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a b s t r a c t

Objective: To investigate the views of health care professionals in a head and neck surgical department
toward the implementation of advance care planning prior to surgery for older patients with head and
neck cancer.
Method: Q methodology was used to explore and analyze participants’ views by combining quantitative
and qualitative methods. Participants were asked to rank 35 Q statements generated via semi-structured
interviews and a literature review and to explain the reasons for their ranking in subsequent interviews.
The data was then analyzed and used to develop a factor series to illustrate participants’ views.
Results: This study surveyed 15 health care professionals, including eight doctors and seven nurses. The
views of health care professionals toward preoperative implementation of advance care planning dis-
cussions were varied and could be categorized into three types: defending the autonomy of patients,
patients’ knowledge and the Chinese traditional cultural context hinder the implementation of preop-
erative advance care planning, and lack of confidence in performing preoperative advance care planning.
Conclusions: Although the health care professionals in the head and neck surgical department in this
study recognized the benefits of preoperative discussions regarding advance care planning, patients’
knowledge level, traditional Chinese values, inadequate capacity among health care professionals, and
unsound legal policies have caused these professionals to have misgivings about preoperative counseling
and discussing advance care planning with patients. Further studies should be conducted, and strategies
to overcome barriers to discussions of preoperative advance care planning should be developed.
© 2024 The authors. Published by Elsevier B.V. on behalf of the Chinese Nursing Association. This is an
open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
What is known?

� The course of disease progression and treatment in head and
neck cancer has a great impact on the patient’s ability to
communicate, and there is limited research on advance care
planning in the surgical field of head and neck cancer.

� Advance care planning is a multi-party process involving the
patient, family, and health care professionals in which health
care professionals usually have an encouraging and guiding role.
The views of these health care professionals are important for
the implementation of preoperative advance care planning.
. Ding).
ing Association.

B.V. on behalf of the Chinese Nursi
� Q methodology helps to reveal underlying or hidden views,
thereby uncovering a diversity of views.
What is new?

� The views of health care professionals who perform preopera-
tive advance care planning for older patients with head and
neck cancer are discussed, laying the groundwork for future
preoperative discussions of advance care planning in this
population.

� Health care professionals in the head and neck surgical
department had commonalities with health care professionals
in other specialties regarding the implementation of advance
care planning, as well as unique characteristics related to their
specialty.
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1. Introduction

Head and neck cancer (HNC) is the seventh most common
cancer in the world and mainly includes malignant oral, maxillo-
facial, pharyngeal, nasal, and neck tumors. HNC is characterized by
a complex anatomical structure, deep lesion location, and high
malignancy, and its incidence is slowly increasing worldwide [1,2].
HNC is prevalent in the middle-aged and older populations, with
most cases diagnosed in people over the age of 50 years, and the
risk of HNC increases with age [3]. Early or locally advanced stage
HNC is primarily treated with surgery, which has a great impact on
the patient’s respiratory, swallowing, and speech functions [4,5].
Additionally, older patients who undergo high-risk surgery face
more serious comorbidities postoperatively, such as infections and
bleeding from tumors because of advanced age, debility, and
comorbidities with multiple chronic diseases [6]. When patients
face a life-threatening situation after surgery or if their disease
progresses toward a terminal state, their true wishes regarding
treatment options are often easily ignored, forcing them to receive
treatments and care that are inconsistent with their preferences,
creating conflict in decision-making as well as emotional and
financial burdens for patients’ families [7,8].

Advance care planning (ACP) is the process via which people
who are in a good state of consciousness and who retain their
decision-making capacity can discuss their preferred care plan if
they enter an advanced or terminal stage of a serious illness with
family members and health care professionals (HCPs) [9]. It has
been suggested that patients with life-limiting illnesses should
begin ACP as soon as the disease is diagnosed, especially because
surgery usually occurs early in the diagnosis of the disease; this is a
point in time that may lead to uncertain patient outcomes [10].
Preoperative counseling is an opportunity for patients and HCPs to
discuss treatment goals and wishes, and patients can utilize this
time for ACP discussions to clarify their treatment goals and values
[11]. In this way, surgery can be an opportunity to initiate ACP
discussions. There is a large body of literature validating the value
and usefulness of ACP, but there is insufficient research on the
effectiveness and application of ACP in the surgical field [12]. The
implementation of ACP has been explored in cardiac surgery [13]
and oncologic surgery [14], as well as in older patients scheduled
for elective surgery [15], gastrointestinal surgery [16], and other
populations. It has been confirmed that ACP achieves better results
in terms of improving decision-making conflicts, increasing the
rates of ACP discussions and of signing ACP-related documents,
facilitating communication between patients and their families,
and improving the level of patients’ knowledge regarding ACP. The
authors have not found the literature on the implementation of ACP
in patients undergoing surgery for HNC. However, Forner et al. [17]
investigated the rate of preoperative ACP document signing in pa-
tients undergoing oral cancer surgery and found that the rate of
preoperatively signing ACP documentation in this population was
only 10.3%. On the one hand, this suggests the feasibility of applying
ACP in patients undergoing HNC surgery; on the other hand, this
also suggests that the views of stakeholders toward the imple-
mentation of ACP in patients undergoing HNC surgery need to be
further investigated.

ACP is a multi-party process involving patients, families, and
HCPs, and the wishes of each stakeholder are important. HCPs
usually have an encouraging and guiding role in the ACP imple-
mentation process [18]. The level of knowledge and the attitudes of
HCPs toward ACP affect the implementation of ACP in practical
situations, and it is important for HCPs to be adequately prepared
for the implementation of ACP [19]. Previous study has shown that
when talking about ACP, most HCPs believe it is beneficial, yet
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surgical HCPs do not always have this view [20]. One study showed
that the risks of any surgery cannot be accurately predicted, and it is
recommended that ACP be routinely discussed prior to surgery [10].
However, some HCPs perceive a conflict between the curative
purpose of surgery and the therapeutic limitations of ACP, and
some HCPs refuse to operate on patients who have restrictive
therapeutic measures [20]. There are no studies on the views of
surgical HCPs specializing in HNC regarding the implementation of
preoperative ACP in older patients with HNC, It is important to
understand the views of HNC surgical HCPs regarding the imple-
mentation of preoperative ACP in older patients with HNC.

Q methodology is a psychological research method that com-
bines quantitative and qualitative approaches to reveal subjective
views such as attitudes, beliefs, and perceptions about a phenom-
enon via the categorizing and ranking of statements related to the
research topic by study participants [21]. Within this approach,
qualitative research is aimed at exploring the views of study par-
ticipants, and quantitative research is aimed at analyzing the
structure of participants’ views using statistical methods. Q meth-
odology emphasizes “operational subjectivity,” where all opera-
tional categories are derived from participants’ own direct
representations of their perceptions and are categorized and or-
dered autonomously by participants in relation to these represen-
tations, rather than relying exclusively on the researcher’s
interpretive abilities [22]. As a result, Q methodology is less influ-
enced by the researcher’s interviewing experience than traditional
qualitative research methods. Additionally, quantitative methods
such as factor analysis are used in data processing to support the
interpreted views so that the results are verifiable, avoiding omis-
sions of views and errors in interpretation [23]. Moreover, Q
methodology requires participants to respond to each operational
category by explicitly expressing their views about certain negative
or unexpected views so as to overcome participant response bias in
qualitative research to some extent [24]. With questionnaires or
Likert rating scales, researchers must construct variables and select
variables when developing the scale, stipulate the different
meanings represented by different responses before the partici-
pants respond to a question, and use the general rules of the overall
response to infer individual responses, often ignoring the specific
responses of participants [25,26]. In contrast, Q methodology fo-
cuses on the expression of the true will of participants, is less
restricted by scale entries, and emphasizes individuality, making
this approach more likely to reveal potential or hidden views and
yield a diversity of viewpoints [25,26]. Therefore, Q methodology
was used in this study to gain a comprehensive understanding of
the different views of HNC surgical HCPs regarding the imple-
mentation of preoperative ACP in older patients with HNC, to
provide a basis for the future implementation of ACP in older sur-
gical patients with HNC.

2. Materials and methods

2.1. Inclusion and exclusion criteria

We recruited participants from April to July 2023 in the Head
and Neck Surgery Department of Shanxi Provincial Cancer Hospital,
which has a total of 83 HCPs, including 36 doctors and 47 nurses.
Participants were eligible to participate in this study if they were
willing to take part, were fluent in Chinese, had been practicing in
the head and neck surgical department for two years or more, and
had a bachelor’s degree or higher. Those undergoing a clinical
internship or advanced training in the head and neck surgical
department were not included in this study. In the first phase of the
study, a qualitative method was used to determine Q statements.



Fig. 1. Q-sorting diagram. Note: Taking “�4 (2)” as an example, “2” indicates that there
are two Q statements with a score of “�4”.
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HCPs in the head and neck surgical department of different sexes
and who have different educational backgrounds, work experience,
and functions and who may therefore hold different views were
selected according to the principle of maximum differentiation. The
sample size was based on the information saturation criterion of no
additional new emerging information. This phase resulted in in-
terviewswith 16 HCPs whomet the inclusion and exclusion criteria
and were broadly representative of the HCPs in the department.
The second phase applied the quantitative study using the Q
methodology to collect research data. The sample size was one-
third to one-half the number of Q statements, and its upper limit
was the number of Q statements [26]; 17 samples were included in
this stage, with 15 valid samples.

2.2. Development of the Q-set

Q-set is a collection of Q statements. Q statements expressing
participants’ views were generated via semi-structured interviews
and a literature review; the form of Q statements was text. First, the
first author conducted semi-structured interviews with 16 HCPs in
the head and neck surgical department who met the above inclu-
sion and exclusion criteria. Participants ranged in age from 26 to 47
years and included a total of seven surgeons and nine nurses, 10 of
whom were female and six were male. After obtaining their
informed consent, participants were invited to review their previ-
ous experiences with preoperative counseling and ACP discussions
with older patients who had HNC and to express their views
regarding the implementation of preoperative ACP in this popula-
tion. The interviews consisted of a total of seven open-ended
questions (Appendix A), and each interview lasted for no less
than 10 min. The first author transcribed the recorded information
into text within 24 h of each interview, continuously interviewing
and transcribing until the information reached saturation. The in-
formation from interview texts was then distilled and summarized
by two researchers into succinct statements to convey the themes
of the study.

Referring to Shim et al.’s research [27], statements related to the
research topic were refined and added through a literature review.
The keywords used for the search were advance care planning,
advance directive, living will, surgery, preoperative, perioperative,
health care professionals, surgeons, and nurses. The databases
searched included PubMed,Web of Science, CINAHL, Embase, China
National Knowledge Infrastructure (CNKI), Chinese BioMedical
Literature Service System (SinoMed), and Wanfang Data. Qualita-
tive studies reflecting views regarding the research topics were
included. Studies published in Chinese or English language were
eligible for inclusion because the research team is proficient in both
languages. Most papers published in widely used international
databases are written in English, so by considering English papers,
publications that met the standards to the maximum extent could
be included. Databases, including Chinese publications, were
searched to obtain evidence with a background of China. The
retrieval period was from 1993 to 2023 because studies on ACP
were first published in 1993 [28]. Studies from 1993 to May 2023
were included. The search and screening resulted in the identifi-
cation of four articles (See the screening process in Appendix B).
Two researchers independently read the articles and extracted
statements regarding HCPs’ views on performing ACP before sur-
gery; the collected statements were then summarized. By the above
methods, 47 Q statements were developed. After a review by the
research team, 35 statements were adopted as the Q-set.

2.3. Piloting

Five participants were recruited for a pilot study (including two
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surgeons and three nurses) to test the comprehensibility and
applicability of the Q statements. According to the opinions of
participants, two participants objected to the original statement
“Will not take the initiative to discuss ACP with patients,” stating
that “The statement is extreme and can lead to ambiguity.
Considering many factors, some HCPs may be unwilling to discuss
ACP with patients but are willing to actively participate in the
discussion when requested or initiated by patients; it is suggested
that additional derivations be added to avoid ambiguity”. The Q
statements were revised in response to this comment to make
them easier to understand. The remaining Q statements were
considered to be clearly stated and free of omissions overall and
were therefore not revised in any way. Finally, each Q statement
was numbered, and theywere then rearranged out of order for later
use.

2.4. Participants selection

Participants were invited to rank the Q statements in the Q-set.
Selection of the participants followed the inclusion and exclusion
criteria mentioned above, without randomization, and was based
on the principle of maximum differentiation. The small-sample
population was explored in-depth according to the research topic.
A self-administered questionnaire was used to collect participants’
general information, including age, sex, education level, profes-
sional title, and years of work experience.

2.5. Q-sorting

A quasi-normally distributed table was developed for the
collection of study data, which comprised nine piles and 35 cells
(see Fig. 1). After explaining the purpose of the study to partici-
pants, they were instructed to read the Q statements and be sure
that these were fully understood. The Q statements were broadly
categorized as Agree, Unsure, and Disagree, and then further
categorized according to the level of agreement until all Q state-
ments were ranked in the table. The most agreed-upon entry
counted as 4 points, and the least agreed-upon entry counted as�4
points. Upon completion of the Q-sorting, participants were asked
to explain their reasons for the Q-sorting order, especially for the
“most agreed” and “least agreed” Q statements. The researcher
conducted in-depth interviews and recorded the reasons for the Q-
sorting, after obtaining participants’ consent.

2.6. Q analysis

The data were analyzed using the Ken-Q Analysis 0.11.1 web
version [29], which mainly includes three parts, as below. (i) Factor
analysis: Principal component analysis was used to extract factors,
and those with an eigenvalue >1 and cumulative variance
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contribution rate �50% were retained. These factors were rotated
with maximum variance orthogonal rotation to explain the
meaning of the factors. (ii) Calculation of factor loadings: according
to the formula for calculating factor loadings in Q methodology, the
factor loadings selected were �Number of factors/

ffiffiffiffi

N
p

(N is the
number of Q statements) [30]. Ultimately, three factors were pro-
duced in this study, and the factor loadings were �0.51. The larger
the absolute value of the factor loadings, the more statistically
significant they were. Each factor reflected the views of at least two
study participants. If participants were categorized into two or
more factor categories at the same time, they were removed in
subsequent data analysis. (iii) Calculation of factor scores: the
standardized scores of each factor sort were calculated to derive the
scores of each entry. The overall view of each factor was described
based on the different factor scores of each entry on the factor,
especially the extreme scores (±4 and ±3) and the
distinguishing statements.

2.7. Ethical considerations

This study was conducted in accordance with the Declaration of
Helsinki after being approved by the Research Ethics Committee of
Shanxi Medical University and obtaining respondents’ written
informed consent. The standard guidelines described by Zhou and
Wang [21] and Watts [31] were followed because the reporting
guidelines for the main research types do not include specific
guidelines for studies involving Q methodology.

3. Results

After the factor analysis for 17 samples, there were five factors
with an eigenvalue >1. Considering the extent of the decline in the
cumulative explanatory rate, three factors were selected with a
cumulative variance contribution rate of 58%; two samples were
not reflected in any of the factors, so these were deleted. The final
valid sample was 15 samples. Scores for the 35 Q statements across
all three factors are displayed in Table 1, and the sociodemographic
characteristics of participants across the three factors are displayed
in Table 2. The distinguishing statements across the three factors
are shown in Table 3.

3.1. Factor 1. Defending the autonomy of patients

Factor 1 reflected the views of seven participants and accounted
for 36% of the total variance, with an eigenvalue of 6.15. The five Q
statements that most closely aligned with the views of participants
were: “Health care professionals and families should respect pa-
tients’ wishes and choices about end of life” (S17: 4, 1.610; where
“4” indicates the factor score of Q statement No. 17, and “1.610”
represents its standardized score), “Patients have the power to
choose the treatment they want to receive, and discussing ACP
before surgery helps patients receive therapy and care in line with
their goals and helps to safeguard their autonomy” (S15: 4, 1.494),
“Having ACP discussions in advance ensures quality of life and
dignity for patients at the end of life” (S16: 3,1.380), “It is important
to know patients’ wishes for end of life in advance” (S24: 3, 1.371),
and “Preoperative discussion of ACP improves patients’ prognostic
awareness and increases their understanding of the disease and
surgery” (S13: 3, 1.258). The five Q statements that were most
inconsistent with participants’ views were: “The goal of surgery is
to cure and prolong life, which contradicts what ACP is about”
(S29: �4, �1.808), “Surgery offers hope for a cure, and discussing
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ACP before surgery is like a death sentence for patients, which may
lead to a loss of confidence in the treatment” (S8: �4, �1.698),
“Discussing ACP before surgery is not necessary, and patients may
be advised not to have surgery if the risk of surgery is very high”
(S22: �3, �1.569), “Time is limited before surgery and there is
insufficient time to discuss ACP with patients” (S27: �3, �1.317),
and “Discussing ACP with patients before surgery is energy-
consuming and may lead to emotional and work-related burdens
on health care professionals” (S10: �3, �1.292). The main concern
of this group of participants was the preoperative discussion of the
benefits of ACP for the patient. They felt that discussing ACP pre-
operatively would preserve the patient’s rights, as stated by
Participant No. 8:

“There are many possibilities that may be faced during treatment.
Time has to be found to discuss things that relate to a patient’s life,
and it is important to get informed consent and cooperation for a
patient's treatment and discussing ACP before surgery. Doing all
these things can help patients prepare, and engaging them in their
own decision-making also improves the quality of their life and
reduces over-medication. I believe it is an initiative to promote
patient-centered care, a patient’s right to self-determination, and
effectively protect informed consent.” (Doctor, age 28 years)

3.2. Factor 2. Patient’s knowledge and the Chinese cultural context
hinder preoperative implementation of ACP

Factor 2 reflected the views of six participants and accounted for
11% of the total variance, with an eigenvalue of 1.86. The five Q
statements that most closely aligned with the views of participants
were: “It is difficult to discuss ACP with patients because they do
not know about their condition, and it may cause dissatisfaction
among family members” (S4: 4, 2.033), “The higher the surgical
risk, the greater the need to discuss ACP prior to surgery” (S19: 4,
1.733), “Health care professionals and families should respect pa-
tients’ wishes and choices about end of life” (S17: 3, 1.314), “Dis-
cussing ACP preoperatively may increase the patient’s anxiety
about the surgery.” (S6: 3, 1.289), and “ACP may be considered
unfavorable by patients and their families, and discussing it with
them before surgery may be rejected” (S7: 3, 1.201). The five Q
statements that were most inconsistent with participants’ views
were as follows. “ACP is best discussed when there is little time left
to live; it is too early to discuss ACP before surgery”
(S33: �4, �2.082), “The goal of surgery is to cure and prolong life,
which contradicts what ACP is about” (S29: �4, �1.658), “Time is
limited before surgery and there is insufficient time to discuss ACP
with patients” (S27: �3, �1.568), “Head and neck cancers are
relatively mild compared to other cancers, and it is unusual to talk
to them about such serious topics” (S30: �3, �1.245), and “The
timing of an ACP discussion should be decided by patients and
families” (S26:�3,�1.155). Themain consideration for this group of
participants was the negative influence of traditional Chinese
thoughts and attitudes regarding people’s acceptance of preoper-
ative discussions of ACP. It is hard for many people to understand
these concepts in China, as expressed by Participant No. 3:

“Some patients do not know about their own condition. When
admitted to the hospital, the family of these patients instructs us
not to let the patient find out that they have cancer. For this type of
patient, there is no way to discuss ACP. If you talk to patients
directly, the family will be upset, and it is likely to cause conflicts
between doctors and patients. And then some people feel that the
topic is unlucky. People come to the hospital for treatment, but if



Table 1
Q statements and factor scores across the three factors.

No. Q statement Factor scores

Factor
1

Factor
2

Factor
3

S1 Never heard of ACP �1 0 �3**
S2 Routinely provides preoperative education before surgery, but barely mentions ACP-related content. 0 1 1
S3 Will not take the initiative to discuss ACP with patients, but is willing to cooperate if patients request it. 1 0 2
S4 It is difficult to discuss ACP with patients because they do not know about their condition, and it may cause dissatisfaction among family

members.
�1** 4** 2**

S5 Most patients’ decisions about treatment are made by family members at present. 1 �1** 2
S6 Discussing ACP preoperatively may increase patients’ anxiety about the surgery. �1** 3 2
S7 ACP may be considered unfavorable by patients and their families, and discussing it with them before surgery may be rejected. �1** 3 1
S8 Surgery offers hope for a cure, and discussing ACP before surgery is like a death sentence for patients, which may lead to a loss of confidence in

the treatment.
�4** 0 0

S9 Discussing ACP before surgery may influence patients’ decision to undergo surgery. �1 1** �2
S10 Discussing ACP with patients before surgery is energy-consuming and may lead to emotional and work-related burdens on health care

professionals.
�3 0** �3

S11 Preoperative discussion of ACP is beneficial in facilitating communication between patients and their families, which can reduce the burden of
decision-making on families and alleviate decision-making conflicts among family members.

2** 0** �2**

S12 Implementation of ACP in advance can alleviate anxiety among family members during emergencies. 0** 2** �4**
S13 Preoperative discussion of ACP improves patients’ prognostic awareness and increases their understanding of the disease and surgery. 3 2 �2**
S14 Implementation of ACP in advance can ease the financial burden on families. 1** �1 �1
S15 Patients have the power to choose the treatment they want to receive, and discussing ACP before surgery helps patients receive therapy and

care in line with their goals and helps to safeguard their autonomy.
4** 1 0

S16 Having ACP discussions in advance ensures quality of life and dignity for patients at the end of life. 3** �1 0
S17 Health care professionals and families should respect patients’ wishes and choices about the end of life. 4 3 3
S18 Implementation of ACP in advance can facilitate patient-centered medical care. 2** 0 �1
S19 The higher the surgical risk, the greater the need to discuss ACP. 1* 4 3
S20 Surgery is a point in time with uncertain risk, an opportunity for patients to ponder death, and can serve as a trigger for discussion of ACP. 1 2 �4**
S21 Even elective surgery in young people can have a poor outcome. 0 2* 0
S22 Discussing ACP before surgery is not necessary, and patients may be advised not to have surgery if the risk of surgery is very high. �3** �2 �1
S23 The decision to have a preoperative ACP discussion should depend on the surgeon’s judgment of the risks and adverse outcomes of surgery. 0 �1 �1
S24 It is important to know patients’ wishes for end of life in advance. 3** 1 0
S25 The choice of whether to implement preoperative ACP can be made in consultation with the family and based on patients’ psychological

profile.
2** 0** �2**

S26 The timing of an ACP discussion should be decided by patients and families. �2 �3 4**
S27 Time is limited before surgery and there is insufficient time to discuss ACP with patients. ¡3 ¡3 ¡3
S28 Surgeons are good at discussing surgical risks with patients and surgery is an ideal time to introduce ACP. 0 1 �1
S29 The goal of surgery is to cure and prolong life, which contradicts what ACP is about. �4 �4 0**
S30 Head and neck cancers are relatively mild compared to other cancers, and it is unusual to talk to them about such serious topics. �2 �3 4**
S31 Not having the confidence to discuss such topics successfully with patients. �2 �2 1**
S32 If not communicated properly, ACP can lead to medical disputes. 0 �1 3**
S33 ACP is best discussed when there is little time left to live; it is too early to discuss ACP before surgery. �2** �4** 1**
S34 Implementation of ACP in advance can reduce the waste of medical resources and ease financial pressure on the state. 2** �2* 0*
S35 The conditions for discussing ACP-related topics are lacking at this time. 0 �2 1*

Note: ACP¼ advance care planning. *Distinguishing statement significant at P < 0.05; ** Distinguishing statement significant at P < 0.01. Bold indicates a consensus statement.

Table 2
Sociodemographic characteristics of participants across the three factors.

Variables n Factor 1 (n ¼ 7) Factor 2 (n ¼ 6) Factor 3 (n ¼ 2)

Age, years 20e30 4 3 1 0
31e40 8 2 4 2
�41 3 2 1 0

Sex Male 7 3 4 0
Female 8 4 2 2

Occupation Doctor 8 3 5 0
Nurse 7 4 1 2

Professional title Junior 5 3 1 1
Intermediate 6 1 4 1
Senior 4 3 1 0

Level of education Bachelor 6 3 1 2
Master 7 3 4 0
PhD 2 1 1 0

Years of work experience 2e10 8 3 4 1
11e20 6 3 2 1
�21 1 1 0 0
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health care professionals talk to them about death, they will think
this is a curse. In particular, some older patients who are very ill are
very mindful of hearing this.” (Doctor, age 33 years)
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3.3. Factor 3. Lack of confidence in performing preoperative ACP

Factor 3 reflected the views of two participants and accounted
for 11% of the total variance, with an eigenvalue of 1.81. The five Q



Table 3
Distinguishing statements across the three factors.

No. Factor scores

Factor 1 Factor 2 Factor 3

Factor 1
S8 �4** 0 0
S22 �3** �2 �1
S33 �2** �4** 1**
S7 �1** 3 1
S6 �1** 3 2
S4 �1** 4** 2**
S12 0** 2** �4**
S19 1* 4 3
S14 1** �1 �1
S25 2** 0** �2**
S18 2** 0 �1
S11 2** 0** �2**
S34 2** �2* 0*
S24 3** 1 0
S16 3** �1 0
S15 4** 1 0
Factor 2
S33 �2** �4** 1**
S34 2** �2* 0*
S5 1 �1** 2
S10 �3 0** �3
S25 2** 0** �2**
S11 2** 0** �2**
S9 �1 1** �2
S21 0 2* 0
S12 0** 2** �4**
S4 �1** 4** 2**
Factor 3
S20 1 2 �4**
S12 0** 2** �4**
S1 �1 0 �3**
S13 3 2 �2**
S11 2** 0** �2**
S25 2** 0** �2**
S34 2** �2* 0*
S29 �4 �4 0**
S33 �2** �4** 1**
S31 �2 �2 1**
S35 0 �2 1*
S4 �1** 4** 2**
S32 0 �1 3**
S30 �2 �3 4**
S26 �2 �3 4**

Note: *Distinguishing statement significant at P < 0.05; **Distinguish statement
significant at P < 0.01.
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statements that most closely aligned with the views of participants
were: “The timing of an ACP discussion should be decided by pa-
tients and families” (S26: 4, 2.214), “Head and neck cancers are
relatively mild compared to other cancers, and it is unusual to talk
to them about such serious topics” (S30: 4, 1.503), “The higher the
surgical risk, the greater the need to discuss ACP prior to surgery”
(S19: 3, 1.264), “If not communicated properly, ACP can lead to
medical disputes” (S32: 3, 1.186), “Health care professionals and
families should respect patients’ wishes and choices about end of
life” (S17: 3, 1.027). The five Q statements that were most incon-
sistent with participants’ views were: “Surgery is a point in time
with uncertain risk, an opportunity for patients to ponder death,
and can serve as a trigger for discussion of ACP” (S20: �4, �1.897),
“Implementation of ACP in advance can alleviate anxiety among
family members during emergencies”(12: �4, �1.66), “Time is
limited before surgery and there is insufficient time to discuss ACP
with patients” (S27: �3, �1.581), “Never heard of ACP”
(S1: �3, �1.503), “Discussing ACP with patients before surgery is
energy-consuming and may lead to emotional and work-related
burdens on health care professionals” (S10: �3, �1.423).
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Participants had low confidence in successfully conducting preop-
erative ACP conversations, and they typically did not initiate such
conversations with patients, as stated by Participant No. 9:

“It should be left up to the patient and their family to decide when
to discuss ACP. If a healthcare provider initiates the conversation,
the patient and their family may mistakenly assume that the
treatment is hopeless, leading to increased anxiety and fear about
the surgery, which can be detrimental to their care. In reality, it is
impossible to determine the critical moment in terms of end-of-life
care accurately. Some people have survived because they received
resuscitation. If they choose to give up, it will be really hopeless.”
(Nurse, age 35 years)

4. Discussion

In this study, Q methodology was used to explore the views of
head and neck surgical HCPs toward preoperative ACP discussions
with older patients who have HNC, which generated three main
viewpoints.

Participants’ views categorized in factor 1 were mainly con-
cerned with the benefits of preoperative discussion of ACP with
patients. They advocated for patients’ right to informed consent
and that treatment decision-making should be respected, and felt
that preoperative discussion of ACP could help them to understand
the patients’ wishes, which would be conducive to protecting pa-
tients’ rights and interests. Participants who held this view sup-
ported ACP discussions with patients before HNC surgery, which
may be explained by the fact that of all cancer surgeries, HNC
surgery has the greatest impact on the patient’s language function,
and communication-related problems are more common in the
postoperative period [32]. When patients experience serious
adverse postoperative complications such as bleeding and infec-
tion, they may not be able to directly express their wishes for
treatment, resulting in them being forced to undergo treatments
that are inconsistent with their values [33]. Presurgical ACP dis-
cussions can be effective in helping patients to fully express their
wishes and in promoting understanding of the patient’s treatment
wishes among HCPs and family members. In addition to this, these
participants thought that discussing ACP prior to surgery improves
the patient’s quality of life, reduces the financial burden on family
members, and mitigates decision-making conflicts between the
patient and family members. Song et al.’s study of preoperative ACP
interventions in patients undergoing cardiac surgery also
confirmed these effects [13]. In contrast to this view, a study in 2018
showed that surgeons generally disapprove of ACP in the periop-
erative period because they believe it limits treatment [20]. How-
ever, ACP focuses on the final outcome and quality of life among
patients in the terminal phase and is not a limitation to treatment.
Surgery usually occurs during the early stages of the disease, and its
severe morbidity and mortality are risks that patients must be
aware of. Furthermore, discussions about end-of-life treatment
choices can naturally arise during the informed consent process,
such that consideration of surgical risks can be coupled with
consideration of the patient’s end-of-life preferences [34]. These
preferences may reflect the patient's expectations about the dis-
ease and the procedure and guide HCPs’ diagnostic and therapeutic
activities rather than limiting treatment [35]. Therefore, HCPs
should design ACP specifically for the surgical setting to clarify the
patient’s goals for treatment in the perioperative period, thereby
providing greater flexibility in treatment, enabling patient-
centered care, and safeguarding patients’ autonomy [36].

Participants categorized within factor 2 believed that patients’
knowledge and the Chinese cultural context presented barriers to
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discussing ACP prior to surgery. Participants in this group perceived
that discussing ACP with patients who have no knowledge of their
condition is difficult and might cause patients to be suspicious of
their condition, increase anxiety and fear about surgery, and even
affect surgical decision-making. Family members have a strong
voice in Asian cultures, and when faced with treatment decisions,
HCPs prioritize the wishes of family members over those of the
patient [37]. Especially against the background of Confucianism as
the predominant culture in China, people prioritize filial piety, and
when a patient is diagnosed with a serious illness, family members
tend to conceal the condition from the patient to avoid creating a
psychological burden and compromising treatment [38]. Death is a
very sensitive topic, and when a patient's disease progresses to the
point where treatment is hopeless, most family members tend to
make life-prolonging treatment decisions on behalf of the patient
and avoid discussing death directly with the patient, believing that
talking about death with the patient will not be conducive to their
recovery [39]. HCPs are strongly influenced by the mission to save
lives, and most usually prioritize life-prolonging treatments in
emergency situations [40]. Participants in this group were con-
cerned that the conventional values of filial piety and the concept of
death may hinder the implementation of preoperative discussions
about ACP, and that discussing ACP with patients may cause con-
flicts between the health care system and the patient side, leading
to medical disputes. It has been found that patients’ knowledge
about ACP is key to its widespread implementation [41], and
family-centered ACP has significant advantages in China [42].
Therefore, future research should focus on Chinese culture and the
health care system, and HCPs should attach greater importance to
communication between patients and their families, provide
family-centered end-of-life education, emphasize the role of the
family, actively disseminate knowledge related to the treatment
and prognosis of diseases for patients and their families, and
elucidate the effect of preoperative ACP on the family’s role in
counteracting the perioperative risks of adverse effects of surgical
patients and in promoting the long-lasting benefits of late-stage
health care. Family members should also be encouraged to pro-
vide high-quality hospice care services for patients in the terminal
phase as a way to maintain filial piety and gradually weaken the
influence of traditional Chinese concepts regarding ACP.

Participants categorized within Factor 3 had low confidence in
performing preoperative ACP at this time, which was consistent
with Lee et al.’s findings [43]. Surgical risk and disease prognosis
are influenced by multiple factors and are often difficult to predict
accurately [44]; HCPs find it difficult to recognize the appropriate
time to initiate an ACP discussion and therefore do not take the
initiative to start a discussion about ACP preoperatively. Some HCPs
believe that discussing ACP preoperatively is a form of abandoning
treatment for the patient, and they are concerned that discussing
ACP with the patient prematurely will deprive them of hope in the
surgical treatment and may even negatively affect the
doctorepatient relationship [45]. However, because patients and
their families lack sufficient disease-related information, they often
rely on HCPs when making decisions. Some patients are overly
optimistic about surgery and believe that HCPs will convey infor-
mation to them at the appropriate time, so they usually do not take
the initiative to express their preference for treatment to HCPs; in
these cases, the evasive attitudes of HCPs toward preoperative ACP
can easily lead to patients and their families not knowing what to
do in an emergency [11]. In addition, this study found that nurses
generally did not feel that they should take on the responsibility of
discussing ACP prior to surgery and that it wasmore appropriate for
a physician to discuss such topics; this result is supported by
another study [46]. Some participants also felt that HNC surgery
was a lower-risk procedure and had a better prognosis than other
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cancer surgeries, eliminating the need for premature ACP discus-
sions. The possible reasons for these results are that ACP is
currently under-popularized in China, and some staff within the
health care system have limited knowledge of ACP, and their
communication skills must be urgently improved [47]. Chen et al.
[48] conducted a survey on 1,036 nurses in 30 provinces in China,
and the results showed that only 25.9% thought they understood
the actual connotation of ACP, only 0.6% answered all the questions
correctly in the ACP knowledge questionnaire, and the participa-
tion rate of nurses in ACP-related behaviors was less than 30%.
These results further confirm the lack of knowledge and practice of
ACP among Chinese HCPs. Therefore, it is crucial to carry out ACP
education and skills training for HCPs as soon as possible to pro-
mote the practice of ACP. At the same time, HCPs with different
specialties should be prompted to adopt different roles in preop-
erative ACP according to their own work nature and strengths [19].
In addition, limited legal and policy support has contributed to the
lack of confidence in preoperative ACP discussions among HCPs.
Currently, ACP in China remains in the academic realm, and
although a pilot law on living wills was passed in Shenzhen in 2023,
the law has not yet been implemented nationwide and does not
mention protection of the right of HCPs to perform ACP. The above
may have contributed to the legal concerns of HCPs about preop-
erative ACP implementation [49]. Therefore, improvement of the
legal system and the provision of financial support may mobilize
HCPs to implement preoperative ACP. A living will with legal effect
not only safeguards the patient’s autonomy but also guarantees
that HCPs will carry out their diagnostic and therapeutic activities
in accordance with the law and eliminates misgivings among HCPs
about medical disputes arising from the implementation of ACP
[19].

In this study, it was found that HCPs in the head and neck sur-
gical department had commonalities with the HCPs in other spe-
cialties regarding the implementation of ACP, as well as their own
characteristics related to their specialty. This is consistent with the
findings of previous studies that most HCPs generally recognize the
benefits of ACP, which they believe is important to promote pa-
tients’ acceptance of goal-aligned care and protect patients’ rights
[50]. In addition, new details regarding the views of HCPs in the
head and neck surgical department on the implementation of
preoperative ACP in older patients undergoing surgery for HNC
were identified. Participants’ recognition of the benefits of preop-
erative ACP was also based on limitations on the ability of patients
with HNC to communicate throughout the course of the disease
and the course of treatment, which may result in the inability of
patients to adequately access information related to HNC, particu-
larly in relation to end-of-life care [51]. Communicating with pa-
tients about their life priorities before and after surgery is
important to enable shared decision-making and provide care that
respects patients’ values and preferences. However, some HCPs in
this study also believed that preoperative counseling for HNC
should emphasize cure and that survival and cure should be the
first priority for patients receiving treatment [51]. With the rela-
tively low risk of surgery for HNC, it is premature to discuss ACP at
this point in time. Such discussions should be held in the event of a
critical condition or at the end stage of the disease. The reason for
this divergence may lie in the different areas of focus among par-
ticipants, with the former focusing on safeguarding patients’
informed consent and autonomy and the latter focusing on healing
and paying less attention to patients’ psychological, social, and
other needs. With the shift in the biomedical paradigm, patient-
centered care is increasingly valued, and while emphasizing the
curative effects of surgery, it is important to focus on the psycho-
social needs of patients, recognizing their concerns and the impact
of the consequences of surgery on their daily lives, to provide
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comprehensive care for patients.
Previous study has shown that the main barrier to ACP imple-

mentation is primarily a lack of time [52]. In contrast to other
studies, no participants in the three groups believed that there was
insufficient time to discuss ACPwith patients before surgery. On the
contrary, they believed that it was important to make time to
discuss matters that were closely related to patients’ lives and
treatments, and that despite busy clinical schedules, the necessary
discussions would be held, and that the participants in this study
would be willing to discuss matters related to ACP with patients if
patients take the initiative to communicate with them about it,
reflecting the importance that HCPs place on patient autonomy. The
participants included in this study were staff members of the Head
and Neck Surgery Department, where elective surgery is the
mainstay and there is more adequate time for preoperative dis-
cussion, which may account for this result.

This study has several limitations. First, only the views of head
and neck surgical HCPs were discussed; the views of patients,
family members, and other stakeholders on the implementation of
preoperative ACP are also important. Second, the study participants
were not selected through random sampling and were all from the
same hospital, so the study results may not be universally repre-
sentative, and generalization of the results is somewhat limited.
Lastly, to obtain Q statements that are as comprehensive as
possible, semi-structured interviews and a literature review were
used to generate a Q-set. However, it cannot be guaranteed that the
Q statements are sufficiently comprehensive due to the limited
number of relevant studies retrieved using the existing strategy.
Based on this, future studies should be conducted among all
stakeholders in HNC surgery to clarify their views on the imple-
mentation of preoperative ACP discussions, and quantitative
methods should be used to investigate the extent of the distribu-
tion of different perspectives in a multicenter, large-sample setting
to better guide future clinical practice. Attempts also should be
made to explore interventions to enhance preoperative commu-
nication between head and neck surgical HCPs and older patients
so as to facilitate preoperative ACP discussions between HCPs and
patients and to fully respect patients’ treatment goals and wishes.

5. Conclusion

Q methodology was used in this study to explore the views of
head and neck surgical HCPs on the implementation of ACP dis-
cussions prior to surgery. The study results yielded three themes:
defending the autonomy of patients, patient’s knowledge and the
Chinese cultural context hinder preoperative implementation of
ACP, and the lack of confidence in performing preoperative ACP.
These themes reflected the expectations and concerns of head and
neck surgical HCPs on the current implementation of preoperative
ACP discussions in China. Some HCPs recognized the benefits of
preoperative ACP discussions for patients, but some HCPs were
concerned about the negative impact of traditional values, inade-
quate capacity among HCPs, and unsound laws, making preopera-
tive counseling and ACP discussions with patients undergoing HNC
surgery complex. Future studies should be conducted to develop
strategies to overcome barriers to preoperative ACP discussions.
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