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ABSTRACT

Objective The aim is to integrate quantitative and
qualitative evidence to understand the effectiveness and
experience of advance care planning (ACP) for frail elderly.
Design A mixed-methods systematic review and meta-
analysis was conducted. Quality evaluation was conducted
using critical appraisal tools from the Joanna Briggs
Institute. Data were synthesised and pooled for meta-
analysis or meta-aggregation as needed.

Data sources An electronic search of MEDLINE, CINAHL,
Embase, PubMed, PsycINFO, and Cochrane Library
databases from January 2003 to April 2022.

Eligibility criteria for selecting studies We included
experimental and mixed-methods studies. The quantitative
component attempts to incorporate a broader study
design. The qualitative component aids in comprehending
the participant’s experience with ACP and its efficacy.
Data extraction and synthesis Two independent
reviewers undertook screening, data extraction and quality
assessment. The quantitative and qualitative data were
synthesised and integrated using a convergent segregated
approach.

Results There were 12158 articles found, and 17
matched the inclusion criteria. The quality of the
quantitative component of most included studies (6/10)
was rated as low, and the qualitative component of half
included studies (4/8) was rated as moderate. The meta-
analysis showed that the intervention of ACP for frail
elderly effectively increases readiness, knowledge and
process of ACP behaviours. The meta-aggregation showed
that the participants hold a positive attitude towards ACP
and think it facilitates expressing their preferences for the
medical decision.

Conclusion ACP is an effective and feasible strategy to
facilitate frail elderly to express their healthcare wishes
timely and improve their outcomes. This study could
provide proof for a better understanding of the subject and
help direct future clinical practice. More well-designed
randomised controlled trials evaluating the most effective
ACP interventions and tools are needed for the frail elderly
population.

PROSPERO registration number CRD42022329615.

INTRODUCTION
As the world’s ageing population is coming,
traditional healthcare systems are under

, Xin-Lin Huang, Wei-Jia Wang, Li Liao

STRENGTHS AND LIMITATIONS OF THIS STUDY

= To our knowledge, this study is the first to use
mixed-methods systematic review to synthesise
quantitative and qualitative evidence to illustrate the
role and experience of advance care planning in frail
elderly people.

= In the preliminary review process, no potential stud-
ies were discovered that identified patients using
objective measures of frailty, so we based previous
systematic reviews on designing the inclusion crite-
ria for frail older adults.

= We defined ‘the frail elderly’ as the elderly who do
not live in the stage of a terminal condition or de-
mentia; thus, the applicability of findings to patients
with significant medical issues is unclear.

more strain with the increasing prevalence of
chronic and aging-related disorders in elderly
persons who commonly require continuous
monitoring and long-term care.'™ According
to previous research, ageing is also related
to frailty,” which may make the elderly more
susceptible to negative impacts.”"! Frailty has
consequently caused a significant worldwide
health burden and effects on clinical practice
and public health.”

Frailtyisa clinical condition in which an indi-
vidual’s exposure to stressors increases their
vulnerability and thus their risk of adverse
health outcomes, such as falls, an unexpected
disability, hospitalisation and mortality.” '* It
is a dynamic process that increases with age
and often spirals downward, increasing the
likelihood of adverse outcomes.”® '* A recent
meta-analysis of the prevalence of frailty in 62
countries around the world showed a preva-
lence of 31% in Oceania, 25% in Asia, 23%
in the Americas, 22% in Africa and 8% in
Europe."” Two studies found that frail elderly
were more likely to desire comfort care when
they approached the end of their lives, but
these demands were not accurately recorded,
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resulting in receiving treatment or care against their pref-
erences.'® !’

Advance care planning (ACP) is planning to help
patients receive medical care aligned with their pref-
erences, especially in severe illness or as the end-of-life
approaches.” Tt involves various activities, including
appointing surrogate decisions, completing or reviewing
advance directives (ADs), and discussing end-of-life
wishes with family members or healthcare professionals.
ACP has been demonstrated to enhance patient quality
of life, family communication and care satisfaction,
significantly relieving the burden on patients and fami-
lies.**** Recent systematic reviews have investigated how
ACP affects senior citizens in certain facilities like hospi-
tals® and nursing homes.”® Others have studied older
people’s perceptions and experiences with ACP using
qualitative evidence-synthesised techniques.”” Others
have investigated the efficiency of various interventions
in promoting ACP, but it is unclear which strategy is
most beneficial.*® However, there are still challenges in
implementing ACP for people’s low awareness of ACP
and cultural conflicts.*”*' The absence of opportunity for
conversation on end-of-life desires to elicit their reflec-
tion is a major contributing factor to this dilemma.”
Frailty is a common clinical symptom in older adults,* **
who commonly have lower AD completion rates.”” There-
fore, ACP may provide an opportunity for it to express its
preference.

Despite the availability of studies on ACP for frail
elderly, there is a scarcity of literature to synthesise quan-
titative and qualitative evidence to investigate this topic.

Consequently, this study aims to use a mixed-methods
systematic review (MMSR) to integrate the quantitative
and qualitative evidence to answer the question ‘What is
the effectiveness and experience of ACP for frail elderly?’,
which can provide up-to-date evidence for the dissemina-
tion of ACP and the promulgation of relevant policies.”
The quantitative component attempts to incorporate a
broader study design. The qualitative component aids in
comprehending the participant’s experience with ACP
and its efficacy. A final synthesis of quantitative and qual-
itative evidence will be produced to support the imple-
mentation and promotion of ACP.

METHODS

This review was performed following the Joanna Briggs
Institute (JBI) methodology for MMSRs to address the
review question, data synthesis and integration.”® *® The
review was registered on PROSPERO (CRD42022329615).

Search strategy

Six databases, including MEDLINE, CINAHL, Embase,
PubMed, PsycINFO and Cochrane Library, were searched
from January 2003 to April 2022. Because the term
‘advance care planning’ was first used in 2003, this cut-off
period was chosen. The search terms include appropriate
subject headings and wildcards of ‘advance care plan-
ning’, ‘end of life’, ‘advance directive’ and ‘frail elderly’
or ‘pre-frailty’. The completed search techniques are
presented in online supplemental appendix 1.

Table 1 Eligibility criteria of studies

Inclusion

Exclusion

Quantitative component

Types of participants
gender and geographical location.

Types of interventions
of AD.
Any comparator or no comparator.

Outcomes/phenomena ACP outcomes

of interest » ACP process outcomes, such as knowledge,

and readiness , quality of life

Health status is focused on prefrailty or frailness. Adult (=50 years old) regardless of

Interventions that adopted any tools or methods to promote ACP or communication

Qualitative component Quantitative and qualitative

components

Mean age <50 years. Focus
on a disease-specific terminal
condition or dementia.

Interventions to help develop
resuscitation-assisted
euthanasia or suicide.

Experiences with the
interventions.

» Action outcomes, such as ACP engagement,

completion of ACP

» Care Outcomes, such as mood or healthcare

expenditures
Context The community, hospital settings, clinics, nursing homes or homes.
Types of studies 1. Various types of experimental studies, such 1. Various types of

as RCTs, non-RCTs, and observational

analysis/descriptive studies (prospective and
retrospective cohort studies and cross-sectional 2. Mixed-methods studies are

studies).

2. Mixed-methods studies are only considered

when data and findings for quantitative

components are reported and can be extracted.

Intensive care unit

Opinion pieces, guidelines,
individual case reports,
study proposals/protocols,
conference abstracts, PhD
theses, grey literature and
non-peer-reviewed journals.

experimental qualitative
studies

only considered when data
and findings for qualitative
components are reported
and can be extracted.

ACP, advance care planning; AD, advance directive; RCT, randomised controlled trial.
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Figure 1 Preferred Reporting Items for Systematic Reviews and Meta-Analyses flow diagram of the study selection process.
Study selection ‘certainly not relevant’ or ‘possibly relevant’. Take note

Based on the initial scoping review, no potential studies
were discovered that identified patients using objective
measures of frailty. Given this, this study designs inclusion
and exclusion criteria that use an operational definition
of frailty37 and draw from previous systematic reviews> to
capture frail patients in a diverse population. A mean age
criterion of 50 years was chosen because frailty is a geri-
atric syndrome associated with ageing (prior studies indi-
cate that it may manifest before age 65),"> and this was
combined with the absence of focus on a disease-specific
terminal condition or dementia. Research of interven-
tions focusing on developing resuscitation-assisted eutha-
nasia or suicide was excluded, but studies of interventions
promoting the ACP or communicating AD were included.
ACP is considered an interactive process, so the relevant
results (such as ACP process outcomes, action outcomes
and care outcomes) should be included in the standard.*
Intensive care unit patients were not included because
they could not make plans for the future in most cases.”
Because there were insufficient resources for translation,
articles in non-English languages were deleted. Table 1
lists the inclusion and exclusion standards in detail. After
searching for and removing duplicate entries, all records
were sent to reference manager software (Zotero). Two
reviewers independently evaluated titles and abstracts
to out irrelevant research and kept papers that met the
inclusion criteria. Abstracts and titles will be classified as

of the reason for exclusion. If there was any uncertainty
or dispute, it was resolved with the assistance of a third
review author.

Data extraction

One reviewer used standardised JBI data extraction
methods to extract quantitative and qualitative data from
the included papers and discussed those findings with the
second reviewer."’ The quantitative information extracted
was the authors, year, participant, setting, design, inter-
vention, result and outcome. The retrieved qualitative
information encompassed the population, method,
setting, cultural knowledge, study objectives-related
data analysis and specifics regarding the phenomena of
interest. The author’s interpretations of the qualitative
data analysis, which included topics and subtopics, were
also obtained. Two reviewers independently evaluated
these extractions' level of ‘confidence’ (defined as clear,
believable and unsupported) using illustrations (ie, direct
citation of participant voices, field observation records or
other data).*

Quality appraisal

Two independent reviewers used the JBI Critical Appraisal
tools,”” comprising checklists for randomised controlled
trial (RCT), quasi-experimental study, non-randomised
controlled trial (NRCT) and qualitative research to

Wang X, et al. BMJ Open 2023;13:€068130. doi:10.1136/bmjopen-2022-068130

3



aled |03 10} seousialeld
0700

sseuipesy

0100
abpajmouyy

uonesi|iin aseoyleaH

aJed 107 Jo Awreps)

‘[el] P9||0JU0D PSSILIOPUEI ‘[ DY SUJeou0d 8| Jo Allfenb ‘OO0 ‘[el1 Ps||0]u0D PasILOpURI-UOU
‘1DYN : @lleuuonsan) a4 40 pug 8y} Ul SUIBDUOD 8j|-40-Alend ‘J-DTODW ‘8jl|-Jo-pus “OT syl Buluueld aieD eoueApy ul BuibeBNT ‘1 OYNT ‘@Ai0alip oueApe ‘qy ‘Bujuueld aied soueape OV

‘a1ebouns Jiay} 9 o} ueldisAyd sy passeyaid

Aay} pue seouaisyaid a1ed 8)l|-J0-pusd JId9y} INOCE UIBHISOUN SJaMm
siequinu ajgesapisuo) ‘(100 0>d) dnoib sa|gesauinA-uou 8y} UBY} JOMO|
Ajpueoipiubis sem dnoub ajgessu|nA ayy Jo 8109s J-O1OD Uesw ay |

(L00"0>d) dnoub |011u0D By} Ul UBY}

dnoub uonuaniaiul 8y ul Jaybiy Ajpueoiubis sem OO aAIsuayaidwo)
*(g0°0>d) syiuow 9 1e dnoub |013u0D By} Ul Uyl dnoib uoluUSAISIUI BY}
ul Jaybiy Ajpueoiyiubis sem ssauipeal pue juswabebus 4OV ‘sdnoib
OM] Y} USaMIag 80UaIaIp JUBDIIUBIS OU YlM ‘UoiIUSAISIUl BY} Jale
pue 810j9q S21090s abpajmouy| ul abueyd |[ews e Ajuo sem alay|

‘Bumas [eob ou yum asoyi yum pasedwod
Aejs juairedul ue Jo ysu pasealosp pey bumes [eob pauels oym asoy |

'(50°0<d) sdnoib om} syl usamiaq aied 103

SN

syluow 9
‘(Ui pg)suolssnasip 4OV
Jo} sBup@aw sauo-uo-auQ
Jeak | ‘uonuaniaiul
[euoneonps 4OV

poylew paxiiy

Aenins
[euooas Sawoy aJed wis}-Bbuo]
-SS0J0Yy  (28g=U) sjusapisai 1ap|0O
[endsoH
104N (00z=U) synpe J1ep|0
[endsoH

(Z11=u) syuened

(2002) ,;bued
pue ueyn

(c202)
+2I2 18 ep_) O

(2102)
|g[E 19 uew|azi

uolESI|IIN SJBOY}ESH J0} 90uLI9jId pue S9OINISS SJ1edU}Bay JO SN Sy} Ul SOOUSISHIP OU 8I9M
0700  @dyl "(210°0=d) 3-OTODW 4O 8[eISANS 841| 4O SN[EA By} pue (910°0=d)  syuow g'(uiw g9 uoneInp) ubisep sewoy BuisinN (0z02)
aJed 103 10} SeouUaIslald ajeosqns poddns pue aJed 8y} Ul 9oUaIBUIP JUBDLIUBIS B SEM 818y | yuow Jad suoissas om]  [eluswiadxg (#72=u) synpe 4op|0 &/2 39 BueQ
"SYuow 9 Je |0J3uU0d yum pasedwod 4Oy ul obebus 0} sseuipeal syjuow 9 “(uw Oz}
Jaybiy premoy papuaiy sjuedioiued | DN "90UBISHIP %92 B SI yoiym uoneinp uesw ‘dnoub
ssauipeay ‘(L00"0>d) suedioiued wJe |0J3U0D JO %G Yum pasedwod YH3 oyl /siuedioiped g—8) SUOISSaS olul|D SJIOIUSS (0202)
SIUBWNJOOP 4OV uf Juswinoop 4OV ue pey sjuedioiped 1DYNT 40 9% |2 ‘SYUoW 9 1y 2 ‘susin dnoib syjer 104 (01 L=u)swaired o8 48 WN
(L0"0=d) dnoub josu0d
uonualul [einoineyag 8y} Ul %€’ pue dnoib uonuanidiul 8y} Ul % ¢ e sem Bujubis ay jo
dOV jo ebpsimouy;  81el 8yl ‘(10'0=d) 21090s abpaimouy 4OV 4eybiy Ajpueoniubis e pamoys sAep g ‘(ulw G) ps|-esinu 2J1Ud0 [e2IPaIN
swuio} gy Jo Buiubis ay| dnoub uonuanIslul BY} :SUOIUSBIUI [BINOIABYSQ PUB 8BPajMmouy 4OV pauoddns-0apIA Yoap\-g 194 (es=u)swuaned (1202) g,/ #o ur
Qv INoge siequisw Ajie) yum pajesiunwiwod syuedioiped aiow
pue ‘gy 818|dwod 0} Buljim siow pue Qy Jo sseuaieme sjuedioiped syow |g
S8W02}N0 pajeal-qy paoueyus dnoib 4OV 8y} :S8W0dN0o pale|al-qQy "SeW0}No Jayjo ‘(ulw B UoIFERINP UBBW
8Je2 O3 Jo} SeouUBI8aId ul punoy sem asualayip Juediiubis oN ‘(50 0<d) uonusIBiul 4OV ‘dnoib/syuedioiped g—9) ubisep awoy aJed [eljuspisay (1202)
9700 ay} Buimoj|o} sa109sgns J-O1OD Ul Juswanoidwl Juediubis oN yoom Jad suoisses XIS [eluswiedxy (POg=U)sIeRUNION o, NA PUE UBYD
so|eos *(G20°0=d) |[eJoN0 SepnU}Ie SAIlISOd 2J0W SE ||oM SB  Syjuow 9‘(ulw Qg uoleinp) ubisep uolnyisul auen (6102)
apnyne pue abpsjmouy] ‘(171.0°0=d) abpajmouy| Jeyeaid pey dnoub [ejuswiiadxs ay} ‘1sei-1sod 1y ‘uoneonpa jusned dnosy)  [ejuswRdX] (2G=u) swepisal Jop|O ;e Bung
(L00"0>d) 4exEeW-uoISIoBp B pajuiodde
juswiulodde 9%/9 pUe ‘gy ue pa1e|dwod % ¢ ‘sjuedioiued |03U0d JO Uexew
JayEeW-uoIsioap ajeboung  -uoisioap e paulodde %16 pue ‘qQy Ue paa|dwod o¢ee ‘siuedioied syjuow Ayunwwoo
uonajdwoo qy dnoib uoiusaslul JO "s109s abueyd ul dnoib |0JjuU0D pue uoiusAIBUIl g | ‘ewwelbold 4Dy sedloyD pue swoy aje) (8102)
a}1] Jo Ayjenb ul abueyn ay] UsaMlaq SeoualayIp JueolUbIS A|[eoilSiiels ou a1am aiay | Bunoadsay paisnipy 104 (L0g=U) S1e83UNIOA /B 10 }O9qUaNQ
syjuow
‘(Lo0'0>d) G} ‘aqy snid swweibold olul|0 aJed Arewlid (8102)
swabebus 4OV Ajueoiiubis pasesioul S2109S UOIOY pue abuey) Jnoireyag 4OV JYVd3Idd duljuQ 194 (986=U)s1991UN|OA 4/E 18 2I0pNg
sainseaw awooInQ s)nsay uonuaialu| uBisaqg Bumsas ‘sjuedionied Jeak Yoyny

SeIpn}s papn|oul JO S)NsaJ 8AijeluENb Jo sonsusloeeyo o Arwwing g ajqeL

)
7
o
3]
3]
®©
c
[
o

o

Wang X, et al. BMJ Open 2023;13:€068130. doi:10.1136/bmjopen-2022-068130



evaluate the quality of the included papers. The check-
list only accepts answers in the form of ‘Yes’, ‘No’ or
‘Unclear’. All ‘Yes’ responses indicate high quality, one
or two ‘Unclear’ or ‘No’ responses indicate moderate
quality, and more than two ‘Unclear’ or ‘No’ responses
indicate low quality. This method rates the literature as
low, moderate and high quality. Any disagreements in the
research were discussed until an agreement was reached.

Data synthesis and integration

This study used a convergent segregated approach to
synthesise and integrate quantitative and qualitative data
because the review examined different dimensions of a
phenomenon of interest.” * A statistical meta-analysis
of quantitative data was performed using the Cochrane
Collaboration’s Review Manager V.5.4 programme to
obtain a summary estimate of the effect. Using I-square
statistic and % test to evaluate heterogeneity. The results
were presented in narrative summaries when it could not
do statistical pooling. Qualitative research findings were
gathered using the meta-aggregation approach based on
the JBI methodology."’ The extract findings (Level 1)
were compiled into statements. Then, these findings with
similar meaning (at least two findings per category) are
combined to create the categorisation (Level 2). Finally,
a comprehensive set of synthesised findings for evidence-
based practice was developed by synthesising these cate-
goiioes (at least two for each synthesised finding) (Level
3).

Patient and public involvement
Patients and the public were not involved in the develop-
ment of this study.

RESULT

Study selection

A total of 12158 articles were retrieved. There were 1934
duplicate articles removed, and 9617 papers were deleted
based on title and abstract. The full text of the 90 arti-
cles screened was reviewed, and 17 were finally included
(figure 1).

Methodological quality

The methodological quality evaluation of the included
studies is shown in online supplemental appendix 2. Only
five were rated moderate quality for the included quan-
titative studies (n=10), while the others were rated low
quality. There were four RCTs, all of which lacked infor-
mation on participant blinding“_46 and three on treat-
ment assignment blinding.“‘46 The remaining six studies
were categorised into three quasi-experimental studies,
one mixed study, one NRCT and one cross-section
survey. Four studies were unclear whether participants
received similar treatment or care besides the exposure
or intervention of interest."’° Two studies lack infor-
mation regarding study methodologies, control groups
and multiple outcome measurements.?! °' Four studies

were rated as moderate quality and others as low quality
for the qualitative component of the included studies
(n=8). Those studies were rated as moderate quality
because the researcher’s theoretical and cultural orien-
tations and potential influence are not mentioned in
the research.” ®'®* Other studies were rated low-quality
because they lacked study objectives, clearly stated data
collection and analysis procedures, and participant
ethical review guidelines.* ****%

Study characteristics

Tables 2 and 3 summarise the characteristics of the
included studies. Seventeen articles published between
2007 and 2022 were included for review. The study
design included two-arm RCT (n=4),"*® two-arm NRCT
(n=1),** two-arm quantitative quasi-experimental study
(n=3),""* mixed-method design with a single group
pretest—post-test design and a qualitative component
(n=1)," a cross-sectional study (n=1)*" and a qualitative
study (n=7).2*"91% There were 3312 participants in this
study whose mean age ranged from 63 to 88 years. Sample
sizes ranged from 10 to 986 from nursing homes, commu-
nities, hospitals, clinics, and senior centres.

Synthesis of quantitative evidence

A meta-analysis was performed to examine the effect of
interventions on ACP completion, as several studies were
available for statistical pooling.****® The forest graph
is shown in figure 2. Other outcomes, including quality
of life concerns, ACP engagement, surrogate decision-
maker appointment, knowledge, healthcare utilisation,
behavioural intention, readiness, preferences for end-of-
life care, the certainty of end-of-life care and AD-relative
outcomes, are not available for statistical aggregation and
are therefore presented through narrative synthesis.

ACP completion
A pooled analysis of these four studies showed that the
intervention significantly improved ACP document
completion (MD: 1.49, 95% CI: 1.17 to 1.91, p=0.33,
[2-199) 41618

Quality of life concerns

Three studies used End-of-Life Questionnaire (QOLC-E)
to measure participants' quality of life concerns.”™™ One
result exhibited no statistically significant improvement
in the QOLC-E subscores (p>0.05) after the ACP inter-
Vention48; but another demonstrated significant differ-
ences in the care and support subscale (p=0.016) and the
value of life subscale of mQOLC-E (p=0.012).49 In addi-
tion, the average score of frail group is significantly lower
than that of the non-frail group (p<0.001), and all groups
agree that existential distress, food-related concerns and
value of life are the most undesirable subscales.”” One
using the 12-item ShortForm Health Survey (SF-12)
found no significant distinction in participants' quality
of life scores (p>0.05)43; however, another using the
Comprehensive Quality of Life Outcome scale found a
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Table 3 Summary of characteristics of qualitative results of included studies

Participants,
Author, year setting Methodology/methods Phenomenon of interest Theme
Ingravallo et Older adults Qualitative, face-to-face This study explored the attitudes of = Three themes: (1) life in the NH; (2)
al®® (2018) (n=30) and 10 interviews NH residents and family members plans and attitudes towards ACP; (3)
family members toward ACP and their opinions as to  contents and manner of ACP
Nursing homes the right time to broach the subject,
how it should be approached, and
the content of ACP.
Fan et al®® Older adults Thematic analysis, To explore the experiences and Three themes: (1) a way to gain
(2019) (n=28) in person-to-person processes of ACP discussions in a good death; (2) uncertainty in
A long-term care interviews, using an older residents of a long-term care decision-making; (3) the role of
institution ACP booklet institution. families in the ACP decisions
Combes et Frail elders Thematic analysis, in-  To explore the barriers and enablers  Four themes: (1) ACP is unclear; (2)

al®® (2021)  (n=10) and eight

family members

Community
Bernard et  Volunteers
al* (2020)  (n=439)
Group clinics
Yapetal®  Older
(2018) adults(n=30)
Community
Yonashiro-  Older adults
Choetalf' (n=34)
(2016) A large urban
area
Glaudemans Older adults
etal® (2020) (n=22) and eight
family members
Nursing homes
Litzelman et Patients (n=86)
al’' (2017)  Hospital

depth interviews

Thematic analysis,
questionnaire

Thematic analysis,
semistructured interview

Grounded theory,
three focus groups

Grounded theory,
semistructured interview

Thematic analysis,
semistructured interview

to ACP engagement with frail elders.

This study aimed to better
understand the barriers faced by
older patients regarding talking to
their family members and family
physicians about ACP.

The purpose of this study was to
identify factors that influence the
engagement of Chinese Australians
with ACP.

The purpose of this study is to
explore the knowledge, attitudes
and preferences of older Chinese
Americans towards ACP.

To explore older people’s and their
families’ experiences with ACP in
primary care.

The purpose of these interviews was
to explore patient experiences with
an emphasis on the discussions
patients may have had with CCAs
that were focused on ACP and

the designation of healthcare
representatives.

lack of relevance; (3) importance of
family, relationships and home;
(4) engagement strategies

Eight themes: (1) they were too
young for ACP; (2) the topic is too
emotional; (3) ACP is the MD’s
responsibility; (4) fear of negative
impact on the relationship with MD;
(5) not enough time in appointments;
(6) concern about family dynamics;
(7) it is not a priority; (8) a lack of
knowledge about ACP

Three themes: (1) knowledge; (2)
attitudes; (3) needs

Three themes: (1) knowledge of
advance directives; (2) health as a
factor in end-of-life decision-making
and communication;

(3) communication of end-of-life care
preferences

Three themes: (1) openness and
trust; (2) timing and topics;
(8) roles of family

Three themes: (1) the importance of
ACP conversations and how their
CCA facilitated these conversations;
(2) the usability of the GW cards; (3)
their feelings towards their CCA

ACP, advance care planning; GW cards, Go Wish card; CCAs, care coordinator assistants; MD, The Medical Doctor; NH, nursing home.

Experimental Control Risk Ratio Risk Ratio
Study or Subgroup  Events  Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Chan 2021 8 a4 a a8 53% 1.57 [0.55, 4.53]
Lin 2021 13 39 4 43 55% 3.58[1.27,10.07] *
Lurn 2020 38 a0 25 50 454% 1.52[1.11,2.09] ——
Sudore 2018 71 481 57 805 43.8% 1.31[0.94,1.81] T
Total (95% CI) 629 656 100.0% 1.49 [1.17, 1.91] i
Total events 130 a1
Heterogeneity: Tau®= 0.01; Chi*= 2.41, df= 3 (P = 0.33); F= 12% 0?2 n?s ; 2 5

Testfor averall effect Z= 318

(P =10.001)

Favours [experimental] Favours [control]

Figure 2 Forest plot of pooled results for advance care planning completion.
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statistically significant association between the change
in comprehensive QOL and the presence of ACP discus-
sions (p=0.01).24

ACP Engagement

One study used a validated ACP Engagement Survey to
measure engagement in the ACP process.* This study
revealed that ACP Behaviour Change and Action scores
increased significantly (p<0.001), and 98.1% of experi-
ment participant groups reported that ACP participation
(behaviour change or action) scores increased over time,
compared with 89.5% in the control group only.**

Surrogate decision-maker appointment

One study that used oral counselling to investigate
patient surrogate decision-maker appointments discov-
ered that the intervention group (94%) appointed more
surrogate decision-makers than the control group (67%)
(p<0.001).*

Knowledge

One study used a standardised scale of palliative care
knowledge and attitudes to measure palliative care knowl-
edge and attitudes in participants and found that the
experimental group had a higher level of knowledge
(p=0.014) after an intervention.”” Of the two studies that
used a self-developed instrument to assess participants'
knowledge scores about ACP, one study observed no
significant association between the change in knowledge
score and the presence of ACP discussion (p>0.01)%;
while in another study, the intervention group was much
more likely to correctly answer six of the eight knowledge
items, suggesting the intervention group scored signifi-
cantly higher than the control group (p=0.01).*

Healthcare utilization

One study found a significant difference (p=0.026)
between the level of goal setting and the time to a first
inpatient stay.” Specifically, those who began goal setting
had a lower risk of an inpatient stay than those who
did not start goal setting, while there was no difference
between those who completed goal setting and those who
did not begin goal setting.50 Another study discovered
that current ACP interventions did not reduce the use
of healthcare (p>0.05).49 The participants in the experi-
mental group reported that 91.2% had visited the emer-
gency department, 93.0% had been hospitalised and
84.2% had visited the outpatient department.*

Behavioural intention

A study using a self-developed behavioural intention
scale to assess patients' behavioural changes in ACP.*
This research found that the intervention group had a
significantly higher behavioural intention in three out
of the four behavioural intention items, suggesting that
the intervention group showed substantially higher ACP
behavioural intention scores than the control group.*

Readiness

Two studies using a validated tool to examine partici-
pants’ ACP readiness discovered that the intervention
group’s readiness has improved.* ** One study reported
that the readiness score was significantly associated with
ACP discussions (p=0.01).** Another study found that the
increase in readiness over time was significantly different
between the two groups (p=0.0056).*

Preferences for end-of-life care

Two studies used a self-developed questionnaire to assess
patients' preference for end-of-ife care and found no
statistically significant difference between the two groups
for life-sustaining treatment outcomes (p>0.05),** while
the frail group was more willing to involve their physicians
and families in hospice preferences.”’ However, other
studies indicated that experimental group more wished
to receive cardiopulmonary resuscitation, mechanical
ventilation and artificial feeding items at the end of
life because they hope for recovery through medical

treatments.*®

Certainty of end-of-life care

One study used the SURE test (Sure of myself; Under-
stand information; Risk-benefit ratio; Encouragement)
to measure the certainty of participants' end-of-life care
and found that all scores in the experimental group were
much higher than the control group.

AD-related outcomes

A study using a self-developed questionnaire to examine
AD-relative outcomes (awareness of AD, willingness to
complete AD and communication with family members
about AD) found that after the intervention, the
experimental group was more likely to be aware of AD
(p<0.001), and the number of people willing to complete
AD increased from 46.2% to 78.6%, and the communica-
tion with family members on AD increased from 21% to

419%.%8

Synthesis of qualitative evidence

Three themes emerged from qualitative evidence through
a meta-aggregation process: positive impact, low engage-
ment and high acceptance. Gain advantages and raising
consciousness are the two identified subthemes within the
issue of positive impact. Barriers to ACP and awareness of
ACP are the two identified subthemes within the issue of
low engagement. Roles of families and engagement strat-
egies are two subthemes in the high acceptance (table 4).

Gain advantages

Participants thought the ACP could supply an open
channel for discussing end-of-life issues, allowing them to
express their dying wishes and provide guidance.” *! **
Some participants claimed that using ACP not only helped
them undergo death more comfortably and with less pain
but also significantly reduced unnecessary healthcare
costs, which benefited them and their families.?? %% %
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Table 4 Meta-aggregation of qualitative findings

Findings Categories Synthesised
(Level 1) (Level 2) findings (Level 3)
Residents are willing to talk about the ACP because it allows them to express their opinions (U)*° Gain Positive impact
Think that ACP can help with a comfortable death and lessen the pain (U)** advantages

They were comfortable with discussions about ACP and could see the benefit of planning and

documenting their wishes (U)**

To complete ACP was because they wanted to reduce the burden on their family and suffering for

themselves (U)*®

Sharing information on end-of-life preferences will promote their autonomy at the end of life (U)*'

Engaging in ACP appeared to increase trust (U)*

ACP can prevent sudden situations in the future (U)*®

They were positive about the attention they received during these conversations, felt heard and more at

ease and felt they could trust their GP or nurse more after the ACP discussion (U)*®

ACP can reduce the burden on your family and your pain(U)*°

Think it is important to do ACP at the right time (C)*® Raise

Believed that the appointment of a proxy was a good idea (U)*°
Most participants reported positive attitudes towards ACP (U)*
Respondents were satisfied with the timing of ACP (U)*®

Respondents have a positive attitude towards the topic discussed (U)*®

consciousness

These conversations stimulated systematic thinking about various issues about end-of-life care, death,

and issues beyond death(U)*®

They were comfortable with discussions about ACP and could see the benefit of planning and

documenting their wishes(C)*

Participant cognitive impairment or low education is a major obstacle to ACP (U)*°

Uncertainty and lack of information created difficult barriers (U)**
Death is a taboo topic difficult to discuss with family (C)*°3' %2

Barriers to
ACP

Low engagement

Participants described feeling too young or too healthy to be thinking about ACP (U)*®

The topic is too emotional for discussions (U)*®

Believing that ACP is the medical doctor’s responsibility (U)>®

Participants were concerned that having an ACP discussion might adversely affect the relationship with

the doctor (U)>

Insufficient time in appointments with family physicians emerged as a barrier to ACP discussions (U)*®
The language was identified as the largest barrier to overcome to increase ACP awareness (C)*°

There was low awareness of ACP among the participants and some confusion regarding the concept (U)* Awareness of

I don't know enough about ACP (U)>®

Participants expressed concern about how an ACP discussion may affect family dynamics (U)>®
)54

Family relationships played an important role in the ACP decisions (C

ACP

Roles of family High acceptance

Relationships were important to frail elders and impacted decision-making (U)*
The quality of ACP appeared to improve if the family was involved in ACP (U)*®

The quality and accessibility of ACP may improve if GPs and nurses include family members in

discussions about ACP (U)*®

Engagement
strategies

Participants believed the best way to engage frail elders with ACP was by using the right approach and

preparing individuals for ACP conversations (U)*?

In-language materials and key support networks including GPs, family and Chinese community groups

were identified as ideal forums for the promotion of ACP (C)*°

These networks were also important in helping participants who spoke little or no English cope with the

language barrier when accessing healthcare (U)*°

Health as a factor in the timing of ACP and communication (U)*'

Quality of ACP seemed to improve if respondents’ views on their current life and future, a few specific
future care scenarios and expectations and responsibilities regarding ACP were discussed (U)*®

ACP is unclear, some confusion remained (U)*
Lack of understanding and clarity about advance directives (C)*'

Unclear
questions

U and C represent the levels of credibility for the findings: U represents ‘unequivocal’ evidence, C represents ‘credible’ evidence and N represents

‘not supported’ evidence.
ACP, advance care planning; GPs, general practitioners.

Raise consciousness

Some participants stated that joining the ACP at the right
time was tremendously useful because it allowed them to
act appropriately.” * °° Additionally, some participants
expressed a positive attitude toward the ACP; on the
one hand, it allowed them to choose they want surrogate
decision-maker; on the other hand, it inspired them to

use comprehensive contemplation regarding hospice
29 30 55
care.

Barriers to ACP

Participants often do not have the chance to begin discus-
sions about ACP or end-of-life care due to a lack of rele-
vant information and comprehension, particularly when
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they think they are too young or in good health.* 5 %*

Others were concerned that discussing or disputing end-
of-life options with a family doctor would harm their
benefit, and many also claimed that owing to cultural
differences, they could not discuss death with their fami-
lies.” ' ®25* Only one study claims that language is the
most significant barrier to increasing awareness of ACP.”’

Awareness of ACP

Some participants showed low ACP awareness because
they frequently confused it with other ideas, like wills and
euthanasia, and some even claimed they were unaware of
it, arguing that family members should make end-of-life
decisions rather than themselves.* **

Roles of family

Participants were concerned that their ACP conversations
would impact the relationship between families, which
could affect how the ACP functions and even makes deci-
sions.”® *® Family relationships were meaningful when
making ACP decisions, according to some participants,
and it was even possible that family involvement could
have a positive effect and enhance the quality of ACP.”*™

Engagement strategies

Participants believed the best way to engage frail elders
with ACP was by using the right approach and preparing
individuals for ACP conversations.>? % Therefore, in addi-
tion to general practitioners (GPs), nurses and family,
the Chinese community and networking can be included
to enhance the quality and accessibility of the ACP, as
some participants felt this could help overcome current
language barriers.” ®> A minor participant believed
that communication time for ACP was related to health
because they thought they did not require it when they
were healthy.”

Unclear questions

There was still some uncertainty during the process when
interviewees were unclear about the meaning of ACP.”! **
They point out that ambiguous documentation, termi-
nology and professional language may undermine the
motivation of frail elderly to engage in ACP and their
trust in professionals while enhancing the ambiguity of
ACP language.31 o2

Integration of quantitative and qualitative evidence

The quantitative and qualitative evidence synthesis results
were generally consistent, and the three pieces of evidence
aggregated are detailed below (table 5). Participants'
positive perceptions of ACP in qualitative evidence help
explain the significant improvement in various outcomes
of ACP reported in quantitative evidence.

Sense of control

Quantitative and qualitative research has consistently
demonstrated that appropriate interventions promote
ACP behaviour readiness. Quantitative results show
that interventions significantly increase participants'

knowledge of ACP and end-of-life issues while also
enhancing their engagement in ACP** ** which may
enhance participants' quality of life at the end of their
lives. Because after the intervention, a significant propor-
tion of individuals were willing to discuss hospice care
preferences with family members or clinicians and
complete AD.* #4450 (yyalitative research suggests that
ACP can allow people to systematically think about their
hospice preference, voice their opinions about death and
ensure they pass away comfortably,? *! *' %% relieving the
strain on their loved ones and their suffering.* *' ** In
addition, a positive attitude towards the issue of palliative
care may empower them to make behavioural changes.

Obstacles and facilitators

Qualitative data highlighted facilitators and barriers in
the process of ACP engagement.”™' ** The primary
obstacles to ACP awareness improvement were cogni-
tive impairment, educational attainment® and language
communication™; participants also mentioned that
discussing death with family members was taboo due to
cultural differences.”” *' ®** The optimal way to involve
frail elderly in ACP is through the appropriate strategy
and preparation of individuals for ACP discussions.”
Additionally, using the web as a medium while engaging
GPs, nurses and families in ACP discussions may increase
the quality of ACP™ *' ® However, the quantitative
research did not examine how facilitators and obstacles
affected the results.

Impact of intervention

Quantitative and qualitative studies show that family rela-
tionships influence participants’ ACP decisions.”® >
Qualitative findings also revealed that some participants'
awareness of the definition of ACP is still unclear.” **
Quantitative data mean that participants’ awareness of
ACP improved after the intervention, improving patients'
quality of life in the dying.*’ * Although the qualitative
data revealed that some questions were confusing to the
participants,” °* it was not reflected in the quantitative
data. The differences underscore the need to ascertain
the clarity of the ACP to the participants.

DISCUSSION

Main findings

To answer the research question, we integrate quantita-
tive and qualitative evidence by JBI’'s MMSR guidance
to comprehensively understand ACP’s effectiveness and
the frail elderly’ opinions of ACP."" The quality of the
qualitative studies existential discrepancy because these
reviews supplied insufficient methodological informa-
tion. The quality of the quantitative studies was generally
fair because most studies have control groups.

The meta-analysis showed that the intervention of ACP
for frail elderly effectively increases readiness, knowledge
and process of ACP behaviours, thus promoting AD comple-
tion. The meta-aggregation demonstrates that participants

Wang X, et al. BMJ Open 2023;13:¢068130. doi:10.1136/bmjopen-2022-068130
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Table 5

Integration of quantitative evidence and qualitative evidence

Qualitative finding

Quantitative results (categories) Aggregation
ACP completion Gain advantages Sense of
In intervention group participants, 93% completed AD*® Raise consciousness control

The intervention resulted in a higher rate of ACP documentation*®
Slight increase in AD completions*®
The rate of AD signing was 33.3% in the intervention group*®

The number of new ACP documents at 6 months was significantly differen

Quality of life concerns

Quality of life scores did not change significantly before and after the intervention*®
There was no statistically significant improvement in QOL-E subscores following the ACP intervention*®
Regarding QOLC, the ACP intervention interviews had a positive effect on physical discomfort and food-

related concerns and a short-term effect on decreasing existential distress*’

Comprehensive QOL was significantly higher in the intervention group than in the control group?
The mean QOLC-E score of the frail group was significantly lower than that of the non-frail group®

Surrogate decision-maker appointment

94% appointed a decision-maker*®

Behavioural intention

Significantly higher ACP behavioural intention scores*®

The AD sign-up rate was 33.3%"

AD-related outcomes

Willingness to complete AD increased from 46.2% to 78.6%®
ACP engagement

The intervention resulted in higher self-reported increased ACP engagement scores*
The ACP engagement score increased significantly from baseline to 6-month follow-up, with a 22.5%

increase in score**

The scores tended to be higher in the intervention group than in the control group*

Healthcare utilisation

The current ACP intervention did not decrease healthcare utilisation*”
ACP had a reduced risk of hospitalisation®

Readiness

The increase in readiness over time was significantly differen
Knowledge

Significant positive effects of the ACP programme on knowledge*”
The intervention group had significantly higher scores in knowledge™®
There was only a small change in knowledge scores®*

/

t44

Preferences for end-of-life care

There was no statistically significant difference in preference for end-of-life care between the two groups*®

Obstacles and
facilitators

Engagement strategies
Barriers to ACP

Roles of family
Awareness of ACP

Impact of
intervention

Respondents in the vulnerable group were more willing to involve their physicians and families in end-of-life  Unclear questions

care preferences®
AD-related outcomes

All scores in the experimental group were much higher than those in the control group’

Awareness of AD increased from 23.6% to 76%*

Communicated with family members about AD increase from 21% to 41%%®

ACP, advance care planning; AD, advance directive; QOL, quality of life; QOLC, quality of life concerns.

generally have a positive attitude towards ACP, believe that
it helps them express their preferences for the healthcare
decision, and explain the variables that influence their partic-
ipation in ACP. The aggregated findings from configurative
analysis demonstrate that the quantitative and qualitative
synthesis were complementary and coherent to support ACP
as an effective and feasible strategy to facilitate frail elderly
to express their healthcare wishes timely. In addition, partic-
ipants generally believe that ACP provides a communication
channel for frail elderly patients to frankly discuss hospice
issues, understand relevant knowledge and share views
during participation. These aggregations are consistent with
the main elements of the theory of planned behaviour in the
behavioural change model of healthy behaviour, where atti-
tude, subjective norm and perceived behaviour control three
elements that shape an individual’s behaviour intention and
actual behaviour.” Thus, these aggregates help to explain

that behaviours that improve ACP practice can promote
engagement and completion of ACP and thus improve end-
ofife care quality.

Strengths and limitations
The advantage of this study is that using MMSR to give a
comprehensive and in-depth analysis of the quantitative and
qualitative data already available to explain the effects and
experiences of ACP. Given the insufficiency of research in
this field, all identified studies were included in this review.
The aggregation of the quantitative and qualitative evidence
reached a coherent consensus that enhanced the credibility
of the findings on the effectiveness and acceptance of ACP.
We are aware of the limitations of this review. First, even
though we thoroughly searched the current literature, it is
possible to miss relevant studies because we only included
English language papers, and a grey literature search was not
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undertaken. Second, few studies have explicitly looked at ACP
with frail elderly who are cognitively normal and do not have
a specific terminal condition, nor have any studies that have
used an operational measure of frailty. Therefore, the prev-
alence and degree of frailty in the research included in this
systematic review are unknown; nonetheless, the results can
be applied to the elderly without significant medical issues
in the community or institutional settings. Third, because
most of the studies included in this analysis were not blinded,
people who received ACP were likelier to accept participating
in ACP-related investigations, potentially risking participation
bias. However, most studies had a reasonable response rate,
which is beneficial for reducing this risk.

Policy and practice recommendations

There is an obvious need to strengthen and coordi-
nate activities to encourage the involvement of frail old
persons and their families in the ACP process. As the
research results show, there are contributing factors and
obstacles to the participation of frail older adults in the
ACP.#71 525 Therefore, when drafting relevant policies,
such patients' actual constraints should be considered.
For example, ACP’s language and professional terms are
improved according to local cultural characteristics, and
new processes have been added to overcome cultural
differences in different regions. Moreover, the results
of the findings show that the ACP is an effective way to
provoke discussion about death and hospice decision-
making and promote AD completion.” *' 7' 7*%° The meta-
analysis of four studies showed that the completion rate
of ACP improved after the intervention despite heteroge-
neity in the data.****® Therefore, to target the inclusion
of this group of people in the ACP in the primary health-
care system, more in-depth conversation and assessment
are required while also considering the variations in the
complex legal frameworks among countries.

In clinical practice, because frailty is a dynamic process
and difficult to define, frail elderly patients often lack the
information and awareness to plan their future medical
plans. Moreover, the research results show that there is
still a need to provide special ACP tools suitable for the
frail elderly, which can be used for people of different
education in various settings. Therefore, to encourage
patients to learn the pertinent information about ACP
and increase their readiness, for instance, we can use
movies or video games to facilitate the process of ACP and
make the ACP knowledge easier to understand.

CONCLUSION

Synthesising the information from quantitative and qual-
itative research demonstrates that ACP is an effective and
feasible strategy to facilitate frail elderly to express their
healthcare wishes timely and improve their outcomes.
Because the frail elderly usually lacks the opportunity to
start ACP discussions, they will miss a golden opportunity
to discuss it. Consequently, more extensive and rigorous
research is required to improve the quality of research,

especially RCTs to support the reported results, to ascer-
tain the most effective and beneficial ACP interventions
and tools for the frail elderly population.

Contributors WXY and LL together to conceived the idea, planned, designed,
reviewed, and revised the paper. WXY, HXL, and WWJ ran the database search and
oversaw the search, screening, full-text review, and data extraction process. WXY
and HXL drafted the manuscript. All authors reviewed the draft, provided critical
review, and read and approved the final manuscript. The corresponding author, as
guarantor, accepts full responsibility for the finished article has access to any data,
and controls the decision to publish. The corresponding author attests that all listed
authors meet the authorship criteria and that no others meeting the criteria have
been omitted.

Funding This study was funded by Hunan Province University Reform and
Development Project (Li Liao, 705210SCZ002).

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in
the design, or conduct, or reporting or dissemination plans of this research.

Patient consent for publication Not applicable.
Ethics approval Not applicable.
Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement All data relevant to the study are included in the
article or uploaded as supplementary information. All data relevant to the study are
included in the article or uploaded as supplementary information. Extracted data are
available on request to the corresponding author.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Xinying Wang http://orcid.org/0000-0002-2006-0815
Li Liao http://orcid.org/0000-0001-7450-0444

REFERENCES

1 Algahtani BA, Alenazi AM, Alshehri MM, et al. Prevalence of frailty
and associated factors among saudi community-dwelling older
adults: a cross-sectional study. BMC Geriatr 2021;21:185.

2 Hoogendijk EO, Afilalo J, Ensrud KE, et al. Frailty: implications for
clinical practice and public health. Lancet 2019;394:1365-75.

3 Christensen K, Doblhammer G, Rau R, et al. Ageing populations: the
challenges ahead. Lancet 2009;374:1196-208.

4 LiJ, Han X, Zhang X, et al. Spatiotemporal evolution of global
population ageing from 1960 to 2017. BMC Public Health
2019;19:127.

5 Clegg A, Young J, lliffe S, et al. Frailty in elderly people. Lancet
2013;381:752-62.

6 Costantino S, Paneni F, Cosentino F. Ageing, metabolism and
cardiovascular disease. J Physiol 2016;594:2061-73.

7 Kiritsilis M, V. Rizou S, Koutsoudaki P, et al. Ageing, cellular
senescence and neurodegenerative disease. IJMS 2018;19:2937.

8 Palmer AK, Gustafson B, Kirkland JL, et al. Cellular senescence:
at the nexus between ageing and diabetes. Diabetologia
2019;62:1835-41.

9 Phelan EA, Ritchey K. Fall prevention in community-dwelling older
adults. Ann Intern Med 2018;169:ITC81-96.

Wang X, et al. BMJ Open 2023;13:¢068130. doi:10.1136/bmjopen-2022-068130

11


http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-2006-0815
http://orcid.org/0000-0001-7450-0444
http://dx.doi.org/10.1186/s12877-021-02142-9
http://dx.doi.org/10.1016/S0140-6736(19)31786-6
http://dx.doi.org/10.1016/S0140-6736(09)61460-4
http://dx.doi.org/10.1186/s12889-019-6465-2
http://dx.doi.org/10.1016/S0140-6736(12)62167-9
http://dx.doi.org/10.1113/JP270538
http://dx.doi.org/10.3390/ijms19102937
http://dx.doi.org/10.1007/s00125-019-4934-x
http://dx.doi.org/10.7326/AITC201812040

10 Cawthon PM, Marshall LM, Michael Y, et al. Frailty in older men: 35 Stern C, Lizarondo L, Carrier J, et al. Methodological guidance for
prevalence, progression, and relationship with mortality. J Am Geriatr the conduct of mixed methods systematic reviews. JBI Evid Synth
Soc 2007;55:1216-23. 2020;18:2108-18.

11 Ensrud KE, Ewing SK, Taylor BC, et al. Frailty and risk of falls, 36 Lizarondo L, Stern C, Apostolo J, et al. Five common pitfalls in mixed
fracture, and mortality in older women: the study of osteoporotic methods systematic reviews: lessons learned. J Clin Epidemiol
fractures. J Gerontol A Biol Sci Med Sci 2007;62:744-51. 2022;148:178-83.

12 Cesari M, Calvani R, Marzetti E. Frailty in older persons. Clin Geriatr 37 Dent E, Martin FC, Bergman H, et al. Management of frailty:

Med 2017;33:293-303. opportunities, challenges, and future directions. The Lancet

13 Xue Q-L. The frailty syndrome: definition and natural history. Clin 2019;394:1376-86.

Geriatr Med 2011;27:1-15. 38 Anderson BK, Mihilli S, Kumaresh M, et al. Advance care planning for

14 Fried LP, Tangen CM, Walston J, et al. Frailty in older adults: evidence seniors diagnosed with dementia: a scoping review of the Canadian
for a phenotype. J Gerontol A Biol Sci Med Sci 2001;56:M146-56. literature. Can J Aging 2022;41:377-403.

15 O’Caoimh R, Sezgin D, O’Donovan MR, et al. Prevalence of frailty 39 Yamamoto K, Hayama J, Nakayama K, et al. Intervention and
in 62 countries across the world: a systematic review and meta- efficacy of advance care planning for patients in intensive care
analysis of population-level studies. Age Ageing 2021;50:96-104. units and their families: a scoping review protocol. Nurs Open

16 Heyland DK, Barwich D, Pichora D, et al. Failure to engage 2021:8:997-1001.
hospitalized elderly patients and their families in advance care 40 Joanna Briggs Institute. The JBI manual for evidence synthesis.
planning. JAMA Intern Med 2013;173:778-87. 2020. Available: https://wiki.jbi.global/display/MANUAL/JBI+Manual+

17 Heyland DK, llan R, Jiang X, et al. The prevalence of medical error for+Evi dence+Synthesis [Accessed 18 Mar 2021].
relateq to end-of-life cgmmunication in canadian hospitals: results of 41 Stern C, Lizarondo L, Carrier J, et al. Methodological guidance for
a multicentre observational study. BMJ Qual Saf 2016;25:671-9. the conduct of mixed methods systematic reviews. JBI Evidence

18 Lum HD, Sudore RL, Bekelman DB. Advance care planning in the Synthesis 2020;18:2108-18.
elderly. Med Clin North Am 2015;99:391-403. 42 Rodgers M, Sowden A, Petticrew M, et al. Testing methodological

19 Rietjens JAC, Sudore RL, Connolly M, et al. IZ.)efm.ltlon and guidance on the conduct of narrative synthesis in systematic
recommendations for advance care planning: an international reviews: effectiveness of interventions to promote smoke alarm
consensus supported by the European association for palliative care. ownership and function. SAGE Journals 2009;15.

Lancet Oncol 2017;18:e543-51. _ 43 Overbeek A, Korfage IJ, Jabbarian LJ, et al. Advance care planning

20 Bielinska A-M, Archer S, Obanobi A, et al. Advance care planning in frail older adults: a cluster randomized controlled trial. J Am Geriatr
|n.older hospitalised patients following an emergency admission: a Soc 2018;66:1089-95.

o1 g;ﬁzigzthsngﬁ'dé lg li_lolfe??j %()ai;e;:g:giﬁaar;i‘t ing, better 44 Sudore RL, Schillinger D, Katen MT, et al. Engaging diverse
outcomes for frail elderly patients) advance care planning: a gra?r:hsi:g??ﬁeiezgzz f:nejggggédj?n?ggltt?iéﬁl. ?jiﬁ,ré]\clitﬁzeMed
comprehensive approach to adyance care planning in nursing 2018:178:1616-25.

22 Rngsé: dcgjjit.z: rHanggfg'nsielg tp::é/:%e éggllirzg ;95;22”;‘;3;% 45 Lin L-H, Cheng H-C, Chen Y-C, et al. Reply to the comments on
relationships a{nd fi7nanges in ’older adﬁlt pallia)\/tive caré pZtients i?l{ f‘effectiyen_ess ofa video-pased advance care planning int_erventio_n
Lebanon. Ann Palliat Med 2019:8:551—8 g hos;tJ|tla}l|§e2dogl1dgr1lygggt|$gts: a randomized controlled trial.” Geriatr

23 Houben CHM, Spruit MA, Luyten H, et al. Cluster-randomised trial 46 Lue;?rlzllg gukes J’ Déddato AE et al. Effectiveness of advance care
of a nurse-led advance care planning session in patients with COPD . i ' . .
and their loved ones. Thorax 2019;74:328-36. D OO ot 2o older adults In primary care. J Am

24 Okada H, Kiuchi T, Okuhara T, et al. Effect of advance care planning 47 Sung H-C Wang’S—b Fan S'_Y et al. Advance care planning program
discussions with trained nurses in older adults with chronic diseases and the kr;owledge ar;d attitud;e con.cerning palliative care. Clin
in Japan. Ann Palliat Med 2022;11:412-22. Gerontol 2019:42:038-46 :

25 Hopkins SA, Bentley A, Phillips V, et al. Advance care plans and iy N ’
hospitalized frail older adults: a systematic review. BMJ Support 48 Chan WCH, Yu TK. C_:o_ndt,_ictlng_ an advance care pllannl_ng group
Palliat Care 2020:10:164-74. among older adul?s living in residential care homes: an |n|t|gt|ve

26 Martin RS, Hayes B, Gregorevic K, et al. The effects of advance of Sof:'al_ workers in Hong kong. Health Soc Care Community
care planning interventions on nursing home residents: a systematic 49 ZDZi;’??QJZ?lgg;?‘?-Chen L et al. The effectiveness of a modified
review. J Am Med Dir Assoc 2016;17:284-93. ’ e i ’ .

27 Ke L-S, Huang X, Hu W-Y, et al. Experiences and perspectives of advance care planning programme. Nurs Ethics 2020;27:15@9—86.
older people regarding advance care planning: a meta-synthesis of 50 g;?gr:r:(clgspjfnggzg/lg(;gg:gti};‘l’(‘;rl:;et‘;?;cggr:: ggﬂi:g:'sfé';g T\ers

ualitative studies. Palliat Med 2017;31:394-405. : .

28 \?Veathers E, O’Caoimh R, Cornally N, et al. Advance care planning: 2_007;16:2158_66: ) L
a systematic review of randomised controlled trials conducted with 51 Litzelman DK, Inui TS, Schmitt-Wendholt KM, et al. Clarifying values
older adults. Maturitas 2016;91:101-9. andkp;referejt:ces for ca;e Irjlearltrg(;n?:zf lslafgﬁ tgz role of a new lay

29 Ingravallo F, Mignani V, Mariani E, et al. Discussing advance care workiorce. J Lommunity riea ;4£:920-54. .
planning: insights from older people living in nursing homes and from 52 Combes S, Gillett K, Norton C, et al. The importance of living
family members. Int Psychogeriatr 2018;30:569-79. well now and relat!onshlps: a qualqatlve study of the barr!ers and‘

30 Yap SS, Chen K, Detering KM, et al. Exploring the knowledge, ﬁa;gegz;{o?)zn?f%n%?frall elders with advance care planning. Palliat

tit nd n f advan re planning in older chin e 399 —af.
f\usfrgﬁ:nas_% éid:/ﬁrsagoﬁg;(;%zggegoel 9 in older chinese 53 Fan S_—Y, S_ung H-_C, Wang S-C. The e_xperie_nce of advance care

31 Yonashiro-Cho J, Cote S, Enguidanos S. Knowledge about and planning discussion among older residents in a long-term care
perceptions of advance care planning and communication of institution: a qualitative study. J Clin Nurs 2019;28:3451-8.
chinese-american older adults. J Am Geriatr Soc 2016;64:1884-9. 54 Eerqard tC, T:m A, Slaven '\|/| etal. .Exfploqng pati?nt'lg&fgtgd pract

32 Sharp T, Moran E, Kuhn |, et al. Do the elderly have a voice? arriers 10 advance care planning in tamily practice. am rrac
Advance care planning discussions with frail and older individuals: a 2020;21:94.
systematic literature review and narrative synthesis. Br J Gen Pract 55 Glaudemans JJ, Willems DL, Wind J, et al. Preventing unwanted
2013;63:6657-68. situations and gaining trust: a qualitative study of older people and

33 Kojima G, Taniguchi YV, lliffe S, et al. Transitions between frailty states families” experiences with advance care planning in the daily practice
among community-dwelling older people: a systematic review and of primary care. Fam Pract 2020;37:519-24.
meta-analysis. Ageing Res Rev 2019;50:81-8. 56 Scherrens A-L, Beernaert K, Robijn L, et al. The use of behavioural

34 Fairhall N, Aggar C, Kurrle SE, et al. Frailty Intervention Trial (FIT). theories in end-of-life care research: a systematic review. Palliat Med
BMC Geriatr 2008;8:27. 2018;32:1055-77.

12 Wang X, et al. BMJ Open 2023;13:2068130. doi:10.1136/bmjopen-2022-068130


http://dx.doi.org/10.1111/j.1532-5415.2007.01259.x
http://dx.doi.org/10.1111/j.1532-5415.2007.01259.x
http://dx.doi.org/10.1093/gerona/62.7.744
http://dx.doi.org/10.1016/j.cger.2017.02.002
http://dx.doi.org/10.1016/j.cger.2017.02.002
http://dx.doi.org/10.1016/j.cger.2010.08.009
http://dx.doi.org/10.1016/j.cger.2010.08.009
http://dx.doi.org/10.1093/gerona/56.3.m146
http://dx.doi.org/10.1093/ageing/afaa219
http://dx.doi.org/10.1001/jamainternmed.2013.180
http://dx.doi.org/10.1136/bmjqs-2015-004567
http://dx.doi.org/10.1016/j.mcna.2014.11.010
http://dx.doi.org/10.1016/S1470-2045(17)30582-X
http://dx.doi.org/10.1371/journal.pone.0247874
http://dx.doi.org/10.1093/ageing/afac049
http://dx.doi.org/10.21037/apm.2019.09.08
http://dx.doi.org/10.1136/thoraxjnl-2018-211943
http://dx.doi.org/10.21037/apm-21-2161
http://dx.doi.org/10.1136/bmjspcare-2019-002093
http://dx.doi.org/10.1136/bmjspcare-2019-002093
http://dx.doi.org/10.1016/j.jamda.2015.12.017
http://dx.doi.org/10.1177/0269216316663507
http://dx.doi.org/10.1016/j.maturitas.2016.06.016
http://dx.doi.org/10.1017/S1041610217001983
http://dx.doi.org/10.1111/jocn.13886
http://dx.doi.org/10.1111/jgs.14261
http://dx.doi.org/10.3399/bjgp13X673667
http://dx.doi.org/10.1016/j.arr.2019.01.010
http://dx.doi.org/10.1186/1471-2318-8-27
http://dx.doi.org/10.11124/JBISRIR-D-19-00169
http://dx.doi.org/10.1016/j.jclinepi.2022.03.014
http://dx.doi.org/10.1016/S0140-6736(19)31785-4
http://dx.doi.org/10.1017/S0714980821000283
http://dx.doi.org/10.1002/nop2.722
https://wiki.jbi.global/display/MANUAL/JBI+Manual+for+Evi%20dence+Synthesis
https://wiki.jbi.global/display/MANUAL/JBI+Manual+for+Evi%20dence+Synthesis
http://dx.doi.org/10.11124/JBISRIR-D-19-00169
http://dx.doi.org/10.11124/JBISRIR-D-19-00169
http://dx.doi.org/10.1177/1356389008097871
http://dx.doi.org/10.1111/jgs.15333
http://dx.doi.org/10.1111/jgs.15333
http://dx.doi.org/10.1001/jamainternmed.2018.4657
http://dx.doi.org/10.1111/ggi.14257
http://dx.doi.org/10.1111/ggi.14257
http://dx.doi.org/10.1111/jgs.16694
http://dx.doi.org/10.1111/jgs.16694
http://dx.doi.org/10.1080/07317115.2017.1336142
http://dx.doi.org/10.1080/07317115.2017.1336142
http://dx.doi.org/10.1111/hsc.13310
http://dx.doi.org/10.1177/0969733020922893
http://dx.doi.org/10.1111/j.1365-2702.2006.01891.x
http://dx.doi.org/10.1007/s10900-017-0336-5
http://dx.doi.org/10.1177/02692163211013260
http://dx.doi.org/10.1177/02692163211013260
http://dx.doi.org/10.1111/jocn.14936
http://dx.doi.org/10.1186/s12875-020-01167-0
http://dx.doi.org/10.1093/fampra/cmz089
http://dx.doi.org/10.1177/0269216318758212

	Advance care planning for frail elderly: are we missing a golden opportunity? A mixed-­method systematic review and ﻿
﻿meta-­analysis
	Abstract
	Introduction﻿﻿
	Methods
	Search strategy
	Study selection
	Data extraction
	Quality appraisal
	Data synthesis and integration
	Patient and public involvement

	Result
	Study selection
	Methodological quality
	Study characteristics
	Synthesis of quantitative evidence
	ACP completion
	Quality of life concerns
	ACP Engagement
	Surrogate decision-maker appointment
	Knowledge
	Healthcare utilization
	Behavioural intention
	Readiness
	Preferences for end-of-life care
	Certainty of end-of-life care
	AD-related outcomes
	Synthesis of qualitative evidence
	Gain advantages
	Raise consciousness
	Barriers to ACP
	Awareness of ACP
	Roles of family
	Engagement strategies
	Unclear questions
	Integration of quantitative and qualitative evidence
	Sense of control
	Obstacles and facilitators
	Impact of intervention

	Discussion
	Main findings
	Strengths and limitations
	Policy and practice recommendations

	Conclusion
	References


