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Abstract 

Background:  General Practitioners (GPs) are central in the care of Dutch older people and in a good position to have 
Advance Care Planning (ACP) conversations. Interview studies reveal that the doctor-patient relationship is impor‑
tant when initiating ACP conversations and can also be influenced by ACP conversations. We aimed to examine the 
association between having an ACP conversation and the patient feeling the GP knows him or her and the patient 
trusting the GP and vice versa.

Methods:  Implementation of ACP in primary care was evaluated in a pre-and post design. Questionnaires before 
implementation of ACP and 14 months later were sent to patients aged 75 years or older within 10 GP-practices and 2 
care homes. Multivariable logistic regression was used to model the relationship between ACP conversations dur‑
ing implementation and the patient-GP relationship before implementation. Odds ratios were adjusted for potential 
confounders. Generalized ordered logistic regression was used to model the relationship between the changes in 
patient-GP relationship before and after implementation and ACP conversations during implementation.

Results:  Four hundred fifty-eight patients filled out the pre- and post-test questionnaire. There was no association 
between the GP knowing the patient and trust in the pre-test and having an ACP conversation during the implemen‑
tation. For people who had had an ACP conversation at the end of the implementation period their trust remained 
more often the same or was higher after implementation (trust to provide good care OR 2.93; trust to follow their 
wishes OR 2.59), compared to patients who did not have an ACP conversation. A reduction in trust was less likely to 
happen to patients who had an ACP conversation compared to patients who did not have an ACP conversation.

Conclusions:  Although we have not found evidence for trust as a prerequisite for ACP conversations, this paper 
shows that ACP conversations can be beneficial for the doctor—patient relationship.
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aged, Physician–patient relations
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Background
Advance care planning (ACP) enables individuals to 
define goals and preferences for future medical treatment 
and care, to discuss these goals and preferences with fam-
ily and health-care providers, and to record and review 
these preferences if appropriate [1]. Current literature is 
moving away from Advance Directives as focal point in 
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planning end-of-life care and stressing the importance of 
the communication process: “Interventions that ignore 
the human connection will miss an important piece” [2, 
3]. However, the association between having an ACP con-
versation and the patient’s relationship with healthcare 
providers before and after the conversation is unclear.

The doctor-patient relationship involves longitudi-
nal care and consultation during which knowledge, 
trust, loyalty, and regard (or the lack thereof ) are expe-
rienced [4]. Trust is an important aspect of the doctor-
patient relationship. Trust in healthcare providers can 
be described as the optimistic acceptance of a vulnerable 
situation in which the truster believes the trustee will 
care for the truster’s interests [5]. There are qualitative 
studies that examine ACP and the relationship between 
the healthcare provider and patient. In most studies, 
the relationship, and especially trust, is mentioned as an 
important starting point for ACP [6–9]. There are also 
indications that ACP may affect the patient-doctor rela-
tionship. Patients with end stage renal disease saw ACP 
as an important element in a trusting patient-doctor rela-
tionship and felt this relationship was threatened when 
their concerns regarding severity of their disease, fears 
about dialysis and the future were not addressed by the 
doctor [10]. In a scoping review of outcomes of ACP in 
randomised controlled trials, the quality of patient-clini-
cian conversations was positively evaluated in 7 out of 7 
reported studies [11].

In Dutch primary care General Practitioners (GPs) are 
central in the care for older people. GPs are likely to have 
good clinical and contextual knowledge of their patients 
because of their long-term relationship [12]. Patients 
want to have ACP discussions with their GPs and think it 
is important for GPs to initiate those discussions [13]. As 
in studies with other healthcare providers, most studies 
regarding GPs and ACP are qualitative and mention the 
relationship as starting point. Healthcare providers in a 
study on ACP with older persons in care homes and in 
the community, expressed the opinion that interpersonal 
relationships were a fundamental requisite to end-of-life 
care discussions [14]. In a study on ACP conversations 
between GPs and people with dementia, all participants 
(GPs, patients, their carers) of the study agreed that it is 
important that the GP knows the person with dementia 
personally, is empathic, supportive and provides informa-
tion respectfully [15]. In a recent study by Glaudemans 
[16], a lack in trust or negative previous experiences with 
ACP with a GP or nurse could be a reason for older peo-
ple to be less open to ACP conversations. At the same 
time, older people who did engage in ACP felt they could 
trust their GP or nurse more after the ACP conversation. 
They were positive about the attention they received dur-
ing these conversations, felt heard and more at ease.

To our knowledge no quantitative research has been 
done to further examine the association between having 
an ACP conversation and the patient’s relationship with 
the GP before and after the conversation. In this planned 
secondary analysis using data from a study on the imple-
mentation of ACP (see Table 1) [17], we address the fol-
lowing questions:

1)	 Is there an association between the patient’s relation-
ship (the patient feeling the GPs knows him or her 
and the patient trusting the GP) with the GP before 
implementation of ACP and having an ACP conver-
sation?

2)	 Is there an association between having an ACP con-
versation and the relationship with the GP after 
implementation of ACP?

Based on the literature described, we expect that a 
better relationship heightens the change of an ACP 
conversation, and that ACP conversations improve the 
relationship.

Methods
Design and population
Patients aged 75  years or older enlisted with participat-
ing organisations filled in questionnaires in a pre-and 

Table 1  Description of the ACP intervention and summary of 
the results of the implementation study

The intervention [17]:
The goal was implementation of ACP in routine (everyday) GP care for 
older people. The intervention involves a two-step process in which the 
GP works together with the home care nurse, certified nursing assistant 
or with the practice nurse to implement ACP. The intervention was 
delivered by the professionals working in the 12 participating organisa‑
tions. All the professionals involved were regular care providers of the 
patients, so no new people were introduced with the delivery of ACP. 
Health care professionals received amongst others, a training, a manual 
and conversation aids. The care providers decided which patients they 
would invite for an ACP discussion. Of course patients did not have to 
accept the invitation. In addition, conversations could also be initiated by 
patients themselves. Patients have a first conversation with a home care 
nurse, a certified nursing assistant or with the practice nurse. Subsequent 
conversations are with the GP. Our advice to staff was to have one ACP 
conversation per week to build up experience (we expected this to still 
be feasible in daily practice). The number of conversations per patient 
was not determined in advance.

Results of the implementation study [17]:
Results in the number of ACP conversations and advance directives were 
modest but positive; ACP conversations were offered to or started with 
26% of older patients enlisted with participating organisations. ACP was 
implemented as routine care. Within respondents who filled in both the 
pre- and post-test questionnaire (AQ: correct?)(n = 458), more people 
had spoken to their GP about hospitalisations (OR 1.66 (1.18 – 2.32)), IC 
admission (OR 2.12 (1.40 – 3.22)), and treatment preferences in certain 
circumstances (OR 2.01 (1.42 – 2.84)) after implementation of ACP, com‑
pared to before. Advance Directives were drawn up more often (OR 1.54 
(1.18—2.00)) after implementation, compared to before.
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post evaluation study. ACP was implemented in 10 GP-
practices and 2 care homes [17]. Our target group existed 
of 1) all patients within the participating GP practices 
aged 75  years or older and 2) all inhabitants of certain 
wings of the participating care homes. Both the home-
dwelling patients and the inhabitants of the care homes 
all received care from a GP as the main care provider. 
The Medical Ethics Review Committee of VU University 
Medical Center has judged that the Medical Research 
Involving Human Subjects Act (WMO) does not apply to 
this study and that an official approval of the study by our 
committee is not required (number 2016.468) because 
it did not involve any imposing interventions or actions 
[18]. However, the research team followed main princi-
ples of good clinical practice, including e.g. informed 
consent, confidentiality, risks and benefits assessment, 
and compliance with protocol [19].

Procedure and questionnaire
Questionnaires were sent by post to all patients aged 
75  years or older within the GP-practice or care home. 
The first questionnaire was sent before implementa-
tion of ACP (February – March 2017), the second was 
sent approximately 14  months later (April – July 2018). 
A reminder was sent after 8 to 10 weeks. The question-
naires contained structured questions about experiences 
with ACP, communication with healthcare providers, 
relation between respondent and proxy, healthcare status 
and demographics. They were piloted on a small sam-
ple of respondents to ascertain that the questions were 
clearly formulated and relevant. The participants choos-
ing to respond to the questionnaires implied their con-
sent to participating in the study.

Questionnaire: ACP
Whether or not an ACP conversation with the GP took 
place in the 12 months before the pre and post question-
naire, was derived of the following series of questions:

During the last 12  months, have you thought and/or 
talked about:

–	 Whether or not you would like to go to the hospital 
under certain circumstances?

–	 Whether or not you would like to be admitted to 
intensive care?

–	 Whether or not you would like to be admitted to a 
nursing home?

–	 Where you would like to die?
–	 Which treatments you would and would not like to 

receive in certain circumstances?

For all topics, seven answering options were provided, 
where it was possible to give more than one answer: a) 

thought about it, b) talked to my GP about it, c) talked to 
a doctor (other than the GP), d) talked to another health-
care provider, e) talked to someone else (not a healthcare 
provider), f ) I have recorded it, g) none of these answers.

Questionnaire: doctor—patient relationship
Data related to the relationship between the patient 
and his/her GP was collected by means of the following 
questions:

–	 How well does your GP know you? Answer-
ing options were based on a 4-point Likert scale ( 
1 = very well, 4 = badly);

–	 How much do you trust your GP to provide good 
care to you in the final stage of life? Answer-
ing options were based on a 4-point Likert scale ( 
1 = very much trust, 4 = no trust);

–	 How much do you trust your GP to follow your 
wishes about medical decisions at the end of your 
life? Answering options were based on a 4-point Lik-
ert scale ( 1 = very much trust, 4 = no trust)

The two questions regarding trust were formulated to 
specifically target important aspects of ACP conversa-
tions. In the analyses to answer question one we used the 
answers from the first measurement (before implementa-
tion), to answer question two we used the difference in 
answers from both measurements (see data analyses).

Data analyses
To align the answers before and after implementation, 
we only used data from patients who filled in both ques-
tionnaires. A new variable ‘ACP conversation’ was cre-
ated, based on the questions on the five topics mentioned 
above. If the patient had talked to his/her GP on any of 
the five topics, an ACP conversation has taken place 
(resulting in a dichotomous variable for ‘ACP conversa-
tion’). This was done for the pre and post measurement 
separately. To answer research question one, the resulting 
variable from the post measurement was used as depend-
ent variable. To answer research question two, the varia-
ble from the post measurement was used as independent 
variable.

The answers on the three questions about the rela-
tionship with the GP were skewed. Therefore, to answer 
question one, the scores of the questions were recoded 
into dichotomous variables. For the first 4-point Likert 
scale question the answering options ‘very well’ and ‘well’ 
were grouped together and the scores for ‘not so well’ 
and ‘badly’ were also grouped together. For the other 
two 4-point Likert scale questions the answering options 
‘very much trust’ and ‘fairly much trust’ were grouped 
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together and the scores for ‘not much trust’ and ‘no trust’ 
were also grouped together.

In our analyses of the data in the pre-post implementa-
tion study [17], we saw a relation between ACP conversa-
tion and age, marital status, diagnosis of a cardiovascular 
accident (CVA), no diagnosis, and having a clear idea of 
future problems one might face. Therefore, we used these 
characteristics to control for confounding effects in our 
analyses for research question one. Also, we added ACP 
conversation at the first measurement (before imple-
mentation) as a confounder (we also investigated effect 
modification, this did not occur). Each model (there were 
three; one for each relationship variable) used ACP con-
versation at the end of implementation as the outcome 
(dependent variable) and the three variables related to 
the patient-GP relationship before implementation as 
determinants (independent variables) in multivariable 
logistic regression.

To answer research question two, the answers to the 
relationship questions before and after implementation 
were combined to create three categories:

1)	 A decrease; for the three variables: knowing the 
patient less / having less trust in the GP to provide 
good care at the end of life / having less trust in the 
GP to follow wishes at the end of life than before.

2)	 No change in answers before and after implementation.
3)	 An increase; for the three variables: knowing the 

patient more / having more trust in the GP to provide 
good care at the end of life / having more trust in the 
GP to follow wishes at the end of life than before.

Generalized ordered logistic models were made 
with the three relationship pre-post-difference vari-
ables as outcome and the ACP conversation at the end 
of implementation as determinant. We used the gen-
eralized ordered logistic model because the outcome, 
being the change in relationship, is ordinal and the 
generalized model is less restrictive than the propor-
tional odds /parallel lines model [20]. In generalized 
ordered logistic regression the regression coefficients 
represent the relationship of the ACP conversation 
to the odds that a respondent would be in each cate-
gory or above compared to all lower categories of the 
relationship variable (in our analyses ‘lower’ versus 
‘the same plus more’ and ‘lower plus the same’ versus 
‘more’). The model produces a unique set of regression 
coefficients for each comparison [21]. The data were 
investigated for potential confounders using Pear-
sons Chi2 Test, the variable was seen as confounder 
below a threshold p-value of 0.05 (see Additional File, 
Tables  A2-A3-A4). When confounders were present 
(only in Table 3) both crude and adjusted OR’s were 

presented. Results are presented as frequencies and 
odds ratio’s with 95% confidence intervals. All analy-
ses were conducted with Stata SE 14 [22]. The dataset 
supporting the conclusions of this article is available in 
the DANS Easy repository [23].

Results
Characteristics of patients
In total, 2292 patients received a questionnaire, 458 
(20.0%) patients filled in both questionnaires. The mean 
age of the participants in the study was 80.9  years, the 
majority (63.7%) was female and married (41.1%) (Table 2). 
Most patients indicated that their GP knew them fairly 
well (60.0%) or very well (25.6%). They very much trusted 
their GP to provide good care in the final stage of their life 
(45.4%) and to follow their wishes about medical decisions 
at the end-of-life (40.7%). We refer to our publication on 
the pre-post implementation study for a non-response 
analysis [17]. See Additional File Table A1 for ACP conver-
sations and responses to the three relationship-questions 
before and after implementation of ACP.

The association between the patient’s 
relationship with the GP before implementation 
of ACP and having an ACP conversation 
during implementation
There is no statistically significant association between a 
positive answer on the GP knowing the patient and the 
trust questions and having an ACP conversation (Table 3; 
adjusted OR).

The association between having an ACP 
conversation and the relationship with the GP 
after implementation of ACP
See Table 4 for a description of the newly generated ‘differ-
ence variable’ that compares answers on the relationship 
questions before and after implementation. No confound-
ers were found with regard to the relationship questions 
(Additional File, Tables A2, A3 and A4). There is no asso-
ciation between the difference before and after implemen-
tation regarding ‘my GP knows me’ and having an ACP 
conversation during implementation (Table 4). There is an 
association between the difference before and after imple-
mentation regarding the two trust-questions and having 
an ACP conversation during implementation. People who 
had an ACP conversation at the end of the implementa-
tion period more often indicated that trust remained the 
same or was higher after implementation, compared to 
patients who did not have an ACP conversation. So, more 
simply said, a reduction in trust was less likely to happen 
to patients who had an ACP conversation compared to 
patients who did not have an ACP conversation.
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Discussion
We examined the association between having an ACP 
conversation and the patient’s relationship with the GP 
before and after the conversation. There was no higher 
odds of having an ACP conversation for patients who 

indicated their GP knows them well or who trusted their 
GP with regard to end-of-life care. However, we found 
higher odds of unchanged or increased trust in their GP 
with regard to end-of-life and goal-concordant care after 
ACP conversations.

Table 2  Characteristics of patients on first measurement who did or did not have an ACP conversation with their GP after 
implementation of ACP, n (%)

a  Missing data: age no-acp n = 9 acp n = 4; sex no-acp n = 7 acp n = 2; marital status no-acp n = 8 acp n = 2; living situation no-acp n = 2 acp n = 1; GP knows me 
no-acp n = 4 acp n = 1; trust good care no-acp n = 20 acp n = 4; trust follow wishes no-acp n = 28 acp n = 5

Total (n = 458) No ACP after implementationa 
(n = 308)

ACP after 
implementationa 
(n = 150)

Age, mean (SD) 80.9 (4.8) 80.2 (4.3) 82.3 (5.5)

Sex, female 286 (63.7) 190 (63.1) 96 (64.9)

Marital status, married 184 (41.1) 134 (44.7) 50 (33.8)

Time living on current address for more than five years 407 (89.5) 277 (90.5) 130 (87.3)

Had an ACP conversation at first measurement (before implemen‑
tation), yes

101 (22.1) 38 (12.3) 63 (42.0)

My GP knows me …

 -  Very well 116 (25.6) 57 (18.8) 59 (39.6)

 -  Fairly well 272 (60.0) 195 (64.1) 77 (51.7)

 -  Not so well 56 (12.4) 46 (15.1) 10 (6.7)

 -  Badly 9 (2.0) 6 (2.0) 3 (2.0)

How much do you trust your GP to provide good care to you in the final stage of life?

 -  Very much trust 197 (45.4) 114 (39.6) 83 (56.9)

 -  Fairly much trust 208 (47.9) 152 (52.8) 56 (38.4)

 -  Not much trust 26 (6.0) 20 (6.9) 6 (4.1)

 -  No trust 3 (0.7) 2 (0.7) 1 (0.7)

How much do you trust your GP to follow your wishes about medical decisions at the end of your life?

 -  Very much trust 173 (40.7) 94 (33.6) 79 (54.5)

 -  Fairly much trust 216 (50.8) 160 (57.1) 56 (38.6)

 -  Not much trust 34 (8.0) 24 (8.6) 10 (6.9)

 -  No trust 2 (0.5) 2 (0.7) 0

Table 3  Association between the patient-GP relationship before implementation and ACP conversations after implementation of ACP

a  Adjusted for: age, marital status, diagnosis of CVA, no diagnosis, idea future problems, ACP conversations before implementation of ACP. Bold indicates p < 0.05
b  Model n = 419 due to missing values
c  Model n = 401 due to missing values
d  Model n = 393 due to missing values

Patients without ACP 
conversation after 
implementation N = 308

Patients who had an 
ACP conversation after 
implementation N = 150

OR (95% CI) Adjusted OR (95% CI)a

My GP knows me wellb 252 (82.9) 136 (91.3) 2.16 (1.14 – 4.10) 1.81 (0.90 – 3.67)

I trust my GP to provide good 
care to me in the final stage of 
lifec

266 (92.4) 139 (95.2) 1.64 (0.68 – 3.94) 1.60 (0.62 – 4.15)

I trust my GP will follow my 
wishes about medical decisions 
at the end of your lifed

254 (90.7) 135 (93.1) 1.38 (0.65 – 2.95) 1.33 (0.56 – 3.15)
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Strengths and limitations of this study
Since other studies on the subject were qualitative, this 
study is a valuable addition. By comparing answers from 
the questionnaires before and after implementation, it 
provides the possibility to take a closer look at the inter-
play between ACP and the patient-doctor relationship, 
by examining ACP as the starting point and as the out-
come. The large sample allowed us to select patients who 
answered both the pre and post implementation ques-
tionnaire, making our analyses more robust. However, 
a limitation of the pre/post design is that other factors 
could have influenced the doctor-patient relationship 
besides ACP conversations. We had close contact with 
all participating organisations and by our knowledge 
they did not implement other interventions, but we can-
not rule out that there are other factors at play. Since we 
did not randomly assign having an ACP discussion or 
not, we cannot claim causal relations. Also, because the 
relationship data were skewed, we dichotomised the four 
point scale, which resulted in a loss of detail. Patients 
were invited to fill in the questionnaire through a letter 
from the GP, and therefore results may be biased towards 
older people who have a good relationship with their GP. 
Most Dutch older patients (may) have a long term rela-
tionship with their GP, and care provision in Dutch GP 
practices is generally of high quality and characterised by 
open communication [24, 25]. Results may be different 
in other countries with another position for GPs within 
the healthcare system [26]. We do not have information 
on the depth and scope of the conversations, as the ques-
tionnaire had a limited focus on topics. Also, because 
most questions in the questionnaire were on ACP, people 

who were less comfortable thinking about future health 
problems may have been less inclined to respond. For 
those who were comfortable with the questions, the first 
questionnaire may have influenced our results on the sec-
ond measurement, by drawing attention to the possibility 
of ACP conversations (see below).

Relationship with GP as starting point for ACP
It has been seen in previous studies that both GPs and 
patients talk about ACP in light of knowing or not know-
ing each other. However, this seems mainly related to 
preferences in writing. According to patients, for pref-
erences to be respected, it is critical to be ‘‘known’’ to a 
provider [9]. GPs describe that a ‘knowing’ relationship 
develops over time, and for this regularity of contact and 
trust is important [27]. Over time GPs got a better under-
standing of the patient, and this understanding is consid-
ered to be sufficient; it reduces the need for preferences 
to be in writing. For patients the GPs do not know, ACP 
documents are considered to be useful [27]. Whether a 
good relationship is a prerequisite for ACP conversations 
or not, may have implications for the timing of ACP con-
versations with new patients; is it necessary to know a 
patient well before you start an ACP conversation, or can 
it be part of the process of getting to know each other? 
Our results indicate that the latter may be the case. Stud-
ies where ACP conversations are held with persons with 
no previous connection to the patient, like volunteers 
or special healthcare agents, can show positive results 
[28, 29] or have the same results as programs in which 
ACP is delivered by healthcare providers already known 
to the patient [30]. That we found no higher odds of 

Table 4  Association between the difference in patient-GP relationship and ACP conversations after implementation of ACP

a  Generalized ordered logistic regression. Bold indicates p < 0.05

Less after 
implementation 
n (%)

No change before and 
after implementation 
n (%)

More after 
implementation 
n (%)

Less versus no change 
and more a OR (95% CI)

Less or no change 
versus more a OR 
(95% CI)

My GP knows me… (n = 444)

● No ACP conversations after 
implementation

44 (14.7) 200 (66.7) 56 (18.7) Ref Ref

● ACP conversation(s) after 
implementation

22 (15.3) 90 (62.5) 32 (22.2) 0.95 (0.55 – 1.66) 1.24 (0.76 – 2.03)

I trust the GP will provide good care (n = 415)

● No ACP conversations after 
implementation

55 (20.0) 178 (64.7) 42 (15.3) Ref Ref

● ACP conversation(s) after 
implementation

11 (7.9) 103 (73.6) 26 (18.6) 2.93 (1.48 – 5.80) 1.27 (0.74 – 2.17)

I trust the GP will follow my wishes (n = 405)

● No ACP conversations after 
implementation

44 (16.6) 174 (65.7) 47 (17.7) Ref Ref

● ACP conversation(s) after 
implementation

10 (7.1) 97 (69.3) 33 (23.6) 2.59 (1.26 – 5.32) 1.43 (0.87 – 2.36)
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conversations for patients who trust their GP might also 
be explained by the high levels of trust for all patients 
included in the study; on the first measurement much or 
very much trust to provide good care was already present 
in 93.3% of patients and 91.5% already had much or very 
much trust in the GP to follow their wishes. Every two 
years the Dutch Health Care Consumer Panel is asked 
about trust in healthcare, and GPs are among the highest 
scoring professionals with 89% of patients having trust in 
GP care in 2020 [31]. Whether trust is a prerequisite for 
ACP conversations or not becomes superfluous in every-
day care if almost all patients trust their GPs.

Building relationships with ACP
Although we did not find evidence for trust as a pre-
requisite for ACP conversations, we found higher 
odds of a unchanged or better doctor-patient rela-
tionship after ACP conversations. If the relationship 
can improve by having ACP conversations, this is an 
important additional benefit of having them. In our 
study the effect was mainly seen in patients with a 
decrease in trust in the GP to provide good care (20% 
of patients with no ACP conversation versus 8% of 
patients with an ACP conversation) and a decrease 
in trust in the GP to follow the patients’ wishes (17% 
of patients with no ACP conversation versus 7% of 
patients with an ACP conversation), instead of an 
increase in trust. Maybe patients were expecting an 
ACP conversation would be offered to them by the GP 
after receiving the first questionnaire, and some may 
have been disappointed when this did not happen. It 
has been shown that when patients expect an ACP 
conversation but their concerns are not addressed by 
the doctor, this threatened the relationship [10]. How-
ever, that we did not detect a rise in trust may also be 
related to both the aforementioned ceiling effect and 
the size of the study sample. Tentatively it may be said 
that engaging in ACP may strengthen or improve the 
doctor-patient relationship. A study among nurses in 
long-term care facilities also found that the relation-
ships with the residents and their family developed 
and strengthened after implementation of ACP [32]. 
People may be less inclined to ACP if they don’t trust 
their healthcare provider to follow their wishes [16] 
or with healthcare providers who did not show inter-
est in them before (other than with regard to ‘medical’ 
topics) [8], but during conversations this may change. 
Maybe the issue is not so much whether or not there 
is an ongoing relationship before you start ACP, but 
whether the healthcare provider provides an opportu-
nity to discuss worries and fears by offering an ACP 
conversation, and shows compassion, uses commu-
nication strategies and has conversation skills during 

ACP. In that respect, the emphasis that is sometimes 
placed on Advance Directives or quality assurance (e.g. 
how many patients have had a conversation) can have 
detrimental effects by shifting the focus away from the 
person-centered approach [33].

Conclusion
A good relationship does not seem to be a prerequisite 
for ACP conversations, but by having these conversa-
tions the doctor-patient relationship may strengthen 
or improve. This information can be used when moti-
vating GPs to take up ACP conversations with their 
older patients. Future studies should aim to disentan-
gle the complex relation between trust and ACP, e.g. by 
a qualitative approach with a longitudinal qualitative 
study following patients and GPs in the ACP process 
or by a quantitative approach with Structural Equation 
Modelling.

Abbreviations
ACP: Advance care planning; CI: Confidence intervals; CVA: Cardiovascular 
accident; GP: General practitioner; OR: Odds ratio.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12877-​022-​03256-4.

Additional file 1: Table A1. ACP conversations and responses to the 
three relationship-questions before and after implementation of ACP.  
Table A2. Characteristics of patients and the difference before and 
after implementation in answers to ‘how well does your GP know you’. 
Table A3. Characteristics of patients and the difference before and after 
implementation in answers regarding trust in their GP to provide good 
care in the final stage of life. Table A4. Characteristics of patients and the 
difference before and after implementation in answers regarding trust in 
their GP to follow their wishes about medical decisions in the final stage 
of life

Acknowledgements
The authors would like to thank M. de Wit—Rijnierse, M. Eliel, W. Schuijlenburg, 
R. van Beest, M. Klinkenberg, D. van den Berg, D. Willems, J. Tijhaar, M. Laros, 
and P. Appeldoorn for participation in the project group. The authors are 
grateful to the healthcare professionals and patients who participated in this 
study.

Authors’ contributions
BOP and AvdP conducted the study. JS and AvdP analysed the data and 
interpreted the results. AvdP drafted the manuscript, which was discussed 
with and critically revised by JS, JG and BOP. All authors read and approved the 
final manuscript.

Funding
This work was supported by ZonMw (project 844001211). The funding agen‑
cies did not participate in the design or conduct of the study; in the collection, 
analysis, or interpretation of the data; in the preparation, review, or approval of 
the manuscript; or in the decision to submit the manuscript for publication.

Availability of data and materials
The dataset supporting the conclusions of this article is available in the DANS 
Easy repository, https://​doi.​org/​10.​17026/​dans-​z9r-​2hbz.

https://doi.org/10.1186/s12877-022-03256-4
https://doi.org/10.1186/s12877-022-03256-4
https://doi.org/10.17026/dans-z9r-2hbz


Page 8 of 9van der Plas et al. BMC Geriatrics          (2022) 22:558 

Declarations

Ethics approval and consent to participate
The Medical Ethics Review Committee of VU University Medical Center has 
judged that the Medical Research Involving Human Subjects Act (WMO) does 
not apply to this study and that an official approval of the study by our commit‑
tee is not required (reference number 2016.468). The participants choosing to 
respond to the questionnaires implied their consent to participating in the study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Public and Occupational Health, Amsterdam UMC, Location 
VU University Medical Center, PO Box 7057, 1007 MB Amsterdam, The Netherlands. 
2 Expertise Center for Palliative Care, Amsterdam UMC, PO Box 7057, 1007 
MB Amsterdam, The Netherlands. 3 Amsterdam UMC, Location AMC, Section 
of Medical Ethics, Department of General Practice, Amsterdam Public Health 
Research Institute, Amsterdam, The Netherlands. 

Received: 21 July 2021   Accepted: 29 June 2022

References
	1.	 Rietjens JAC, Sudore RL, Connolly M, et al. Definition and recommenda‑

tions for advance care planning: an international consensus sup‑
ported by the European Association for Palliative Care. Lancet Oncol. 
2017;18(9):e543–51. https://​doi.​org/​10.​1016/​S1470-​2045(17)​30582-X.

	2.	 Sudore RL, Heyland DK, Lum HD, et al. Outcomes That Define Suc‑
cessful Advance Care Planning: A Delphi Panel Consensus. J Pain 
Symptom Manage. 2018;55(2):245-55 e8. https://​doi.​org/​10.​1016/j.​
jpain​symman.​2017.​08.​025.

	3.	 Tulsky JA. Decision-making in serious illness: a matter of life, death and 
words. Patient Educ Couns. 2010;80(1):1–2. https://​doi.​org/​10.​1016/j.​pec.​
2010.​05.​001.

	4.	 Ridd M, Shaw A, Lewis G, et al. The patient-doctor relationship: a synthesis 
of the qualitative literature on patients’ perspectives. Br J Gen Pract. 
2009;59(561):e116–33. https://​doi.​org/​10.​3399/​bjgp0​9X420​248.

	5.	 Hall MA, Dugan E, Zheng B, et al. Trust in physicians and medical institu‑
tions: what is it, can it be measured, and does it matter? Milbank Q. 
2001;79(4):613–39. https://​doi.​org/​10.​1111/​1468-​0009.​00223.

	6.	 Piers RD, van Eechoud I, Van CS, et al. Advance Care Planning in terminally 
ill and frail older persons. Patient Educ Couns. 2013;90(3):323–9.

	7.	 Ke LS, Huang X, Hu WY, et al. Experiences and perspectives of older 
people regarding advance care planning: a meta-synthesis of qualitative 
studies. Palliat Med. 2017;31(5):394–405. https://​doi.​org/​10.​1177/​02692​
16316​663507.

	8.	 Goff SL, Eneanya ND, Feinberg R, et al. Advance care planning: a qualita‑
tive study of dialysis patients and families. Clin J Am Soc Nephrol. 
2015;10(3):390–400. https://​doi.​org/​10.​2215/​CJN.​07490​714.

	9.	 Malcomson H, Bisbee S. Perspectives of healthy elders on advance care 
planning. J Am Acad Nurse Pract. 2009;21(1):18–23.

	10.	 Davison SN, Simpson C. Hope and advance care planning in patients 
with end stage renal disease: qualitative interview study. BMJ. 
2006;333(7574):886. https://​doi.​org/​10.​1136/​bmj.​38965.​626250.​55.

	11.	 McMahan RD, Tellez I, Sudore RL. Deconstructing the complexities of 
advance care planning outcomes: what do we know and where do we 
go? a scoping review. J Am Geriatr Soc. 2021;69(1):234–44. https://​doi.​
org/​10.​1111/​jgs.​16801.

	12.	 De Vleminck A, Pardon K, Beernaert K, et al. How do general practition‑
ers conceptualise advance care planning in their practice? a qualitative 
study. PLoS ONE. 2016;11(4): e0153747. https://​doi.​org/​10.​1371/​journ​al.​
pone.​01537​47.

	13.	 Abu Al Hamayel N, Isenberg SR, Sixon J, et al. Preparing older patients 
with serious illness for advance care planning discussions in primary care. 
J Pain Symptom Manage. 2019;58(2):244-51 e1. https://​doi.​org/​10.​1016/j.​
jpain​symman.​2019.​04.​032.

	14.	 Bellamy G, Stock J, Schofield P. Acceptability of paper-based Advance 
Care Planning (ACP) to inform end-of-life care provision for community 
dwelling older adults: a qualitative interview study. Geriatrics (Basel). 
2018;3(4):88. https://​doi.​org/​10.​3390/​geria​trics​30400​88.

	15.	 Tilburgs B, Vernooij-Dassen M, Koopmans R, et al. The importance of 
trust-based relations and a holistic approach in advance care planning 
with people with dementia in primary care: a qualitative study. BMC 
Geriatr. 2018;18(1):184. https://​doi.​org/​10.​1186/​s12877-​018-​0872-6.

	16.	 Glaudemans JJ, Willems DL, Wind J, et al. Preventing unwanted situations 
and gaining trust: a qualitative study of older people and families’ experi‑
ences with advance care planning in the daily practice of primary care. 
Fam Pract. 2019. https://​doi.​org/​10.​1093/​fampra/​cmz089.

	17.	 van der Plas A, Glaudemans J, Onwuteaka-Philipsen B. Advance care plan‑
ning in Dutch primary care: a pre/post-implementation study. BMJ Sup‑
port Palliat Care. 2021. https://​doi.​org/​10.​1136/​bmjsp​care-​2020-​002762.

	18.	 Centrale Commissie Mensgebonden Onderzoek [Central Committee on 
Research Involving Human Subjects]. https://​engli​sh.​ccmo.​nl/​inves​tigat​
ors/​legal-​frame​work-​for-​medic​al-​scien​tific-​resea​rch/​your-​resea​rch-​is-​it-​
subje​ct-​to-​the-​wmo-​or-​not. Accessed 15 Feb 2014.

	19.	 ICH. Good Clinical Practice: International Council for Harmonisation; 1996 
[updated 6/10/1996. Available from: http://​www.​ich.​org/​filea​dmin/​Public_​
Web_​Site/​ICH_​Produ​cts/​Guide​lines/​Effic​acy/​E6/​E6_​R1_​Guide​line.​pdf.

	20.	 Williams R. Gologit2: A Program for Generalized Logistic Regression/
Partial Proportional Odds Models for Ordinal Dependent Variables.: 
https://​www.​stata.​com/​meeti​ng/​4nasug/​golog​it2.​pdf; 2005.

	21.	 Grace-Martin K. Generalized Ordinal Logistic Regression for Ordered 
Response Variables: The Analysis Factor; [Available from: https://​www.​thean​
alysi​sfact​or.​com/​gener​alized-​ordin​al-​logis​tic-​regre​ssion/.

	22.	 StataCorp. Stata Statistical Software: Release 14. In: LLC S, editor. 14 ed: 
College Station, TX: StataCorp LLC; 2015.

	23.	 van der Plas AGM, Onwuteaka-Philipsen BD. Advance Care Planning in de 
eerste lijn met de kwetsbare oudere patiënt en diens naasten [Advance 
Care Planning in primary care with frail older patients and their carers]. 
DANS 2019. https://​doi.​org/​10.​17026/​dans-​z9r-​2hbz.

	24.	 Schoen C, Osborn R, Doty MM, et al. Toward higher-performance 
health systems: adults’ health care experiences in seven countries, 
2007. Health Aff (Millwood). 2007;26(6):w717–34. https://​doi.​org/​10.​
1377/​hltha​ff.​26.6.​w717.

	25.	 Evans N, Pasman HR, Vega AT, et al. End-of-life decisions: a cross-national 
study of treatment preference discussions and surrogate decision-maker 
appointments. PLoS ONE. 2013;8(3): e57965.

	26.	 Schäfer WLA. Primary care in 34 countries: perspectives of general practi‑
tioners and their patients. Utrecht: Universiteit Utrecht; 2016.

	27.	 Rhee JJ, Zwar NA, Kemp LA. Advance care planning and interpersonal 
relationships: a two-way street. Fam Pract. 2013;30(2):219–26. https://​doi.​
org/​10.​1093/​fampra/​cms063.

	28.	 Detering KM, Hancock AD, Reade MC, et al. The impact of advance care 
planning on end of life care in elderly patients: randomised controlled 
trial. BMJ. 2010;340:c1345.

	29.	 Sellars M, Simpson J, Kelly H, et al. Volunteer involvement in advance care 
planning: a scoping review. J Pain Symptom Manage. 2019;57(6):1166-75 
e1. https://​doi.​org/​10.​1016/j.​jpain​symman.​2019.​02.​031.

	30.	 Detering KM, Carter RZ, Sellars MW, et al. Prospective comparative 
effectiveness cohort study comparing two models of advance care 
planning provision for Australian community aged care clients. BMJ 
Support Palliat Care. 2017;7(4):486–94. https://​doi.​org/​10.​1136/​bmjsp​
care-​2017-​001372.

	31.	 Meijer M, Brabers, A., Jong, J. de. Infographic. Update met cijfers uit 2020: 
meer vertrouwen in ziekenhuizen, thuiszorg en verpleeghuizen dan in 
2018. Barometer vertrouwen in de gezondheidszorg. [Infographic. Update 
with results from 2020: more trust in hospitals, home care and nursing 
homes than in 2018. Barometer trust in healthcare]. Utrecht: NIVEL; 2021 
https://​www.​nivel.​nl/​nl/​publi​catie/​infog​raphic-​update-​met-​cijfe​rs-​uit-​
2020-​meer-​vertr​ouwen-​zieke​nhuiz​en-​thuis​zorg-​en-0 Available from

https://doi.org/10.1016/S1470-2045(17)30582-X
https://doi.org/10.1016/j.jpainsymman.2017.08.025
https://doi.org/10.1016/j.jpainsymman.2017.08.025
https://doi.org/10.1016/j.pec.2010.05.001
https://doi.org/10.1016/j.pec.2010.05.001
https://doi.org/10.3399/bjgp09X420248
https://doi.org/10.1111/1468-0009.00223
https://doi.org/10.1177/0269216316663507
https://doi.org/10.1177/0269216316663507
https://doi.org/10.2215/CJN.07490714
https://doi.org/10.1136/bmj.38965.626250.55
https://doi.org/10.1111/jgs.16801
https://doi.org/10.1111/jgs.16801
https://doi.org/10.1371/journal.pone.0153747
https://doi.org/10.1371/journal.pone.0153747
https://doi.org/10.1016/j.jpainsymman.2019.04.032
https://doi.org/10.1016/j.jpainsymman.2019.04.032
https://doi.org/10.3390/geriatrics3040088
https://doi.org/10.1186/s12877-018-0872-6
https://doi.org/10.1093/fampra/cmz089
https://doi.org/10.1136/bmjspcare-2020-002762
https://english.ccmo.nl/investigators/legal-framework-for-medical-scientific-research/your-research-is-it-subject-to-the-wmo-or-not
https://english.ccmo.nl/investigators/legal-framework-for-medical-scientific-research/your-research-is-it-subject-to-the-wmo-or-not
https://english.ccmo.nl/investigators/legal-framework-for-medical-scientific-research/your-research-is-it-subject-to-the-wmo-or-not
http://www.ich.org/fileadmin/Public_Web_Site/ICH_Products/Guidelines/Efficacy/E6/E6_R1_Guideline.pdf
http://www.ich.org/fileadmin/Public_Web_Site/ICH_Products/Guidelines/Efficacy/E6/E6_R1_Guideline.pdf
https://www.stata.com/meeting/4nasug/gologit2.pdf
https://www.theanalysisfactor.com/generalized-ordinal-logistic-regression/
https://www.theanalysisfactor.com/generalized-ordinal-logistic-regression/
https://doi.org/10.17026/dans-z9r-2hbz
https://doi.org/10.1377/hlthaff.26.6.w717
https://doi.org/10.1377/hlthaff.26.6.w717
https://doi.org/10.1093/fampra/cms063
https://doi.org/10.1093/fampra/cms063
https://doi.org/10.1016/j.jpainsymman.2019.02.031
https://doi.org/10.1136/bmjspcare-2017-001372
https://doi.org/10.1136/bmjspcare-2017-001372
https://www.nivel.nl/nl/publicatie/infographic-update-met-cijfers-uit-2020-meer-vertrouwen-ziekenhuizen-thuiszorg-en-0
https://www.nivel.nl/nl/publicatie/infographic-update-met-cijfers-uit-2020-meer-vertrouwen-ziekenhuizen-thuiszorg-en-0


Page 9 of 9van der Plas et al. BMC Geriatrics          (2022) 22:558 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	32.	 Cornally N, McGlade C, Weathers E, et al. Evaluating the systematic imple‑
mentation of the “Let Me Decide” advance care planning programme in 
long term care through focus groups: staff perspectives. BMC Palliat Care. 
2015;14:55. https://​doi.​org/​10.​1186/​s12904-​015-​0051-x.

	33.	 Borgstrom E. Advance care planning: between tools and relational end-
of-life care? BMJ Support Palliat Care. 2015;5(3):216–7. https://​doi.​org/​10.​
1136/​bmjsp​care-​2015-​000979.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1186/s12904-015-0051-x
https://doi.org/10.1136/bmjspcare-2015-000979
https://doi.org/10.1136/bmjspcare-2015-000979

	The patient’s relationship with the General Practitioner before and after Advance Care Planning: prepost-implementation study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Design and population
	Procedure and questionnaire
	Questionnaire: ACP
	Questionnaire: doctor—patient relationship
	Data analyses

	Results
	Characteristics of patients

	The association between the patient’s relationship with the GP before implementation of ACP and having an ACP conversation during implementation
	The association between having an ACP conversation and the relationship with the GP after implementation of ACP
	Discussion
	Strengths and limitations of this study
	Relationship with GP as starting point for ACP
	Building relationships with ACP

	Conclusion
	Acknowledgements
	References


