efficacy scale is needed.33

Implications

Numerous implications emerge from this study for practice,

policy, and research. In clinical settings, consider assessing

staff ACP self-efficacy and beliefs as a first step in determining

educational needs, or to determine if staff with high self-

efficacy can be used as champions or role models for ACP.

In a corollary manner, assessing for negative attitudes about

ACP among staff, and subsequent education about the positive

impact of ACP may provide opportunities for improving ACP.

As with any practice, staff need the resources and policies that

support ACP at the individual and organizational level. Policy

makers at these levels may consider re-examining old policies

for effectiveness, shaping and writing new policies, and espe-

cially getting staff input in all stages of policy review and

implementation. Changes should be supported with guidelines

and resources that facilitate providers actively engaging in

ACP and include active quality improvement monitoring. Fur-

ther research into self-efficacy and negative beliefs is also

warranted. In this study, we saw that both variables impacted

the rating of vignettes, but stronger measures of actual behavior

are needed in future studies.
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