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Abstract
Aim. To explore hospital healthcare professionals’ (HCPs) knowledge, attitudes, and experi-
ences on advance care planning (ACP), comparing different professions and care specialties, in
a country where ACP is formally regulated.
Methods. An online survey involving HCPs from different care specialties involved in ACP
working in Italian hospitals. Different tests were used for comparisons among HCPs.
Results. We included responses from 724 HCPs (259 physicians, 86 residents, 339 nurses, 40
physiotherapists). Despite only 29.7% of participants having received education on ACP, the
majority (75.5%) had heard of ACP and were aware of its key elements. The main miscon-
ceptions concerned legal aspects, while uncertainty regarding ACP practical implementation
and correct timing were among the main reported barriers. Virtually all participants favored
ACP, and 81.1% considered ACP part of their duty, but ACP is seldom offered to patients and
is not always documented. Knowledge and attitudes toward ACP were similar across profes-
sional roles, while ACP education and discussion varied across specializations, with the highest
levels reported by Palliative Care HCPs. In most specialties, a substantial overlap can be noted
between levels of ACP education and ACP discussion among all HCPs, while higher levels
of discussion were generally observed among physicians, though the magnitude of the gap
between education and discussion levels differed across care specialties.
Significance of results. Despite ad hoc regulation and HCPs’ favorable attitudes, the legal
aspects of ACP remain poorly understood and ACP implementation in hospitals is still low.
This study supports the need for clear procedures and for inclusion of ACP education and
training in the core curricula of all HCPs, suggesting the need for studies integrating social
sciences to explore specialty-specific barriers and facilitators to ACP. Due to their unique level
of engagement in the process, palliative care HCPs may play a pivotal role in implementing
hospital-based ACP.

Introduction

Advance care planning (ACP) is defined as a process enabling people “to define goals and pref-
erences for futuremedical treatment and care, to discuss these goals and preferences with family
and healthcare providers, and to record and review these preferences if appropriate” (Rietjens
et al. 2017). Hospital admission could provide both the motivation and a valuable opportunity
for clinicians to introduce ACP (Mohan et al. 2021), but its implementation in hospitals seems
to be generally low, though data on the actual frequency with which hospitalized patients are
offeredACPdiscussions in different care specialties remain limited (Schichtel et al. 2019; Ashana
et al. 2021; Martina et al. 2021; Westbye et al. 2023).

The formal regulation of ACP by Italian Law 219/17, which is in line with the above-
mentioned ACP definition and international recommendations supported by the European
Association for Palliative Care (Rietjens et al. 2017), provides a precious opportunity to investi-
gate the topic consistently.
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Law 219 of 2017, which entered into force on January 31st
2018, in Italy, regulated both advance directives (ADs) (in the law
called “advance treatment dispositions”) andACP (in the law called
“shared care planning”). According to Law 219/17, ADs may be
signed by any competent adult, while ACP can be implemented
within the patient-physician relationship in the case of chronic dis-
abling diseases or progressive conditionswith poor prognosis. ACP
must be documented in the patient’s medical record and can be
updated at any time upon their request or the physician’s recom-
mendation; the healthcare team is obligated to follow the plan in
the case of the patient losing their decision-making capacity.While
Law 219/17 attributes themain responsibility inACP to physicians,
non-medical healthcare professionals (HCPs) who are part of the
healthcare team are involved in ACP according to their expertise.

To date, a few studies have investigated the perspective and
experience of small groups of Italian physicians and nurses toward
ACP, mainly with a qualitative approach, suggesting little ACP
training, and a lack of standardized procedures and collabora-
tion, with inconsistent implementation of ACP across care settings
(Cipolletta and Reggiani 2021; Bombaci et al. 2024; Porteri et al.
2024).

The C.OP.E.R.NI.CO. (Knowledge, Opinions, and Experiences
of Healthcare Professionals Regarding Shared care planning) sur-
vey aimed to investigate the knowledge, attitudes, and experiences
regarding ACP on the part of HCPs from hospital units in which
patients are most likely to need ACP discussions, including pal-
liative care, comparing different professions. To fully implement
ACP during hospital admission, indeed, all HCPs, including resi-
dents, should have adequate knowledge and attitudes toward ACP,
and accurate knowledge of the provisions made by the law (Bryant
et al. 2022). Moreover, the study aimed to compare levels of ACP
education and discussion across different care specialties.

The results of this study may be useful to inform best practices
and policy strategies to better integrate ACP in hospital clinical
practice and for international comparisons.

Methods

Study design

This was a cross-sectional, self-administered, online survey. The
protocol andmanuscript followed the Strengthening the Reporting
ofObservational Studies in Epidemiology statement (VonElmet al.
2007).

Setting and participants

The survey was conducted in the Emilia Romagna region, located
in northern Italy, in line with a previous study involving 12 Italian
nursing homes in 2013–2015 (Ottoboni et al. 2019). Aiming at
including medical areas that are presumably more involved in
ACP, the study target population consisted of hospital HCPs work-
ing in the specialties of Anesthesia-Intensive Care, Cardiology,
Gastroenterology, Geriatrics, Internal Medicine, Nephrology-
Dialysis, Neurology, Oncology and Hematology, Pneumology,
Rehabilitation, Surgery, andPalliativeCare networks fromdifferent
local health trusts.

Data collection and recruitment strategy

Data was collected between October 2022 and February 2023
through the Qualtrics platform.

The first step of recruitment was to contact coordina-
tors/directors of medical, non-medical, and psychological pro-
fessions of the selected specialties and directors of the related
Specialization Schools, in order to involve the medical residents.
Coordinators/directors who accepted the invitation to collaborate
in the study were asked to send information regarding the pur-
poses and methods of the survey to all their HCPs via e-mail,
along with a link to the website hosting the survey, with at
least 1 reminder after 2 weeks. After reading the study infor-
mation sheet, HCPs who agreed to participate could access the
questionnaire.

Questionnaire

A multidisciplinary team (comprising 3 experts in palliative care,
2 residents in oncology, 1 expert in legal medicine, 1 internist, 1
expert in psychogeriatrics, 1 psychologist, 1 cultural anthropolo-
gist, and 1 nurse) adapted the questionnaire used in a previous
study (Ottoboni et al. 2019) in light of Law 219/17. The question-
naire was, in turn, adapted and translated (with permission) from
the questionnaire developed by Yee and colleagues to survey renal
HCPs in Singapore (Yee et al. 2011). The questionnaire was eval-
uated for face validity by a random sample of 16 HCPs who did
not participate in the study, and small changes were made based
on their feedback.

The final version of the questionnaire (available in Appendix),
included five sections:

1. The first section collected information on age, gender, profes-
sional role, and length of professional experience. Participants
were then asked whether they had ever heard of ACP: partic-
ipants responding positively were led to section 2, while the
others skipped this section and were led to section 3.

2. The second section included 9 questions assessing ACP knowl-
edge through a true/false format.

3. The beginning of the third section provided a definition of ACP
and ADs according to Law 219/17 (Box 1), and participants
were then required to express their level of agreement on a
5-point Likert scale (from strongly disagree to strongly agree)
with 19 statements concerning the perceived negative impact
of ACP discussions on patients and families, perceived barriers
to ACP discussions, perceived benefits of ACP discussions, and
views on patient autonomy (1 question was not included in the
analysis).

4. The fourth section investigated participants’ personal experi-
ence with ADs, and their working experiences with ADs and
ACP during the past working year and whether they considered
ACP part of their duties.

5. The fifth section investigated characteristics of the participants’
main specialty, their experience and preferences concerning
ACP education and education onpalliative care, their opinion as
to how useful they considered ACP for the patients in their care,
and how important their personal beliefs were in their profes-
sional practice with regard to ACP. Finally, 4 questions focused
on the healthcare organization that the participants worked
for: whether Law 219/17 was implemented by specific proce-
dures, whether, in their opinion, there were barriers to ACP, and
their insight on barriers and possible facilitators (open-ended
questions).
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Ethics

The study was approved by the Committee of Bioethics of
the University of Bologna (Ref. Num. 0240037 achieved by
10/10/2022). Anonymity and confidentiality for participants were
guaranteed: the questionnaire did not include questions that could
allow direct or indirect identification of participants, and did not
include information concerning their healthcare facility or affil-
iation. The system did not record any compiler data (e.g., IP
addresses). The University’s personal data processing notice for
non-nominative surveys according toGDPRwas providedwith the
survey’s informed consent.

Statistical analysis

Descriptive statistics are reported in percentages (%) and number
of participants, and mean and standard deviation are reported in
the case of continuous variables.

Chi-squared test and Kruskal–Wallis test were used for com-
parisons among HCPs for categorical and continuous variables,
respectively. A p-value of <0.05 was considered significant.

Statistical analyses were performed using Stata SE 17.0.

Results

In total, 1230 people accessed the survey, and 886 answered all the
questions; 162 answers were excluded as the participant reported
not being directly involved in patient care (e.g., working as a man-
ager, teacher, technician, or working from home) or working in
areas of specialization that were not addressed by the survey (e.g.,
home care, ambulance service). Answers were also excluded when
the number of HCPs from one professionwas too small for analysis
(e.g., 8 psychologists, 2 dieticians).

The final population comprised 724 HCPs: 259 physicians
(35.8%), 86 residents (11.9%), 339 nurses (46.8%), and 40 phys-
iotherapists (5.5%).

Participants’ characteristics

As shown in Table 1, physicians, residents, nurses, and physiother-
apists significantly differed in terms of personal and professional
characteristics.

Most participants were female (73.6%), were between 30 and
60 years old, and had completed their studies before 2018, except
for residents, whowere, for themost part, younger than 30 years old
(79.1%) and had completed their studies after 2018. Participants
were mostly physicians, residents, and nurses in Anesthesia-
Intensive Care and Internal Medicine, while Rehabilitation was
the main specialty for the physiotherapists. Palliative Care was the
main specialty for 9% of all HCPs and for 7% of physicians.

Regarding ACP education and training, 9.5% of participants
(ranging from 1.9% of physicians to 20.9% of residents) received
ACP theoretical education during the university degree, while 1.2%
(ranging from 0.0% of residents to 1.5% of both physicians and
nurses) received both theoretical and practical education during
their university degree, 11.7% (ranging from 5.8% of residents to
12.7% of physicians) had some post-degree theoretical education,
while 7.2% (ranging from 0.0% of residents to 9.3% of physicians)
reported post-degree theoretical and practical education; 70.3% of
HCPs (ranging from 65.2% of nurses to 80.0% of physiotherapists)
did not receive any ACP education/training.

A total of 48.8% of participants (ranging from 32.5% of physio-
therapists to 56.2% of nurses) reported receiving some education
on palliative care, mainly consisting of courses lasting for a few
hours or days.

Almost all participants were interested in exploring the topic of
ACP further, with the vast majority (from 73.5% of nurses to 84.9%
of residents) preferring both theoretical education and practical
training, without significant differences across professions.

Other results are provided in Supplementary Table 1.

Advance care planning knowledge

Overall, 75.5% of participants reported having heard of ACP and
completed the knowledge section: 77.6% of physicians, 66.3%
of residents, 77.0% of nurses, and 70.0% of physiotherapists
(p = 0.130).

The questions with the higher frequencies of correct responses
(93.0–98.9%) were those concerning ACP goals, conditions for
whichACP is appropriate, the need for good communication skills,
and the possibility of reviewing ACP if necessary. The questions
with the lower rate of correct responseswere those concerning legal
aspects of ACP, including means of documentation for ACP (for
which correct answers ranged from 26.3% of residents to 52.7%
of physicians, p < 0.001), the need to comply with ACP in case
of patient incapacity (77.7% of correct answers overall, without
significant differences).

Answers to the knowledge section are reported in
Supplementary Table 2.

Attitudes toward advance care planning

Table 2 shows the percentage of participants who strongly
agreed/agreed with each item in the attitude section.

Almost all HCPs (97.2%) agreed with the statement “I favor the
use of ACP.”

Concerning the perceived negative impact of ACP discussion,
the 2 statements with the highest rates of agreement were the con-
cern that discussing ACP might upset the patient, and that the
familymay blameHCPs for the patient’s choices (21.1% and 18.5%,
without significant differences among professions).

Regarding perceived barriers to ACP, statements with high-
est rate of agreement were those concerning the lack of clarity
regarding operational implementation of ACP (37.8%) and the dif-
ficulty in understanding the right time for ACP (36.0%), with a
significantly higher rate of residents agreeing with these statements
(59.3% and 52.3%, respectively); another perceived barrier was the
unreadiness of healthcare providers and patients for ACP (over-
all rate of agreement of 37.6% and 31.2%, respectively, without
significant differences across professions).

Finally, almost all participants (88.5–94.9%) agreed with the
benefits of ACP and the importance of patient autonomy.

Experience with advance directives and advance care
planning

As described in Table 3, 7.6% of participants had completed ADs
for themselves, and 6.3% reported having a family member with
ADs (p = 0.413).

Regarding professional experiences during the past year, 33.1%
and 30.8% of HCPs reported having cared for a patient with ADs
or ACP, respectively, with physicians reporting these experiences
more often than other HCPs (44.0%, p< 0.001).
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Table 1. Participants’ personal and professional characteristics (N = 724)

All (724)
Physicians

(259) Residents (86) Nurses (339) Physioth. (40) p

Gender % (n) Male 26.2 (190) 36.7 (95) 32.6 (28) 18.0 (61) 15.0 (6) <0.001

Female 73.6 (533) 63.3 (164) 67.4 (58) 81.7 (277) 85.0 (34)

Other 0.1 (1) 0.0 (0) 0.0 (0) 0.3 (1) 0.0 (0)

Age range (years) %
(n)

<30 20.9 (151) 2.7 (7) 79.1 (68) 21.2 (72) 10.0 (4) <0.001

31–40 28.7 (208) 33.2 (86) 19.8 (17) 28.3 (96) 22.5 (9)

41–50 24.3 (176) 28.6 (74) 1.2 (1) 26.8 (91) 25.0 (10)

51–60 20.3 (147) 22.4 (58) 0.0 (0) 22.4 (76) 32.5 (13)

>60 5.8 (42) 13.1 (34) 0.0 (0) 1.2 (4) 10.0 (4)

Main specialty % (n) Anesthesia-Intensive
Care

25.7 (186) 23.9 (62) 24.4 (21) 30.4 (103) 0.0 (0) <0.001

Cardiology 3.0 (22) 3.1 (8) 0.0 (0) 3.5 (12) 5.0 (2)

Gastroenterology 4.0 (29) 3.9 (10) 13.9 (12) 2.1 (7) 0.0 (0)

Geriatrics 7.0 (51) 9.6 (25) 7.0 (6) 5.6 (19) 2.5 (1)

Internal Medicine 16.3 (118) 19.3 (50) 27.9 (24) 12.7 (43) 2.5 (1)

Nephrology-Dialysis 3.7 (27) 3.9 (10) 0.0 (0) 5.0 (17) 0.0 (0)

Neurology 2.9 (21) 6.2 (16) 3.5 (3) 0.3 (1) 2.5 (1)

Oncology and
Hematology

5.9 (43) 5.4 (14) 13.9 (12) 5.0 (17) 0.0 (0)

Palliative Care 8.6 (62) 7.3 (19) 0.0 (0) 12.7 (43) 0.0 (0)

Pneumology 4.3 (31) 4.2 (11) 4.6 (4) 4.4 (15) 2.5 (1)

Rehabilitation 8.6 (62) 5.4 (14) 3.5 (3) 3.8 (13) 80 (32)

Surgery 9.9 (72) 7.7 (20) 1.2 (1) 14.4 (49) 5.0 (2)

Completed their
studies before 2018
% (n)

Yes 75.3 (545) 83.0 (215) 4.6 (4) 84.7 (287) 97.4 (39) <0.001

Had some education
on ACP % (n)

During degree <0.001

Theoretical 9.5 (69) 1.9 (5) 20.9 (18) 12.9 (44) 5.0 (2)

Theoretical +
practical

1.2 (9) 1.5 (4) 0.0 (0) 1.5 (5) 0.0 (0)

Post-degree

Theoretical 11.7 (85) 12.7 (33) 5.8 (5) 12.7 (43) 10.0 (4)

Theoretical +
practical

7.2 (52) 9.3 (24) 0.0 (0) 7.7 (26) 5.0 (2)

No 70.3 (509) 74.5 (193) 73.3 (63) 65.2 (221) 80.0 (32)

Had some education
on palliative care %
(n)

Yes, structured
program

6.3 (46) 6.2 (16) 3.5 (3) 3.4 (25) 5.0 (2) <0.001

Yes, hours/days 42.5 (308) 35.1 (91) 31.4 (27) 52.8 (179) 27.5 (11)

No 51.1 (370) 58.7 (152) 65.1 (56) 39.8 (135) 67.5 (27)

Interested in
exploring ACP further
% (n)

Yes, training 5.3 (38) 4.6 (12) 3.5 (3) 6.2 (21) 5.0 (2) 0.215

Yes, theory 14.2 (103) 16.6 (43) 10.5 (9) 13.3 (45) 15.0 (6)

Yes, theory + training 75.7 (548) 75.3 (195) 84.9 (73) 73.5 (249) 77.5 (31)

No 4.8 (35) 3.5 (9) 1.2 (1) 7.1 (24) 2.5 (1)

ACP = advance care planning.
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Table 2. Percentage of participants who strongly agreed/agreed with each statement of the attitudes section (N = 724)

Statement All (724) Physicians (259) Residents (86) Nurses (339) Physioth. (40) p

I favor the use of ACP 97.2 (704) 96.5 (250) 96.5 (83) 98.2 (333) 95.0 (38) 0.449

Perceived negative impact of ACP on patient and family

I worry that discussing ACP could
upset the patient

21.1 (153) 23.5 (61) 20.9 (18) 19.2 (65) 17.5 (7) 0.573

Discussing ACP will make patients
lose hope

5.0 (36) 4.2 (11) 5.8 (5) 5.3 (18) 5.0 (2) 0.919

If death is discussed, the patient may
wish to die

8.7 (63) 5.0 (13) 7.0 (6) 12.4 (42) 5.0 (2) 0.011

If HCPs discuss ACP with the patient,
the family may blame them for the
patient’s choices

18.5 (134) 16.2 (42) 19.8 (17) 20.6 (70) 12.5 (5) 0.395

Discussing ACP is advocating
euthanasia

2.6 (19) 0.8 (2) 2.3 (2) 4.4 (15) 0.0 (0) 0.031

Perceived barriers to ACP discussion

I don’t feel I have the emotional
strength to support the patient
through ACP discussion

10.6 (77) 8.9 (23) 10.5 (9) 12.1 (41) 10.0 (4) 0.655

I don’t have the skills to discuss ACP
with the patient

19.2 (139) 11.2 (29) 32.6 (28) 20.1 (68) 35.0 (14) <0.001

I don’t have the time for ACP
discussions

17.4 (126) 12.7 (33) 18.6 (16) 20.9 (71) 15.0 (6) 0.068

The operational implementation of
ACP is not clear

37.8 (274) 33.6 (87) 59.3 (51) 36.3 (123) 32.5 (13) <0.001

Most of our local patients are not
ready for ACP discussion

31.2 (226) 28.2 (73) 33.7 (29) 33.9 (115) 22.5 (9) 0.269

Most HCPs in my local health orga-
nization are not ready for ACP
discussion

37.6 (272) 35.1 (91) 39.5 (34) 39.5 (134) 32.5 (13) 0.617

It is difficult to understand the right
time to implement ACP

36.0 (261) 37.1 (96) 52.3 (45) 39.7 (104) 40.0 (16) <0.001

Perceived benefits of ACP discussion

ACP helps in the care of patients
when they are seriously ill

88.5 (641) 95.7 (248) 93.0 (80) 87.3 (296) 85.0 (34) 0.002

For family members, ACP can
decrease the burden of decisions

90.1 (652) 91.9 (238) 93.0 (80) 92.3 (313) 90.0 (36) 0.944

ACP allows patients to have a sense
of control over their life

92.1 (667) 91.9 (238) 91.9 (79) 85.2 (289) 87.5 (35) 0.059

Views on patient’s autonomy

Prolonging life is more important
than honoring a patient’s request to
refuse life-sustaining treatment

4.6 (33) 3.5 (9) 1.2 (1) 5.9 (20) 7.5 (3) 0.159

It is important for patients to be able
to influence their future treatment
should they lose competence in
decision making

94.9 (687) 96.1 (249) 93.0 (80) 94.7 (321) 92.5 (37) 0.583

ACP = advance care planning; HCP = healthcare professional.

Physicians were those who more often recognized ACP as part
of their duties (88.0%), followed by nurses (81.4%), while the
highest level of uncertainty on the issue was reported by physio-
therapists (32.5%) and residents (23.3%) (p< 0.001).

Figure 1a shows an estimation of the percentage of patients to
whom an ACP discussion was offered (considering only patients
for whom ACP was appropriate). In total, 49.4% of participants

indicated that ACP was offered to less than 25% of patients, while
5.9% indicated that it was offered to more than 75% of patients.

Overall, 34.5% of participants (57.1% of physicians vs.
21.2–24.4% of other HCPs, p< 0.001) reported having personally
discussed/participated in ACP discussion with the patient during
the past year, and Figure 1b shows their responses in terms of how
often ACP was documented in patient records: 35.6% indicated
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Table 3. Experiences with advance directives and ACP (N = 724)

All (724)
Physicians

(259)
Residents

(86) Nurses (339) Physioth. (40) p

Have you cared for a patient who has had
advance directives? % (n)

Yes 33.1 (240) 44.0 (114) 32.6 (28) 25.7 (87) 27.5 (11) <0.001

Have you cared for a patient who has had
an advance care plan? % (n)

Yes 30.8 (223) 44.0 (114) 18.6 (16) 22.7 (77) 40.0 (16) <0.001

Do you consider ACP as part of your duty?
% (n)

Yes 81.1 (587) 88.0 (228) 68.6 (59) 81.4 (276) 60.0 (24) <0.001

Don’t
know

14.8 (107) 8.1 (21) 23.3 (29) 15.6 (53) 32.5 (13)

No 4.1 (30) 3.9 (10) 8.1 (7) 2.9 (20) 7.5 (3)

Have you personally discussed/participated
in ACP discussion? % (n)

Yes 34.5 (250) 57.1 (148) 24.4 (21) 21.2 (72) 22.5 (9) <0.001

Do you consider ACP useful/very useful for
patients cared for? % (n)

Yes 92.4 (669) 94.6 (245) 94.2 (81) 89.9 (305) 95.0 (38) 0.145

Has Law 219/17 been implemented in your
healthcare organization with specific
procedures? % (n)

Yes 22.8 (165) 29.3 (76) 10.5 (9) 20.3 (69) 27.5 (11) <0.001

Don’t
know

51.7 (374) 45.6 (118) 75.6 (65) 49.8 (169) 55.0 (22)

No 25.5 (185) 25.1 (65) 13.9 (12) 29.8 (101) 17.5 (7)

Do you believe there are obstacles to ACP
in your healthcare organization? % (n)

Yes 53.6 (388) 46.2 (118) 65.1 (56) 58.4 (198) 40.0 (16) <0.001

Ads = advance directives; ACP = advance care planning.

Figure 1. (a) Estimation of the percentage of patients to whom ACP discussion was offered (considering only patients for whom ACP was appropriate) (<25% include the
answer “None”) and (b) percentage of documented ACP in patient records (<25% includes the answer “Never”).

that ACP was recorded in fewer than 50% of cases, while 35.2%
that it was recorded in over 75% of cases.

Based on the characteristics of their patients, 92.4% of partic-
ipants (ranging from 90% of nurses to 95% of physiotherapists)
considered ACP a useful/very useful tool (p = 0.145).

With reference to their healthcare organization, 51.7% of par-
ticipants (ranging from 45.6% of physicians to 75.6% of residents)
did not know whether ACP was implemented with specific pro-
cedures, while 22.8% (ranging from 10.5% of residents to 29.3% of
physicians) answered that ACP had been implemented (p< 0.001).
Finally, 53.6% of HCPs (ranging from 40.0% of physiotherapists
to 65.1% of residents) believed that there were obstacles to ACP
within the context of their healthcare organization (p< 0.001).

Other results concerning the ACP discussion are reported in
Supplementary Table 3.

Advance care planning education and discussion across
different care specialties

Figure 2a shows levels of ACP education (either theoretical only
or both theoretical and practical) and of ACP discussion during
the past year reported by HCPs across the different care specialties.
Figure 2b concerns physicians only.

ACP levels of education ranged from 18% reported in
Cardiology to 69% reported in Palliative Care amongHCPs overall,
and from 0% in Cardiology to 68% in Palliative Care considering
physicians only.

ACP discussion levels ranged from 15% in Surgery to 69% in
Palliative Care among HCPs overall and from 13% in Cardiology
to 84% in Palliative Care among physicians.

Among all the HCPs, a substantial overlap between education
and discussion levels can be noted in most care specialties (gap
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Figure 2. Levels of ACP education and of ACP discussion across care specialties: (a) all HCPs and (b) physicians only.

ranging from −4% in Surgery to +14% in Gastroenterology and
Nephrology-Dialysis), but in Neurology (+38% in favor of dis-
cussion). Considering physicians only, across all care specialties,
discussion levels exceeded education levels, with the smallest gaps
in Oncology (+8%) and Cardiology (+13%), and the largest gaps
in Internal Medicine (+50%), Nephrology-Dialysis (+50%), and
Neurology (+44%).

Discussion

Investigating the perspective of hospital HCPs is essential to under-
stand the state of the art of ACP in hospital clinical practice and
which factors should be considered to increase its implementation.

The main results of this study are that, with the exception of
those working in Palliative Care, only a minority of hospital HCPs
had some education or personal experience with ACP discussion.
Nevertheless, most HCPs were aware of ACP and had a sound
knowledge of its key elements, with the exception of ACP legal
requirements. ACP is viewed with favor and considered by the
majority of HCPs as part of their duty. However, ACP is seldom
offered to patients, and is not always documented, the main bar-
riers being a lack of clarity regarding its practical implementation
and correct timing. Overall, physicians, residents, nurses and phys-
iotherapists showed similar knowledge and attitudes toward ACP,
but we found inter-specialty differences. Comparing education and
discussion levels across care specialties, we observed an overlap
among all HCPs, while higher levels of discussion were gener-
ally observed among physicians, though the magnitude of the gap
differed across care specialties.

Our results show a considerably greater awareness of ACP com-
pared with a previous study carried out in Italian nursing homes
(in which 29.7% of participants reported having heard of ACP)
(Ottoboni et al. 2019). However, still only a minority of hospital
HCPs, including residents, had some education,mainly theoretical,
and experiencewithACP.This finding is in linewith studies carried
out in other countries (Chandar et al. 2017; Schichtel et al. 2019;

Ashana et al. 2021; Martina et al. 2021) and indicates that, despite
the legal regulation of ACP, both university and healthcare systems
underwent delays in integrating legislative changes into education
and hospital practice. ACP seems to be more integrated into the
curriculum and clinical practice of only Palliative Care HCPs, in
line with their vocation in managing sensitive conversations and
exploring patients’ end-of-life preferences (Ferrell et al. 2018).

Despite their familiarity with the key elements of ACP, in line
with studies carried out in other countries and care settings (Yee
et al. 2011; Kermel-Schiffman and Werner 2017; Shepherd et al.
2018; Hooper et al. 2020; Martina et al. 2021), HCPs were less
knowledgeable regarding legal aspects, suggesting an ongoing chal-
lenge in bridging the gap between legal and medical perspectives
in ACP (Hooper et al. 2020). The main misconceptions concerned
ACP documentation and its binding value and may represent a
concrete barrier to ACP implementation in clinical practice, since
confusion concerning how to implement the law in practice creates
uncertainty (Ke et al. 2019; Maffoni et al. 2020; Mohan et al. 2021).

We found that only around one third of HCPs (44% of physi-
cians) had cared for a patient with ACP during the past year, and
that, in line with studies carried out in other countries, most hos-
pitalized patients were not offered ACP discussion (Glaudemans
et al. 2015; Knight et al. 2020; Ashana et al. 2021). A gap between
favorable attitudes of HCPs toward ACP and limited ACP imple-
mentation was found by previous studies carried out since Law
219/17 entered into force. HCPs viewed ACP as a useful tool for
aligning the care provided with patients’ preferences and improv-
ing communication between healthcare providers, patients, and
families; however, these favorable attitudes did not result in con-
sistent implementation of ACP in clinical practice, mainly due to
a lack of knowledge and training among HCPs, a lack of stan-
dardized procedures, little awareness on the part of the general
population, and cultural or religious influences (Maffoni et al. 2020;
Testoni et al. 2020; Cipolletta and Reggiani 2021; Porteri et al.
2024). At an international level, several barriers to ACP implemen-
tation in hospitals have been reported, including cultural factors,
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role ambiguity, lack of time, discomfort with end-of-life themes,
and concerns over patients’ reactions (Hsieh et al. 2019; Ashana
et al. 2021; Martina et al. 2021; Westbye et al. 2023). In our study,
half of the participants indicated that barriers to ACP existed in
their healthcare organization, and among the main barriers were
difficulty understanding the right time for ACP discussion and a
lack of clear procedures for its operational implementation, which
may be worsened by the lack of knowledge of existing procedures
at the hospital level reported by half of the HCPs.

Despite the clear provisions of Law 219/17, there are no national
guidelines for ACP in Italy, and it was argued that much is left to
the “good will” of the single HCP (Cipolletta and Reggiani 2021).
On the contrary, the ACP application requires institutional com-
mitment and well-defined procedures to embed ACP into daily
workflows (Gilissen et al. 2018, 2019). Professional guidelines and
hospital procedures should also address ACP timing. With this
regard, even if it remains challenging to determine a clear thresh-
old for discussions to be initiated (Knight et al. 2020; Westbye et al.
2023), recent studies suggest that patients would prefer ACP con-
versations to be initiated earlier than in current practice (Zhu et al.
2025).

One of themain aims ofC.OP.E.R.NI.CO.was to compareHCPs
with different professional roles. We found that, despite significant
differences in almost all personal and professional characteristics,
including ACP education and experiences, there were few differ-
ences concerning ACP knowledge and attitudes across professions.
Moreover, even with more uncertainties among medical residents
and physiotherapists, very few participants did not recognize ACP
as part of their professional duty. This may suggest a widespread
acceptance of the ACP construct among hospital HCPs who are
in direct contact with patients, while differences concerning expe-
riences with ACP may reflect different role-based responsibilities,
differences in clinical tasks, and unequal exposure to ACP edu-
cation and discussions. Physicians reported the highest level of
ACP discussion (57.1%), while only 21.2% of nurses and 22.5%
of physiotherapists reported having participated in ACP discus-
sion during the past year, respectively. These findings may reflect
the prominent role that Law 219/17 attributes to the physician as
the main ACP provider, resulting in a low level of involvement
of non-medical HCPs in ACP. Moreover, with regard to nurses, it
is possible that our findings were influenced by the large propor-
tion of nurses working in Anesthesia-Intensive Care and Surgery,
including the operating room, whomay have had little opportunity
to discuss ACP despite their greater exposure to ACP and palliative
care education. This hypothesis could also explain why, in our sur-
vey, nurses were those who were less likely to consider ACP useful
for the patients in their care. On the contrary, the results concern-
ing physiotherapists were in line with their lower levels of ACP and
palliative care education and the highest proportion of uncertainty
regarding whether ACP is part of their professional duty. Future
studies are needed to better address this topic.

Findings regarding residents warrant a separate discussion. To
our knowledge, this is the first study comparing residents, physi-
cians, and other HCPs. We found that residents reported less ACP
training, hadmore legalmisconceptions, weremore likely to report
inadequate skills, perceived obstacles to ACP in their health orga-
nizations, as well as uncertainty regarding the existence of specific
procedures in their healthcare organization.These findings support
the need for both specific training, including ethical reasoning skill
development and supervisor feedback, and structural reforms to
better integrate ACP into residents’ clinical practice (Fassier et al.
2021; Dias et al. 2023; Bombaci et al. 2024).

Regarding comparison among care specialties, the substantial
inter-specialty differences in ACP could be attributed to several
reasons, including variations in patient characteristics, in the par-
ticipants’ clinical roles, or in the communication training back-
grounds of the respondents. Considering that we surveyed care
specialties in which patients are presumably most likely to need
ACP, the variability we found is striking.

Considering hospital HCPs overall, we observed an overlap
between education and discussion levels that supports the link
betweenACP education and ability to engage withACP in different
care specialties (Chandar et al. 2017; Chan et al. 2019; Yamamoto
et al. 2022; Sakamoto et al. 2023; Zhang et al. 2025).

Among physicians, we observed a consistent gap in favor
of ACP discussion over education, which was especially evi-
dent in some care specialties, such as Internal Medicine, in
which frail older adults are the main population of patients,
Nephrology-Dialysis and Neurology. This suggests that when
ACP is required, many physicians adopt informal or experien-
tial approaches. Quality assessment of both the process and the
outcomes is necessary to understand the implications of these
approaches.

Conversely, in specialties such as Cardiology, Oncology and
Hematology, physicians reported both absent or low levels of ACP
education and low levels of ACP discussion. We may speculate
that additional challenges to ACP associated with specific condi-
tions, including assessing decisional capacity andmanaging unpre-
dictable disease trajectories or limited continuity of care (Jabbarian
et al. 2018; Schichtel et al. 2019; Ladin et al. 2021; Guccione et al.
2023; Naik et al. 2025), may differently influence the implementa-
tion process across care specialties. In order to gain better insight
into ACP specialty-specific barriers and facilitators, future studies
comparing specialties should incorporate narrative, phenomeno-
logical, and ethnographic approaches (De Vleminck and Van den
Block 2023).

Highlighting as it does the unique level of engagement in ACP
of HCPs workin in Palliative Care, this study suggests that they
may act as catalysts for the development and implementation of
hospital-basedACP, helping to translate broadly favorable attitudes
toward ACP into more consistent clinical practice, through inter-
ventions at different levels. Since palliative care skills are among the
main enablers in aiding discussions on ACP (Guccione et al. 2023),
palliative care HCPs may have a primary role in ACP training
(Chandar et al. 2017), contributing to interprofessional education
from undergraduate curricula onwards to strengthen communica-
tion and collaboration (Ke et al. 2019). Moreover, they may have a
pivotal role in facilitating multidisciplinary meetings of healthcare
teams, patients, and families, particularly in complex cases. Finally,
based on their greater experience with ACP in the hospital context,
palliative care HCPs may have a leading role at the institutional
level in the development of local ACP procedures, documentation
pathways, and organizational cultures to integrateACP into routine
hospital practice.

The strengths of this study include the high number of par-
ticipants involved, the inclusion of both physicians and other
HCPs, and the variety of care specialties surveyed. However, sev-
eral limitations of the study should be acknowledged. As this
study was conducted in Northern Italy, it does not account for
the potential regional differences regarding ACP or palliative care
education suggested in previous studies (Bombaci et al. 2024).
The large number of participants working in Anesthesia-Intensive
Care could have negatively affected the proportion of HCPs who
had the opportunity to discuss ACP in clinical practice, since
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these HCPs often come into contact with patients during a single
preoperative consultation or work with patients who are sedated
or unable to discuss ACP. Moreover, the use of an anonymous,
self-administered online survey, while effective in reaching a large
number of participants, may have introduced a self-selection bias,
potentially attractingHCPswith a pre-existing interest in or aware-
ness of ACP. A self-selection bias is inherent to any survey of this
nature (Hsieh et al. 2019; Dias et al. 2023; Sakamoto et al. 2023)
and may have influenced the high proportion of HCPs with pos-
itive attitudes toward ACP, increasing the gap between attitudes
and practice. Future research could specifically focus on the per-
spective of HCPs who are less favorable to ACP. Moreover, while
the anonymity and confidentiality assured by the survey design
aim to reduce any social desirability bias, they do not eliminate
this risk (Chandar et al. 2017; Hsieh et al. 2019; Ke et al. 2019;
Dias et al. 2023). Including 4 distinct, well-defined professional
groups in the analysis was useful in order to provide a wider pic-
ture of different HCPs’ perspectives and experiences with ACP.The
inclusion of physiotherapists, in particular, offered original insight.
However, due to an insufficient number of respondents from cer-
tain professions, which may be greatly involved in ACP (e.g.,
psychologists), it was necessary to exclude them from the analy-
sis, preventing us from obtaining a more complete picture. Finally,
the cross-sectional design does not allow for causal inferences.

Taking these limitations into account, the C.OP.E.R.NI.CO.
study provided a picture of ACP in hospital practice in a country
where it is formally regulated by law. A large multi-professional
population, including little-studied groups such as medical res-
idents and physiotherapists, was surveyed across multiple care
specialties, integrating knowledge, attitudes, and experiences that
may help to address the issue of why ACP implementation in the
hospital setting remains limited.

In summary, this study shows that formal regulation of ACP by
law is not per se sufficient to reach desirable levels of ACP education
and practice among hospital HCPs, highlighting the importance of
investigating HCPs’ attitudes and practices in parallel, as favorable
views toward ACP do not always translate into its implementa-
tion. Specific ACP theoretical education and practical training are
needed and would be welcomed by most hospital HCPs. Special
attention should be given to conveying legal concepts and to train-
ing residents. Moreover, our results indicate the need not only to
develop local procedures (including clear documentation proce-
dures) but also to ensure that they are disseminated adequately.
Finally, showing the existence of substantial differences across hos-
pital care specialties, this study suggests the existence of specialty-
specific barriers and facilitators that may differentially operate in
addition to individual, professional, organizational, and cultural
factors in affecting ACP implementation in hospital clinical prac-
tice. In this composite scenario, palliative care HCPs may play
a pivotal role in helping to translate broadly favorable attitudes
toward ACP into more consistent clinical practice through educa-
tion, clinical leadership, and institutional support and guidance in
implementing hospital-based ACP.

Box 1. Definitions of ACP and advance directives provided to the survey
participants

ACP refers to the process based on dialogue that involves discussing with
the patient and those close to them the possible progression of the illness,
realistic expectations regarding quality of life, available treatments, and
palliative care options. The aim is to allow the patient to express their pref-
erences regarding the proposed care plan and their future care, including
the possible appointment of a fiduciary. Once documented in the medical

records, ACP is binding for the entire healthcare team in the event that the
patient is no longer able to express their wishes.

Advance directives (ADs) refer to the document through which any indi-
vidual – regardless of their current health status – can express their wishes
regarding medical assessments and treatments, and designate a fiduciary
to represent them in the event of future incapacity. ADs must be filed with
a notary or with designated offices that submit them to the national ADs
registry.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S1478951526101874.

Acknowledgments. The authors thank coordinators, directors and HCPs
who participated in this study, and Dr. Fabrizio Moggia for his valuable help
in data collection.

Funding. This research received no specific grant from any funding agency,
commercial or not-for-profit sectors.

Competing interests. The author(s) declare none.

References
Ashana DC, D’Arcangelo N, Gazarian PK, et al. (2021) “Don’t talk to them

about goals of care”: understanding disparities in advance care planning.
The Journals of Gerontology Series A, Biological Sciences and Medical Sciences
77(2), 339–346. doi: 10.1093/gerona/glab091

Bombaci A, Di Lorenzo F, Pucci E, et al. and the Società Italiana di
Neurologia–Società Italiana di Cure Palliative Intersociety Table (2024)
Education needs in palliative care and advance care planning of Italian resi-
dents in neurology: an online survey. European Journal of Neurology. 31(9),
e16376. doi: 10.1111/ene.16376

Bryant J,WallerA,BowmanA, et al. (2022) Juniormedical officers’ knowledge
of advance care directives and substitute decision making for people with-
out decision making capacity: a cross sectional survey. BMC Medical Ethics
23(1), 74. doi: 10.1186/s12910-022-00813-9

ChanCWH,NhyN, ChanHYL, et al. (2019) A systematic review of the effects
of advance care planning facilitators training programs. BMCHealth Services
Research. 19(1), 362. doi: 10.1186/s12913-019-4192-0

Chandar M, Brockstein B, Zunamon A, et al. (2017) Perspectives of health-
care providers toward advance care planning in patients with advanced
cancer and congestive heart failure. The American Journal of Hospice &
Palliative Care 34(5), 423–429. doi: 10.1177/1049909116636614

Cipolletta S andReggianiM (2021) End-of-life care after the legal introduction
of advance directives: a qualitative study involving healthcare professionals
and family caregivers of patients with amyotrophic lateral sclerosis. Palliative
Medicine 35(1), 209–218. doi: 10.1177/0269216320967280

De Vleminck A and Van den Block L (2023) How to enhance advance
care planning research? Palliative Medicine 37(5), 660–662. doi: 10.1177/
02692163231170658

Dias LM, Frutig MDA, Bezerra MR, et al. (2023) Advance care planning and
goals of care discussion: barriers from the perspective of medical residents.
International Journal of Environmental Research & Public Health 20(4), 3239.
doi: 10.3390/ijerph20043239

Fassier T, RappA, Rethans -J-J, et al. (2021) Training residents in advance care
planning: a task-based needs assessment using the 4-component instruc-
tional design. Journal of Graduate Medical Education 13(4), 534–547. doi:
10.4300/JGME-D-20-01263.1

Ferrell BR, Twaddle ML, Melnick A, et al. (2018) National consensus project
clinical practice guidelines for quality palliative care guidelines, 4th edition.
Journal of Palliative Medicine 21(12), 1684–1689. doi: 10.1089/jpm.2018.
0431

Gilissen J, Pivodic L, Gastmans C, et al. (2018) How to achieve the desired
outcomes of advance care planning in nursing homes: a theory of change.
BMC Geriatrics 18(1), 47. doi: 10.1186/s12877-018-0723-5

Gilissen J, Pivodic L, Wendrich-van Dael A, et al. (2019) Implementing
advance care planning in routine nursing home care: the development of

https://doi.org/10.1017/S1478951526101874 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951526101874
https://doi.org/10.1017/S1478951526101874


10 Anna Giulia Macchiarelli et al.

the theory-based ACP+ program. PloS One 14(10), e0223586. doi: 10.1371/
journal.pone.0223586

Glaudemans JJ, Moll Van Charante EP andWillems DL (2015) Advance care
planning in primary care, only for severely ill patients? A structured review.
Family Practice 32(1), 16–26. doi: 10.1093/fampra/cmu074

Guccione L, Fullerton S, Gough K, et al. (2023) Why is advance care plan-
ning underused in oncology settings? A systematic overview of reviews to
identify the benefits, barriers, enablers, and interventions to improve uptake.
Frontiers in Oncology 13, 1040589. doi: 10.3389/fonc.2023.1040589

Hooper S, Sabatino CP and Sudore RL (2020) Improving medical-legal
advance care planning. Journal of Pain and Symptom Management. 60(2),
487–494. doi: 10.1016/j.jpainsymman.2020.03.004

Hsieh -C-C, HuangH-P, Tung T-H, et al. (2019)The exploration of the knowl-
edge, attitudes and practice behaviors of advanced care planning and its
related predictors among Taiwanese nurses. BMC Palliative Care 18(1), 99.
doi: 10.1186/s12904-019-0483-9

Jabbarian LJ, ZwakmanM, van der Heide A, et al. (2018) Advance care plan-
ning for patients with chronic respiratory diseases: a systematic review of
preferences and practices. Thorax 73(3), 222–230. doi: 10.1136/thoraxjnl-
2016-209806

Ke Y-X, Hu SH, Takemura N, et al. (2019) Perceived quality of palliative care
in intensive care units among doctors and nurses in Taiwan. International
Journal for Quality in Health Care: Journal of the International Society for
Quality in Health Care 31(10), 741–747. doi: 10.1093/intqhc/mzz003

Kermel-Schiffman I andWerner P (2017) Knowledge regarding advance care
planning: a systematic review. Archives of Gerontology and Geriatrics. 73,
133–142. doi: 10.1016/j.archger.2017.07.012

Knight T, Malyon A, Fritz Z, et al. (2020) Advance care planning in patients
referred to hospital for acute medical care: results of a national day of care
survey. EClinicalMedicine 19, 100235. doi: 10.1016/j.eclinm.2019.12.005

Ladin K, Neckermann I, D’Arcangelo N, et al. (2021) Advance care planning
in older adults with CKD: patient, care partner, and clinician perspectives.
Journal of the American Society of Nephrology Jasn 32(6), 1527–1535. doi: 10.
1681/ASN.2020091298

Maffoni M, Argentero P, Giorgi I, et al. (2020) Healthcare professionals’ per-
ceptions about the Italian law on advance directives. Nursing Ethics 27(3),
796–808. doi: 10.1177/0969733019878831

Martina D, Lin C-P, Kristanti MS, et al. (2021) Advance care plan-
ning in Asia: a systematic narrative review of healthcare professionals’
knowledge, attitude, and experience. Journal of the American Medical
Directors Association 22(2), 349.e1–349.e28. doi: 10.1016/j.jamda.2020.
12.018

MohanD, Sacks OA,O’Malley J, et al. (2021) A new standard for advance care
planning (ACP) conversations in the hospital: results from a delphi panel.
Journal of General Internal Medicine 36(1), 69–76. doi: 10.1007/s11606-020-
06150-0

Naik B, Ghoshal A, Damani A, et al. (2025) Preferences for advance care
planning in patients with end-stage kidney disease: a cross-sectional survey
among nephrology healthcare providers in a tertiary care center in India.
Nephron 149(1), 48–56. doi: 10.1159/000541347

OttoboniG,ChattatR,CameddaC, et al. (2019)Nursing home staffmembers’
knowledge, experience and attitudes regarding advance care planning: a

cross-sectional study involving 12 Italian nursing homes. Aging Clinical
and Experimental Research 31(11), 1675–1683. doi: 10.1007/s40520-018-
01110-5

Porteri C, Ienco G, Piccinni M, et al. (2024) Towards the implementation of
law n. 219/2017 on informed consent and advance directives for patients
with psychiatric disorders and dementia. Physicians’ knowledge, attitudes
and practices in four northern Italian health care facilities. BMC Medical
Ethics 25(1), 7. doi: 10.1186/s12910-023-00997-8

Rietjens JAC, Sudore RL, Connolly M, et al. (2017) Definition and recom-
mendations for advance care planning: an international consensus supported
by the European association for palliative care. The Lancet Oncology 18(9),
e543–e551. doi: 10.1016/S1470-2045(17)30582-X

SakamotoA, Inokuchi R, IwagamiM, et al. (2023) Association between physi-
cians’ characteristics and their knowledge, attitudes, and practices regarding
advance care planning: a cross-sectional study. BMC Palliative Care 22(1),
134. doi: 10.1186/s12904-023-01253-x

Schichtel M, Wee B, MacArtney JI, et al. (2019) Clinician barriers and facili-
tators to heart failure advance care plans: a systematic literature review and
qualitative evidence synthesis. BMJ Supportive & Palliative Care 12, e1–e9.
doi: 10.1136/bmjspcare-2018-001747

Shepherd J,WallerA, Sanson-FisherR, et al. (2018) Knowledge of, and partic-
ipation in, advance care planning: a cross-sectional study of acute and critical
care nurses’ perceptions. International Journal of Nursing Studies 86, 74–81.
doi: 10.1016/j.ijnurstu.2018.06.005

Testoni I, Bortolotti C, Pompele S, et al. (2020) A Challenge for Palliative
Psychology: freedom of Choice at the End of Life among the Attitudes of
Physicians and Nurses. Behavioral Sciences (Basel, Switzerland) 10(10), 160.
doi: 10.3390/bs10100160

Von Elm E, Altman DG, Egger M, et al. and for the STROBE Initiative
(2007) The strengthening the reporting of observational studies in epidemi-
ology (STROBE) statement: guidelines for reporting observational studies.
Annals of Internal Medicine. 147(8), 573–577. doi: 10.7326/0003-4819-147-
8-200710160-00010

Westbye SF, Rostoft S, Romøren M, et al. (2023) Barriers and facilitators to
implementing advance care planning in naïve contexts - where to look when
plowing new terrain? BMC Geriatrics 23(1), 387. doi: 10.1186/s12877-023-
04060-4

Yamamoto K, Yonekura Y and Nakayama K (2022) Healthcare providers’
perception of advance care planning for patients with critical illnesses in
acute-care hospitals: a cross-sectional study. BMC Palliative Care 21(1), 7.
doi: 10.1186/s12904-021-00900-5

Yee A, Seow YY, Tan SH, et al. (2011) What do renal health-care professionals
in Singapore think of advance care planning for patients with end-stage renal
disease?Nephrology (Carlton, Vic.) 16(2), 232–238. doi: 10.1111/j.1440-1797.
2010.01401.x

Zhang Z, Ng JN, Sie FJY, et al. (2025) Knowledge, attitudes and perceptions of
advance care planning among specialist healthcare professionals in neurol-
ogy, neuro-oncology and surgery. Singapore Medical Journal. doi: 10.4103/
singaporemedj.smj-2024-065

ZhuT, Rietjens JA, vanDelden JJM, et al. (2025) Timing of advance care plan-
ning in patients with advanced cancer: analysis of ACTION data. Patient
Education and Counseling 136, 108761. doi: 10.1016/j.pec.2025.108761

https://doi.org/10.1017/S1478951526101874 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951526101874

	Advance care planning knowledge, attitudes, and experiences among hospital healthcare professionals: A survey
	Introduction
	Methods
	Study design
	Setting and participants
	Data collection and recruitment strategy
	Questionnaire
	Ethics
	Statistical analysis

	Results
	Participants' characteristics
	Advance care planning knowledge
	Attitudes toward advance care planning
	Experience with advance directives and advance care planning
	Advance care planning education and discussion across different care specialties

	Discussion
	Acknowledgments
	References


