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Abstract
Background Advance care planning (ACP) can contribute to individuals making decisions about their healthcare 
preferences in advance of serious illness. Up to now, the acceptance level and associated factors of ACP among the 
public in China remain unclear. This study aims to investigate the acceptance level of ACP in China and identify factors 
associated with it based on the socioecological model.

Methods A total of 19,738 participants were included in this survey. We employed a random forest regression 
analysis to select factors derived from the socioecological model. Multivariate generalized linear model analysis was 
then conducted to explore the factors that were associated with the acceptance level of ACP.

Results On a scale ranging from 0 to 100, the median score for acceptance level of ACP was 64.00 (IQR: 48.00–83.00) 
points. The results of the multivariate generalized linear model analysis revealed that participants who scored higher 
on measures of openness and neuroticism personality traits, as well as those who had greater perceptions of social 
support, higher levels of health literacy, better neighborly relationships, family health, and family social status, were 
more likely to accept ACP. Conversely, participants who reported higher levels of subjective well-being and greater 
family communication levels demonstrated a lower likelihood of accepting ACP.

Conclusions This study identified multiple factors associated with the acceptance level of ACP. The findings offer 
valuable insights that can inform the design and implementation of targeted interventions aimed at facilitating a 
good death and may have significant implications for the formulation of end-of-life care policies and practices in 
other countries facing similar challenges.
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Introduction
Advance care planning (ACP) refers to the process by 
which competent adults of any age and health status 
make advance decisions about their future end-of-life 
medical care preferences based on their circumstances 
and document and share these preferences with family 
members and healthcare providers [1]. ACP has gained 
increasing recognition worldwide as an important strat-
egy to improve end-of-life care quality and people-ori-
ented outcomes [2, 3]. Despite this recognition, ACP 
remains less widely popularized in many countries, 
including China [4]. China has the world’s largest popu-
lation and is experiencing a rapid aging process, which 
raises concerns about the quality of end-of-life care for 
older adults [5].

There have been some studies on participating and 
accepting ACP in Western countries. For example, a 
general population survey in Norway showed that more 
than nine out of ten people from 1035 responses wanted 
to participate in ACP [6]. A study on the residents of 
nursing homes in the United Kingdom found that about 
79.5% of the participants chose ACP [7]. The research 
in China has been primarily focused on subpopulations, 
such as community healthcare workers [8], patients with 
chronic diseases [9], and cancer patients [10]. None of the 
existing studies have investigated the acceptance level of 
ACP among the public across China. As the completion 
of ACP relies on improved public awareness and greater 
openness to discuss death and end-of-life care [11], it is 
crucial to gain an understanding of the factors associated 
with ACP acceptance among the public.

The socioecological model provides a theoretical 
framework for comprehensively elucidating the intri-
cate interconnections among individual characteris-
tics, behaviors, interpersonal networks, community, 
and policy levels [12]. The socioecological model has 
been extensively applied in research to explore health-
related attitudes and underlying determinants within a 
multidimensional framework [13–15]. In our research, 
we embrace the socioecological model as a theoretical 
framework to probe the acceptance level of ACP within 
the Chinese context.

Therefore, the purpose of this study is to explore the 
acceptance level of ACP and its associated factors based 
on the socioecological model among the public in China, 
providing important insights to improve end-of-life care 
in China.

Methods
Survey design and population
Between June 20 and August 31, 2022, a survey was car-
ried out in 31 provinces, autonomous regions, special 
administrative regions, and municipalities in China. The 
survey employed a multistage sampling approach, based 

on the quota attributes of China’s seventh national census 
data for cities, including gender, age, and urban-rural dis-
tribution. The specific quota method has been previously 
reported [16].

The present study utilized a face-to-face survey to col-
lect questionnaire data. This study included Chinese 
participants aged 12 years or older who voluntarily con-
sented to participate, possessed the cognitive ability to 
understand the questionnaire items, and could complete 
the questionnaires independently. For participants who 
possessed cognitive capability but were unable to com-
plete the questionnaires due to mobility constraints, 
assistance with questionnaire completion was provided 
by interviewers.

The initial PBICR survey enrolled 21,916 participants. 
After excluding 2178 participants < 18 years old, a total of 
19,738 participants were finally included in this study.

The Ethics Research Committee of the Health Culture 
Research Center of Shaanxi approved this study (No. 
JKWH-2022-02). All participants were required to pro-
vide informed consent before the collection of data, and 
the confidentiality of all collected data was anonymously 
and strictly maintained.

Survey instruments
Based on the prior studies [14, 17–19], this study com-
prehensively encompasses multi-level factors that may 
be associated with participants’ acceptance level of ACP, 
based on the socioecological model depicted in Fig.  1. 
This study included factors across five levels: individual 
characteristics level (i.e., age group (18–44 years old, 
45–64 years old, and ≥ 65 years old), gender (male vs. 
female), education level (junior high school and below, 
senior school and middle special school, junior college, 
and bachelor degree and above), diagnosed chronic dis-
ease (no vs. yes), personality traits, self-efficacy, health 
literacy, depression symptoms, anxiety symptoms, well-
being, career status (student, have no job, have a job), and 
medical insurance type (self-pay, resident basic medical 
insurance, employee basic medical insurance, and com-
mercial and multiple insurances)); individual behaviors 
level (i.e., smoking status (no vs. yes), drinking alcohol 
(no vs. yes), regular exercise (no vs. yes)); interpersonal 
networks level (i.e., have a spouse (no vs. yes), neighbor 
relations (a glide rating scale ranging from 1 (very poor) 
to 7 (very good)), perceived social support, family health, 
family communication, number of siblings (0, 1, 2, ≥ 3), 
family social status (a glide rating scale ranging from 1 
(lowest) to 7 (highest)), family per capita monthly income 
(≤ 3000 Chinese Yuan, 3001–6000 Chinese Yuan, and 
≥ 6001 Chinese Yuan)); community level (i.e., urban-rural 
distribution (urban vs. rural)).
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Acceptance level of ACP
Before initiating the research, researchers explained ACP 
to participants. ACP (also known as advance directives, 
living wills, or healthcare proxies) refers to the process 
by which competent adults of any age and health status 
make advance decisions about their future end-of-life 
medical care preferences based on their circumstances 
and document and share these preferences with fam-
ily members and healthcare providers [1]. After ensur-
ing participants’ comprehension of ACP, we assessed 
their attitudes by asking, ‘What is your acceptance level 
of ACP?’ The response was rated on a glide rating scale 
ranging from 0 (not accepting) to 100 (very accepting).

Personality traits
The personality traits of the participants were evaluated 
using the Big Five Inventory-10 (BFI-10) [20]. The BFI-
10 includes five dimensions of personality: extraver-
sion, agreeableness, conscientiousness, neuroticism, and 
openness. Each item is rated on a 5-point scale, scoring 
from 1 (totally disagree) to 5 (totally agree). Reverse items 
are scored from 1 (totally agree) to 5 (totally disagree). 
Higher scores represent higher magnitudes of personality 
traits. Given the limited number of items (i.e., two items 
per dimension) in the BFI-10, Cronbach’s α was not cal-
culated [21].

Fig. 1 Factors associated with the acceptance of advance care planning based on the socioecological model
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Self-efficacy
The perceived self-efficacy of the participants was 
assessed using the New General Self-Efficacy Scale-Short 
Form (NGSES-SF) [22]. The NGSES-SF consists of three 
items. Each item is rated on a 5-point scale, scoring from 
1 (strongly disagree) to 5 (strongly agree). Total summed 
NGSES-SF scores ranged from 3 to 15, with higher scores 
indicating greater perceived self-efficacy. In this study, 
Cronbach’s α of the NGSES-SF was 0.924.

Health literacy
The health literacy of the participants was measured 
using the Health Literacy Scale-Short Form (HLS-SF) 
[23]. The HLS-SF consists of nine items. Each item is 
rated on a 4-point scale, scoring from 0 (very difficult) 
to 3 (very easy). Total summed HLS-SF scores ranged 
from 0 to 27, with higher scores reflecting higher levels of 
health literacy. In this study, Cronbach’s α of the HLS-SF 
was 0.937.

Depression symptoms
The depression symptoms of the participants were deter-
mined using the Patient Health Questionnaire-9 (PHQ-9) 
[24]. Each item is rated on a 4-point scale, scoring from 
0 (never) to 3 (nearly every day). Total summed PHQ-9 
scores ranged from 0 to 27, with higher scores conveying 
more severe depression symptoms. In this study, Cron-
bach’s α of the PHQ-9 was 0.918.

Anxiety symptoms
The anxiety symptoms of the participants were appraised 
using the Generalized Anxiety Disorder-7 (GAD-7) 
[25]. Each item is rated on a 4-point scale, scoring from 
0 (never) to 3 (nearly every day). Total summed GAD-7 
scores ranged from 0 to 21, with higher scores denoting 
more severe anxiety symptoms. In this study, Cronbach’s 
α of the GAD-7 was 0.940.

Well-being
The well-being of the participants was scrutinized using 
the World Health Organization Well-Being Index-5 
(WHO-5) [26]. Each item is rated on a 6-point scale, 
scoring from 0 (never before) to 5 (all times). Total 
summed WHO-5 scores ranged from 0 to 25, with higher 
scores indicating greater well-being. In this study, Cron-
bach’s α of the WHO-5 was 0.949.

Perceived social support
The perceived social support of the participants was eval-
uated using the Perceived Social Support Scale (PSSS) 
[27]. The PSSS consists of three items. Each item is rated 
on a 7-point scale, scoring from 1 (strongly disagree) to 
7 (strongly agree). Total summed PSSS scores ranged 
from 3 to 21, with higher scores indicating greater levels 

of perceived social support. In this study, Cronbach’s α of 
the PSSS was 0.886.

Family health
The family health of the participants was assessed using 
the Family Health Scale-Short Form (FHS-SF) [28]. The 
FHS-SF comprises four dimensions: family/social/emo-
tional health processes, family healthy lifestyle, family 
health resources, and family external social supports. 
The FHS-SF consists of ten items. Each item is rated 
on a 5-point scale, scoring from 1 (strongly disagree) 
to 5 (strongly agree). Reverse items are scored from 1 
(strongly agree) to 5 (strongly disagree). Total summed 
FHS-SF scores ranged from 10 to 50, with higher scores 
conveying higher levels of family health. In this study, 
Cronbach’s α of the FHS-SF was 0.827.

Family communication
The family communication of the participants was 
assessed using the Family Communication Scale-10 
(FCS-10) [29]. Each item is rated on a 5-point scale, 
scoring from 1 (strongly disagree) to 5 (strongly agree). 
Total summed FCS-10 scores ranged from 10 to 50, with 
higher scores denoting greater levels of family commu-
nication. In this study, Cronbach’s α of the FCS-10 was 
0.966.

Statistical analysis
First, the Kolmogorov–Smirnov test was utilized to 
assess the normality of continuous variables. Continu-
ous variables manifested non-normal distribution and 
were depicted using the median and interquartile range 
(IQR). Categorical variables were represented as num-
bers and percentages. Second, a random forest regres-
sion analysis was utilized to assess the significance of 28 
variables derived from the socioecological model. The 
random forest regression method is a robust machine 
learning approach that integrates the concepts of ensem-
ble learning and decision trees to produce precise predic-
tions and assess the significance of variables [30]. This 
method is an expansion of the decision tree algorithm, in 
which numerous decision trees are generated using ran-
dom subsets of both the data and features. The forecasts 
from these individual trees are subsequently combined 
to generate the ultimate output, resulting in enhanced 
resilience and predictive accuracy in comparison to a 
solitary decision tree. A significant benefit of random 
forest regression lies in its capacity to evaluate the sig-
nificance of input variables within the model. Through 
the examination of each feature’s influence on model 
performance, valuable insights into the intrinsic rela-
tionships can be presented within the data [31]. In this 
study, a random forest regression analysis was utilized to 
evaluate the significance of 28 factors originating from 
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the socioecological model. This method facilitated the 
ranking of variables according to their respective impact 
on the predictive efficacy of the model, thereby offering 
valuable insights into the primary determinants within 
the socioecological framework. Third, we integrated the 
top 50% of important factors from the random forest 
regression analysis into a univariate generalized linear 
model to examine the association between the study vari-
ables and the acceptance level of ACP. Fourth, study vari-
ables that exhibited statistical significance at the P < 0.05 
level in the univariate generalized linear model were 
included in the multivariate generalized linear model for 
further examination. The variance inflation factor (VIF) 
test was utilized to identify collinearity, with a max VIF 
of 2.41, indicating no collinearity.

All two-tailed P < 0.05 was deemed to be statistically 
significant. All statistical analyses were executed utilizing 
Stata version 16.0 (StataCorp, College Station, TX, USA) 
and R software version 4.3.0.

Results
Participant characteristics
A total of 19,738 participants were included. In this study, 
49.47% of participants were male, 27.99% had a medical 
diagnosis of chronic disease, 52.78% reported engaging 
in regular physical exercise, and 30.49% resided in rural 
regions. Participants had a median score of 64.00 (IQR: 
48.00–83.00) points for accepting ACP (Table 1).

Insert Table 1here.

3.2 Factors associated with the acceptance level of ACP
The random forest regression analysis revealed that the 
top 14 factors associated with the acceptance level of 
ACP were as follows: family health, health literacy, per-
ceived social support, neighbor relations, family com-
munication, family social status, well-being, openness, 
education level, neuroticism, agreeableness, extraversion, 
self-efficacy, depression symptoms (Table 2). The results 
of the univariate generalized linear model analysis indi-
cated that, except for the education level, all other factors 
showed a significant association with the acceptance level 
of ACP (P < 0.05) (Table  3). The findings obtained from 
the multivariate generalized linear model analysis sug-
gested that participants demonstrating greater levels of 
openness (β = 0.92) and neuroticism (β = 0.28) personality 
traits, enhanced health literacy (β = 0.67), better neigh-
borly relationships (β = 1.76), heightened perceptions of 
social support (β = 0.85), better family health (β = 0.34), 
and elevated family social status (β = 1.55), exhibited 
a proclivity towards accepting ACP. Participants with 
higher levels of subjective well-being (β = -0.11) and 
reported greater family communication levels (β = -0.33) 
showed a reduced likelihood of accepting ACP (Table 4).

Discussion
To our knowledge, this is the first study to investigate 
the acceptance level of ACP and its associated factors 
through a nationwide survey in China among the public. 
Based on a rating scale ranging from 0 to 100, individuals 
reported a median score of 64, indicating a moderately 
positive level of intention to accept ACP, as the midpoint 
of the scale is 50.

This study determined factors associated with the 
acceptance level of ACP utilizing the socioecological 
model, which can serve as a foundation for developing 
customized promotion strategies. Our results indicated 
that openness and neuroticism personality traits, health 
literacy, and well-being at the individual characteristics 
level; neighbor relations, perceived social support, fam-
ily health, family communication, and family social status 
at the interpersonal network level were associated with 
acceptance level of ACP.

The study participants showed a moderately posi-
tive level of accepting ACP, as the midpoint of the scale 
is 50. This result is consistent with prior studies carried 
out in Hong Kong [32] and Macao [33], which are spe-
cial administrative regions of China. The relatively posi-
tive attitudes towards ACP may be attributed to several 
underlying factors specific to the cultural and social con-
text. One possible explanation is Chinese have respect 
for older adults, family values, and filial piety [34, 35]. 
These characteristics may shape attitudes towards end-
of-life care and decision-making [36, 37], including the 
acceptance level of ACP. Another factor that may con-
tribute to the relatively positive attitudes towards ACP is 
the increasing awareness of the importance of end-of-life 
care and the benefits of ACP [38, 39]. As populations age 
and healthcare needs to evolve, there may be a growing 
recognition of the need for a good death and person-cen-
tered care at the end of life [40, 41]. This may lead to a 
greater acceptance level of ACP as a means of ensuring 
that individuals’ wishes are respected and their dignity is 
maintained [42]. These factors may have created an envi-
ronment that is more receptive to ACP and more sup-
portive of person-centered care at the end of life.

Our study found a positive association between the 
acceptance level of ACP and higher levels of perceived 
social support and better neighbor relationships, which 
is consistent with prior research findings among older 
adults [43, 44]. The underlying reasons for these associa-
tions may involve multiple factors. First, individuals with 
stronger social support and good neighbor relationships 
may have easier access to information and resources 
related to ACP, which can increase their awareness and 
understanding of ACP [45, 46]. Second, social support 
may provide emotional and psychological encourage-
ment for individuals to engage in proactive health behav-
iors, such as ACP [47, 48]. Third, social support and good 
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Variables Value
Individual characteristics level
Age group (year), n (%)
18–44 11,006 (55.76)
45–64 5940 (30.09)
≥ 65 2792 (14.15)
Gender, n (%)
Male 9765 (49.47)
Female 9973 (50.53)
Education level, n (%)
Junior high school and below 5730 (29.03)
Senior school and middle special school 4366 (22.12)
Junior college 2482 (12.57)
Bachelor degree and above 7160 (36.28)
Diagnosed chronic disease, n (%)
No 14,213 (72.01)
Yes 5525 (27.99)
Personality traits (scores), median (IQR)
Extraversion 6.00 (5.00–7.00)
Agreeableness 7.00 (6.00–8.00)
Conscientiousness 7.00 (6.00–8.00)
Neuroticism 6.00 (5.00–6.00)
Openness 6.00 (6.00–7.00)
Self-efficacy (scores), median (IQR) 11.00 (9.00–12.00)
Health literacy (scores), median (IQR) 18.00 (16.00–22.00)
Depression symptoms (scores), median (IQR) 6.00 (2.00–9.00)
Anxiety symptoms (scores), median (IQR) 4.00 (0–7.00)
Well-being (scores), median (IQR) 15.00 (10.00–20.00)
Career status, n (%)
Student 4453 (22.56)
Have no job 5109 (25.88)
Have a job 10,176 (51.56)
Medical insurance type, n (%)
Self-pay 1302 (6.60)
Resident basic medical insurance 10,486 (53.13)
Employee basic medical insurance 4732 (23.97)
Commercial and multiple insurances 3218 (16.30)
Individual behaviors level
Smoking status, n (%)
No 16,619 (84.20)
Yes 3119 (15.80)
Drinking alcohol, n (%)
No 15,395 (78.00)
Yes 4343 (22.00)
Regular exercise, n (%)
No 9320 (47.22)
Yes 10,418 (52.78)
Interpersonal networks level
Have a spouse, n (%)
No 7321 (37.09)
Yes 12,417 (62.91)
Neighbor relations (scores), median (IQR) 6.00 (5.00–7.00)
Perceived social support (scores), median (IQR) 15.00 (12.00–18.00)
Family health (scores), median (IQR) 39.00 (34.00–44.00)

Table 1 Characteristics of participants (n = 19738)
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neighbor relationships may facilitate discussions and 
decisions regarding end-of-life care and advance direc-
tives [49], which may have a positive impact on attitudes 
toward ACP. In addition, social support may help elimi-
nate barriers or stigma associated with discussing end-
of-life care [50], thus increasing the likelihood of ACP 
acceptance level. These results offer valuable insights 
for policymakers. By emphasizing the reinforcement of 
social support networks within communities, promot-
ing community engagement, and fostering supportive 
relationships, policymakers can establish environments 
conducive to discussions and decision-making regarding 
end-of-life care preferences.

The results of this study showed that individuals with 
greater health literacy and family health levels were 
inclined to accept ACP. Health literacy is the ability of 
an individual to obtain, comprehend, and use health 
information [51]. This ability may be associated with an 
individual’s acceptance level of ACP. If individuals have 
adequate understanding and knowledge of ACP, they 
may be more likely to accept ACP and actively participate 
in the decision-making and implementation of ACP plans 
[52, 53]. Additionally, individuals with higher health lit-
eracy may be more willing to proactively explore various 
medical options and more likely to request information 
and support from healthcare professionals regarding 
ACP [54, 55]. Family health, as measured by four dimen-
sions including family/social/emotional health processes, 
family healthy lifestyle, family health resources, and fam-
ily external social supports [28], could also play a role in 
individuals’ attitudes towards ACP. Previous research has 
suggested that individuals from families with healthy life-
styles and adequate health resources are more likely to 

Table 2 Feature importance of accepting advance care planning
Variables Feature importance (%)
Family health 19.00
Health literacy 18.80
Perceived social support 13.10
Neighbor relations 7.60
Family communication 6.50
Family social status 4.70
Well-being 4.40
Openness 4.10
Education level 3.00
Neuroticism 2.60
Agreeableness 2.50
Extraversion 2.20
Self-efficacy 1.90
Depression symptoms 1.50
Conscientiousness 1.40
Anxiety symptoms 1.10
Career status 1.00
Medical insurance type 0.80
Number of siblings 0.80
Family per capita monthly income 0.70
Gender 0.40
Urban-rural distribution 0.30
Have a spouse 0.30
Smoking status 0.30
Regular exercise 0.30
Diagnosed chronic disease 0.30
Age group 0.20
Drinking alcohol 0.20

Variables Value
Individual characteristics level
Family communication (scores), median (IQR) 39.00 (32.00–42.00)
Number of siblings, n (%)
0 5146 (26.07)
1 4641 (23.51)
2 3849 (19.50)
≥ 3 6102 (30.91)
Family social status (scores), median (IQR) 4.00 (4.00–5.00)
Family per capita monthly income (Chinese Yuan), n (%)
≤ 3000 6517 (33.02)
3001–6000 8126 (41.17)
≥ 6001 5095 (25.81)
Community level
Urban-rural distribution, n (%)
Urban 13,720 (69.51)
Rural 6018 (30.49)
Acceptance of advance care planning (scores), median (IQR) 64.00 (48.00–83.00)
Note: Total percentages within categories may not equal 100% due to rounding

Table 1 (continued) 
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prioritize their health and engage in proactive healthcare 
planning [56, 57]. This study underscores the importance 
of policymakers implementing interventions and poli-
cies that address both individual health literacy and fam-
ily health dynamics to facilitate the adoption of ACP. By 
targeting these fundamental factors, policymakers can 
establish a conducive atmosphere that motivates indi-
viduals and families to participate in ACP conversations 
and make well-informed choices regarding their future 
healthcare preferences.

Our study revealed that individuals with higher fam-
ily social status had a greater willingness to accept ACP. 
Similarly, a previous study also found that social status 
was positively associated with ACP adoption [58]. This 
result may be because individuals from high-social-status 
families may have access to better healthcare resources, 

including access to some healthcare providers who can 
give guidance and support in making end-of-life care 
decisions [59]. Moreover, individuals from high-social-
status families may have greater social capital that can 
provide emotional and informational support on end-
of-life care decision-making [60, 61]. Additionally, fam-
ily social status was associated with individual attitudes 
and beliefs about end-of-life care [62]. Individuals from 
higher social status families may have been exposed to 
more discussions and information about end-of-life care, 
making them more aware of the benefits of advanced care 
planning. And they may be more likely to view ACP as a 
responsible and proactive approach to end-of-life care. 
However, it is important to acknowledge that the con-
cept of social status is multifaceted and complex. Future 
research could be beneficial in exploring the specific 

Table 3 Univariate generalized linear model of associations between study variables and the acceptance of advance care planning 
(n = 19738)
Variables β (95% CI) P value
Family health 0.74 (0.69, 0.80) < 0.001
Health literacy 0.98 (0.92, 1.05) < 0.001
Perceived social support 1.36 (1.27, 1.46) < 0.001
Neighbor relations 3.22 (2.93, 3.50) < 0.001
Family communication 0.39 (0.35, 0.43) < 0.001
Family social status 2.42 (2.14, 2.69) < 0.001
Well-being 0.51 (0.45, 0.57) < 0.001
Openness 1.76 (1.53, 2.00) < 0.001
Education level
Junior high school and below Reference
Senior school and middle special school 2.25 (1.24, 3.26) < 0.001
Junior college 0.04 (-1.17, 1.24) 0.954
Bachelor degree and above 5.44 (4.55, 6.33) < 0.001
Neuroticism -0.54 (-0.78. -0.31) < 0.001
Agreeableness 1.54 (1.30, 1.78) < 0.001
Extraversion 0.84 (0.62, 1.07) < 0.001
Self-efficacy 1.75 (1.60, 1.89) < 0.001
Depression symptoms -0.32 (-0.39, -0.25) < 0.001

Table 4 Multivariate generalized linear model of associations between study variables and the acceptance of advance care planning 
(n = 19738)
Variables β (95% CI) P value
Family health 0.34 (0.27, 0.41) < 0.001
Health literacy 0.67 (0.59, 0.76) < 0.001
Perceived social support 0.85 (0.70, 0.99) < 0.001
Neighbor relations 1.76 (1.46, 2.05) < 0.001
Family communication -0.33 (-0.39, -0.27) < 0.001
Family social status 1.55 (1.27, 1.82) < 0.001
Well-being -0.11 (-0.18, -0.03) 0.007
Openness 0.92 (0.68, 1.15) < 0.001
Neuroticism 0.28 (0.03, 0.52) 0.029
Agreeableness 0.15 (-0.11, 0.41) 0.253
Extraversion -0.16 (-0.38, 0.07) 0.183
Self-efficacy 0.15 (-0.06, 0.36) 0.162
Depression symptoms -0.02 (-0.09, 0.05) 0.655
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aspects of social status that are most strongly associated 
with ACP acceptance level. Addressing social inequalities 
and providing appropriate support and resources to indi-
viduals from lower social status is important for ensur-
ing equitable access to healthcare services and promoting 
ACP.

In this study, our findings suggest that the personality 
traits of openness and neuroticism are factors associated 
with the acceptance level of ACP. Prior studies indicated 
that individuals with high openness tend to be more 
receptive to new experiences and ideas [63], and may be 
more likely to seek information and engage in proactive 
health behaviors [14], which may make them more will-
ing to consider and accept new healthcare approaches, 
including ACP. Individuals with high levels of neuroti-
cism may be more fearful and uncertain regarding the 
future and death [64, 65], leading them to be more will-
ing to engage in end-of-life planning as a coping mech-
anism. Additionally, they may have a greater need for 
control and may view ACP as a means of exerting con-
trol over their future healthcare decisions [66]. Hence, 
policymakers should explore personalized education and 
support programs that consider individual personality 
traits to enhance the efficacy of strategies aimed at pro-
moting ACP. Furthermore, expanding educational and 
promotional efforts, including community-based inter-
vention initiatives, could greatly improve acceptance and 
comprehension of ACP. Potential initiatives may encom-
pass public awareness campaigns disseminated through 
diverse media outlets, workshops held at community 
centers or healthcare facilities, and community forums 
designed to foster transparent conversations regarding 
end-of-life care preferences.

In addition, we found that individuals with elevated 
levels of well-being and family communication were less 
likely to accept ACP. This finding is consistent with previ-
ous studies that have shown that individuals with higher 
levels of well-being may be less likely to engage in end-
of-life planning as they may perceive a lower risk of mor-
tality or have a greater sense of control over their health 
outcomes [67, 68]. Similarly, individuals with strong 
family communication networks may feel less need for 
formal advance care planning, as they may rely on infor-
mal discussions and family decision-making in the event 
of a serious illness [69, 70]. It is crucial to acknowledge 
that these factors do not inherently impede ACP accep-
tance and could potentially be modified via focused 
education and support. For instance, individuals with 
elevated levels of well-being might derive benefits from 
interventions that underscore the significance of future 
planning and the potential advantages of ACP, whereas 
those with robust family communication networks may 
benefit from education regarding the importance of ACP 

conversations and the potential benefits of including 
healthcare providers in the decision-making process.

The present study exhibits various limitations that 
necessitate consideration. First, our study relied on cross-
sectional data, which restricts the ability to make causal 
inferences regarding the acceptance level of ACP. Second, 
the data were acquired via self-reported responses, which 
could potentially be influenced by recall bias. Third, con-
sidering the heightened awareness and concerns sur-
rounding health amidst the post-COVID-19 era, there 
exists a possibility for an overestimation in responses to 
health-related inquiries, including acceptance level of 
ACP, family health, and health literacy. Fourth, the dis-
parity in age distribution among the participants con-
stitutes a limitation in this study, with older individuals 
comprising a minority, approximately 12.74% of the 
sample. This imbalance in age distribution may intro-
duce bias. As a result, the generalizability of the research 
findings may be constrained, limiting their applicabil-
ity to other population groups. Fifth, the study’s use of 
a single 0-100 scale rating to measure the public accep-
tance level of ACP may present limitations. While this 
approach offers simplicity, it might not fully capture the 
intricacies of public attitudes toward ACP. To address 
this concern, future research could explore incorporating 
multiple items or constructs to assess different dimen-
sions of public perceptions related to end-of-life care and 
decision-making. Such a multi-dimensional approach 
would provide a more comprehensive understanding of 
the public’s perspectives on ACP.

Conclusions
This study has identified that multiple factors at the indi-
vidual, family, and community levels within the socioeco-
logical model framework are associated with the ACP. 
Therefore, to achieve an effective promotion of ACP, it 
is imperative to adopt multi-level and multi-dimensional 
strategies and interventions aimed at enhancing indi-
viduals’ and societies’ awareness and acceptance level of 
ACP, which in turn will improve the feasibility and sus-
tainability of ACP in practice.
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