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Abstract

Background Advance care planning can help to align the care provided with the values, goals and preferences of
patients at the end of life. Therefore, readiness for advanced care planning is considered a prerequisite and predictor
of the patient’s willingness to participate in the end of life conversation. The present study was conducted with the
aim of investigating the factors affecting patients'readiness for advance care planning (RACP).

Methods This systematic review was searched in 4 databases: PubMed, Scopus, Web of science, ProQuest using
relevant keywords. No time limit was considered. The quality of the articles was assessed using Joanna Briggs Institute
tool for qualitative studies and the Appraisal Tool for cross-sectional Studies. The data was analyzed based on the
directed content analysis approach guided by the theory of planned behavior (TPB).

Results 3227 primary article titles were identified. After removing duplicates, screening and final selection, 22
relevant articles remained for analysis. Factors affecting RACP were extracted based on the TPB. Attitude factors
include "ACP training’,"perceived experiences of health status’,"Socio-demographic factors’, and “psycho-spiritual
readiness”. Subjective norms include “social support and family participation”and “accessibility to health services” The
perceived behavioral control includes “dialogue about ACP”, “readiness actions’, and “determining a proxy decision

maker”

Conclusion In this study, according to the theory of planning behavior, various factors have an effect on the RACP.
Therefore, according to the collaborative and multifactorial nature of the factors affecting preparation for ACP, it is
suggested that different effective dimensions should be considered according to the specific conditions of each
patient and the stage of the disease. Therefore, health service providers should first measure the level of readiness
of patients and families, and by understanding the factors affecting their readiness, they should conduct training or
dialogue in the field of ACP.

Keywords Advance directives, Advance care planning, Decision making, Theory of planned behavior, Readiness,
Palliative care
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Background

Although advances in medical technology have contrib-
uted to increasing the human lifespan, it does not nec-
essarily guarantee its quality; rather, the world has been
facing two phenomena of senescence and increasing rate
of chronic diseases, affecting the human quality of life. It
is expected that 60-year-old individuals and above would
reach 2 billion people by 2050 [1]. This elderly population
is under the burden of chronic diseases and often copes
with one or several chronic diseases such as hyperten-
sion, hypercholesteremia, arthritis, diabetes, cardiovas-
cular disease, cancer, and dementia [2]. Chronic diseases
by 2019 claimed 74% of global mortality [3], and often
lead to a long course of physical and functional deteriora-
tion in the long run [4]. They necessitate complex deci-
sion-making by patients and families on the selection of
the type of care and therapeutic options. When patients
are not in a stable condition, the options that are chosen
for continuing treatment may not be in line with their
values and care preferences [5]. Thus, it is necessary to
discuss their preferences at the early stages of the disease
for their required care in the future [6, 7].

Advance care planning (ACP) is a constant and
dynamic communication process along which, patients
with consultation of healthcare specialists, family mem-
bers, and other acquaintances, make decisions about
their future healthcare, and prepare themselves for the
possible therapeutic situations [8]. Although ACP is
absolutely personal for every patient and should encom-
pass various dimensions, including clinical, emotional,
cultural, spiritual, and legal, its essential principles are
the same. This means that in a continuous communica-
tion process, the physician should specify the patient’s
priorities and determine what medical conditions they
can treat and what degree of dysfunction they regard as
intolerable. In this process, it is also found who would
be chosen as the spokesperson [9]. Typically, when the
person is still able to express their desires independently
and they have stable clinical status, ACP is registered as
an official document. This document includes patient
preferences about life-preserving interventions and the
introduction of a healthcare proxy (HCP). HCP is a legal
document based on which the patient determines a rep-
resentative for them so that, in case they are no longer
able to adopt and implement healthcare decisions, the
representative can legally adopt healthcare decisions
on behalf of the patient [10]. Although ACP attempts to
assure patients that in the future they would receive care
in line with their values and preferences, what makes
the outcome of the ACP process successful is that the
patients have the necessary readiness for participation in
discussions [11].

According to the trans-theoretical model, the behav-
iors and attitudes of patients during the ACP process
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change along five stages: precontemplation (the person
is resistant and demotivated; thus, they are not prepared
to join the program); contemplation (the person is willing
to join, but the positive and negative aspects of the plan
have made him profoundly ambivalent); readiness (the
person intends to act and actively collects the relative
information); action (the person shares their preferences
with the family members or care providers or documents
their decisions); and maintenance (the person sustains
the discussions and updates their proposed document)
[12]. Therefore, the involvement of the patient in ACP
discussions, in case he or she has not acquired the neces-
sary readiness for action, would be stressful and ineffec-
tive. Healthcare providers, before initiating ACP, should
investigate the extent of the patient readiness so that they
know when they should start the ACP conversation [5].

The readiness of patients for participation in ACP
and speaking about death is an important issue, which
if neglected, would seriously harm the patient [11]. The
humans’ view about death and readiness or confronta-
tion with our issues affected by various factors including
religion, culture, and values [13]. For example, since the
Westerners have been trained about death in their cul-
ture, they are far more willing to talk about death as com-
pared to their Asian counterparts. In the Asian culture,
most people get distressed when talking about death
and prefer to refrain from open conversations about
the issues related to the end of life [14]. Primarily aims
to ensure that patients’ preferences are respected and to
facilitate shared planning between patients and health-
care providers [15].

However, if patients are not adequately prepared for
these discussions, they may experience emotional dis-
tress, their needs may go unrecognized by healthcare
providers, and ACP goals may not be fully achieved [5].
Therefore, if patients enter discussion without acquiring
the readiness, not only do they get harmed but also their
needs would not be properly recognized by the health-
care providers, and they would not achieve ACP goals
[5]. Simon et al. (2015) regarded the time of initiating
ACP as a challenging issue and defined poor perception
of disease by patients as one of the obstacles of ACP [16].
On the other hand, Brinkman-Soppelenburgh et al. in a
systematic review stated that if involvement in the ACP
process is stressful for patients, its implementation would
not have any impact on compatibility of cares with the
needs and satisfaction of patients as well as their fami-
lies [17]. Another review indicated that the patients’ ten-
dency to participate in ACP is different. Some are fearful
to face death and think that if they talk about death with
their family, they would impose great stress and burden
on them. Thus, initiation of ACP within this time period
aggravates the patient fear and distress, and would make
the outcome of the program unpleasant for them [18].
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Table 1 PICO framework Table 2 Inclusion and exclusion criteria

Component Description Criteria Inclusion Exclusion

Population Adult patients Population Adults> 18 years Pediatric

Intervention Factors related to patients'readiness for ACP populations
Comparison None Language English Non-English
Outcome Patients' readiness or willingness to engage in ACP Data type Primary data conferences

Jabbarian et al., also stated the doubt of patients to
attention and discussion about their treatment prefer-
ences as an obstacle for participation in ACP [19]. Zwak-
man et al. in this regard, emphasize that healthcare
specialists should be sensitive about the signs of lack of
readiness and develop the patient’s ability for adaptation
to the discussions [20]. However, in spite of the impor-
tance of patients’ readiness for initiating discussions in
ACP, sparse studies have directly and indirectly dealt
with this issue [21]. It seems that considering the growing
popularity of ACP in societies, it is essential to perform
a systematic review to investigate the current knowl-
edge available about the extent of readiness for receiving
ACP. Thus, the present systematic review was performed
to evaluate the readiness of patients about advance care
planning (ACP).

Methods

Study design

This systematic review was performed based on Pre-
ferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) [22], the methodological design of
the Joanna Briggs Institute (JBI) [23] and the PICO (Pop-
ulation, Intervention, Comparison, Outcomes) frame-
work [24]. The protocol of the study has been registered
in PROSPERO under Code CRD42022320431.

Eligibility criteria

All studies explicitly expressing the readiness of patients
for ACP or those presenting data based on which this
index can be calculated have been chosen. Observa-
tional studies including qualitative, quantitative, mixed
method study, cross-sectional, case control, cohort stud-
ies were included. The review studies were not included.
All primary studies performed on patients with any race,
ethnicity, and either of the male or female genders were
included.

Inclusion and exclusion criteria

The research question was: “What factors influence
readiness for advanced care planning?” To systematically
identify and select relevant studies, we used the PICO
(Population, Intervention, Comparison, Outcomes)
framework (Table 1) [24]:

abstract, case report
studies, review stud-
ies, grey studies,
and letter to editor

Table 3 Search strategy

Search strategy

Search engines and databases:

PubMed, Scopus, Web of science, ProQuest,

Date: Up to March 23, 2024

Strategy: #1 AND #2

#1 ("Advance Directives” OR "Decision Making” OR communication
OR“Physician-Patient Relations” OR “Patient Preference” OR “Personal
Autonomy”OR “Advance care planning”OR “do not resuscitate order” OR
“endoflife discussions” OR "Anticipatory care plan”OR “future care plan-
ning” OR "Living Wills" OR “Resuscitation Orders” OR "Medical treatment
order”OR “Statement of wishes” OR "Medical directive” OR “end of life
discuss”OR “end of life conversation” OR “end of life decision” OR "end
of life plan”OR "end of life preference” OR “advance medical plan”OR
“advance statement”)

#2 readiness OR commitment OR preparedness OR acceptance OR
willingness

Population All Adult patients aged 18 years and above
(e.g., older adults, individuals with chronic illness, or
those with life-limiting conditions).

Intervention Factors related to patients’ readiness for
ACP.

Comparison None (as this review does not include a
comparison group).

Outcome Patients’ readiness or willingness to engage in
ACP.

The abstract of studies published in conferences, case
report studies, review studies, grey studies, and letter to
editor due to the nonuse of primary data were excluded.
The inclusion and exclusion criteria are summarized in
Table 2.

Search strategy

A comprehensive search of studies was performed in
four databases including PubMed/Medline, Web of Sci-
ence, Scopus, and ProQuest on May 23, 2024 (Table 3).
Duplicate references were eliminated using EndNote X8
software. Selection of the keywords of this systematic
review study has been a combination of Mesh Term and
Free Text Words. Studies were included regardless of
publication year and were restricted to English language
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only. In case of unavailability of full text or ambiguity in
data, three emails were sent to the corresponding author.
In case of no response, studies were excluded. Disagree-
ments in selection were resolved by agreement between
two investigators (S.B., E.H.) and, if necessary, adjudica-
tion was performed by a third reviewer.

Screening process

The screening process was carried out in two phases:
title and abstract screening, and then full-text screen-
ing. A third reviewer resolved conflicts, if necessary.
Both phases followed a decision-making tree based on
inclusion/exclusion criteria. Any reasons for excluding a
study at the full-text stage were documented. Finally, the
studies selected for inclusion were checked for duplicate
reporting [25].

Data extraction

Data extraction was performed by two researchers (S.B.
and EH.) separately and using a researcher-made infor-
mation extraction form. A pilot test was conducted
to ensure consistency. Disagreements were resolved
through discussion or arbitration by a third reviewer.
The data related to the author of the paper, year of study,
place of study, design of study, participation and their
number as well as the influential factors were extracted in
a researcher-made form.

Using this form, the factors affecting readiness for
ACP were extracted. To extract the results, we first cat-
egorized the findings from the studies into the three
components of the TPB. Specifically, we examined how
individuals’ attitudes toward discussing and planning for
end-of-life care, the influence of social norms, and per-
ceived control were addressed in the studies. This classi-
fication allows us to relate the findings more coherently
based on the components of the TPB. After classified the
results, the relationships between these components and
their impact on ACP were analyzed. The factors affect-
ing RACP were extracted using guided content analysis
approach [26] according to theory of planned behavior
(TPB) [27].

Guided content analysis involved the systematic cod-
ing of extracted data according to predefined catego-
ries aligned with components of the Theory of Planned
Behavior (TPB). These categories included identifying
common patterns and themes in the areas of attitudes,
subjective norms, and perceived behavioral control found
across the studies [28]. The Theory of Planned Behavior
(TPB) states that “when an individual intends to perform
an action, the intention to perform that action is consid-
ered before performing the intended behavior, and this
intention is influenced by the individual’s attitude, subjec-
tive norms toward the behavior, and the individual’s sense
of control over the behavior [29]. In addition, differences
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or unique factors highlighted across individual studies
were analyzed for their broader relevance. TPB is a fit
framework for examining ACP, as it provides a frame-
work for understanding and predicting the human behav-
ior including decisions related to healthcare. TPB in ACP
helps in identifying the factors affecting the intentions
and actions of individuals about end-of-life care priori-
ties. TPB considers three main components: attitudes,
mental norms, and perceived behavioral control. Use of
TPB in ACP would allow healthcare specialists to inves-
tigate how the attitudes of individuals to discussion and
planning for end-of-life care, social impacts, and per-
ceived control over planning would influence their actual
behavior. By understanding these factors, healthcare pro-
viders can adjust communication strategies and interven-
tions for enhancing effective care pre-plans, and make
sure that the individual preferences and values are con-
sidered in healthcare decision-making [30, 31].

Quality assessment of reports

The quality of qualitative studies were assessed by using
the JBI Critical Appraisal Checklist (Table 4) [32]. Studies
were included if the reviewers agreed that at least seven
out of ten criteria were met, ensuring a level of meth-
odological rigor. Cross-Sectional Studies evaluated by
using the appraisal tool for cross-sectional studies (AXIS)
(Table 5) [33], which evaluates six domains.

. A score of one was assigned for each affirmative
response. Studies were not excluded based on quality,
but rather were reviewed for evidence assessment during
synthesis.

Results

After searching the keywords in the databases, overall
3227 papers were found. After eliminating the dupli-
cate cases, 3114 papers remained for investigation. After
examining the papers, 3047 of them were excluded from
the study because of failing to fulfill the inclusion criteria.
The remaining 67 papers were investigated based on the
full text in detail, whereby ultimately 22 papers qualify-
ing the inclusion criteria were included [4, 5, 14, 20, 30,
34-50] (Fig. 1).

In this study, only the papers related to the views of
patients were investigated, while others were excluded.
Totally, the opinions of 10,543 individuals have been
investigated with the mean age of 51.89+12.7 years;
among them7108 were female and 3417 were male, and
18 were unknown. Regarding the countries, four studies
met the inclusion criteria from the USA [35, 36, 39, 44],
four studies from South Korea [37, 43, 45, 46], four stud-
ies from China [5, 14, 30, 49], four studies from Taiwan [4,
34, 47, 48], two study from Japan [38, 50], one from Neth-
erlands [20], one from Germany [41], one from Canada
[42], and one study jointly performed between USA and
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Table 4 Critical appraisal checklist for qualitative research [32]

Calvin

Chan and

Thiede et al. [35] Chan etal. [4]

Zwakman et al.

[20]

Li et al. [34]

and Er-
iksen
[36]

Pang [14]

Unclear
Yes
Yes
Yes

Yes

Yes
Yes

Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Congruity between the stated philosophical perspective and the research methodology

Congruity between the research methodology and the research objectives

Yes
Yes
Yes

Yes

Yes
Yes
Yes

Congruity between the research methodology and the methods used to collect the data

(2025) 25:78

Unclear

Congruity between the research methodology and the representation and analysis of data

Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Unclear
Yes
Yes
Yes
Yes
Yes

Yes

Yes
Yes

Congruity between the research methodology and the interpretation of results

Yes
Yes
Yes

Unclear

Yes
Yes
Yes
Yes

Statement locating the researcher culturally or theoretically
The influence of the researcher on the research, and vice-versa, is addressed

Yes
Yes
Yes
Yes

Participants, and their voices, are represented adequately

Research is ethical

Unclear
Yes

Yes
10

Conclusions appear to flow from the analysis or interpretation of the data

Total
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Japan [40]. Data analysis was done based on guided con-
tent analysis approach according to TPB [46]. Based on
TPB, the factors affecting RACP were extracted in four
main classes including mental norm, perceived control
over behavior, behavior, and the influential external fac-
tors (Table 6). The selected studies have been published
between 2006 and 2024. The designs of studies included
16 cross-sectional [5, 30, 37-50], 4 mixed method [4,
34-36], and two studies [14, 20], as qualitative. Table 7
reports a summary of the features of the selected studies.

Attitudes

Based on studies, attitude was classified into four sub-
categories of “ACP training’, “perceived experiences of
health status’, “Socio-demographic factors’, and “psycho-
spiritual readiness”

ACP training

The first subcategory is ACP training. In the study by
Kim and Lee, AD documentations, experience of AD
training, and experiences of exposure to AD through
media have been mentioned as the factors affecting
readiness for ACP [37]. According to Chan et al., those
who received relevant ACP training showed considerably
more positive tendency and confidence in undertaking
ACP in perceived clinical relevance, while the individu-
als who had received training as didactic format reported
lower levels of confidence in implementing ACP com-
pared to the blended training [30]. In the study by Lui et
al., patients with higher knowledge of hospice and pal-
liative care, and positive attitudes toward these services
were more likely to receive palliative care [48]. Further,
Li et al. reported that lack of fundamental awareness of
ACP the value of life preservation according to Christian-
ity showed negative effects on RACP [34]. Also Wan-Ting
et al. reported that lack of ACP knowledge was the main
reason affecting subjects’ unwillingness to participate in
ACP [47]. Other studies have also mentioned awareness
of end-of-life care planning [43], knowledge about per-
sonal obstacles, facilitators, and issues under discussion
(communication experience) [41], and greater positive
attitudes [45] as effective on readiness. They included
perceived intensity of end-of-life issues, perceived sensi-
tivity of end-of-life issues, perceived benefits, perceived
obstacles [37], perceiving the dynamic process of readi-
ness for participation in readiness for end-of-life, and in
turn provision of physician insight and enhancement of
quality of life of their teenagers and families [51], per-
ceiving sustainable treatment and increasing tendency
to accepting ADs [46], and attitude to advance care plan-
ning and social support [45].
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[ Identification of studies via databases and registers ]

Records identified from
Databases
PubMed (n=446)
Scopus (n=1543)
Web of science (n=1037)
ProQuest (n=219)

L Identification ]

Total: 3227

Records screened title and
abstract (n = 3114)

)

E Full text article assessed for
2 eligibility

2 (n = 67)

w

Records removed before
screening:
> Duplicate records removed
(n=113)
» | Records excluded (n =19)
Reports excluded:
— > | Lack of full text (n =1)

!

Studies included in review
(n=22)

Fig. 1 Study flow diagram

Table 6 Factors related to patients'readiness for advance care

planning
Categories Subcategories
Attitudes ACP training

Perceived experiences of health status
Socio-demographic factors
Psycho-spiritual readiness

Social support and family interaction
Accessibility to health services
Dialogue about ACP

Readiness actions

Determining a proxy decision maker

Subjective norms

Perceived behavioral control

Perceived experiences of health status

The next subcategory is “perceived experiences of health
status” Sheng and Wang consider the previous experi-
ences of the person and longer duration of disease among
the past experiences affecting RACP [5]. Kim and Lee
et al. regarded a major disease experienced by the fam-
ily or friends such as history of hospitalization in ICU,
intubation, cardiopulmonary resuscitation, or life-threat-
ening conditions as effective [37]. Also, Zwakman et al.

Lack of focus of the result
on the patients (44)

considered learning from previous experiences of disease
as effective in this regard [20]. On the other hand, Ber-
lin et al. found consistency between values as well as the
life before and along the palliative treatment about the
effect of previous experiences of person as effective on
RACP [41]. Kim and Lee showed that self-rated health
was higher in comparison to the previous year in indi-
viduals who had less tendency to completing AD. Also,
the number of chronic conditions was associated with
ADs completion [37].Lui et al. mention that disease sta-
tus significantly influenced their willingness to undergo
palliative care [48]. In the study by Ko et al., self-rated
health was a strong predictor of ADs, where the partici-
pants who had poorer health status had greater tendency
to completing ADs [45]. Also Fukue et al., mention that
skeletal muscle frailty as a condition of health status was
negatively associated with ACP acceptance [50].

Socio-demographic factors

The effective Socio-demographic factors on ACP include
higher income [5, 44], the personal traits and external
factors [35]. Further, in the study by Sakai et al., RACP
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Table 7 (continued)

Participants

Study design

Aim

country
Taiwan

Year

Authors Year

=198)

Outpatients(N

Cross-sectional

To determine the most important factors that influence willingness to participate in ACP among outpa-

tients in Taiwan

2022

Wan-Ting et al.

[47]

older cancer
patients(N

Cross-sectional

To investigates the factors influencing the willingness of older cancer patients to receive palliative care,

considering the ‘person-centered’ approach to advance care planning

2024 Taiwan

Liu et al. [48]

=195)

(2025) 25:78

older adults

Cross-sectional

To evaluate the psychometric properties of the ACPRS-C within the context of community-dwelling older

adults with chronic diseases

2024  China

Gao et al. [49]

=228)

participated(n

=81)

patients(N

Cross-sectional

To evaluate readiness and investigated the relationship between the ACP desire and multiple clinical prog-

nostic parameters.

Japan

2022

Fukue et al. [50]
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was associated with age above 70 years, having docu-
mented ACP as well as greater knowledge about AD [38].
In the study Wan-Ting et al. education level mentioned
[47]. Also in the study Hong et al., higher levels of edu-
cation, greater monthly income, better knowledge about
care planning of EOL, and death of one family member
or friend in the past year were associated with tendency
to completing ADs [43]. According to Brown et al., the
women with medical power of attorney documents and
living wills had greater readiness compared to those
who did not have these ADs. Further, women with DNR
showed greater readiness compared to women without it
[44]. In the study by Chan et al., the number of deceased
parents was associated with participation in ACP. Also,
household income and ACP participation had a weak
relationship [4]. However, in the study by Kim and Lee,
age, gender, level of education, and marital status were
not correlated with ADs [37]. In the study by Ko et al,
again age, gender, education, marital status, and eco-
nomic status showed no relationship with completing
ADs [57]. However, in the study by Wang et al., age and
white race showed relationship with ACP completion
[39].

Psycho-spiritual readiness

The next subcategory is psychological-spiritual readiness.
The value of life preservation according to the Christian
religion [34], attitude to death and self-confidence [40],
RACP was associated with active coping style, while
showing no relationship with passive coping style [5].
Also, relational issues, emotional level of comfort with
uncertainty [35], avoidance, and procrastination [14] as
well as end-of-life decision-making conflict and belief
toward good death [47] were found as the mentioned
psychological factors. Gao et al. also mentioned the
attitude, beliefs, and motivation dimensions essentially
encapsulate the fundamental aspects of assessing ACP
readiness [49].

Subjective norms

Subjective norms are another effective factor on readi-
ness for advance care planning. This category includes
“social support and family participation” and “accessibil-
ity to health services”

Social support and family interaction

The first subcategory is social support afamily partici-
pation. In the study by Kim and Lee, encouragement
for completion of AD by families, friends, or healthcare
providers has been mentioned [11]. Ko et al. also noted
greater social support as contributing to development
of greater tendency for completion of ADs [45]. Further,
Friend and Alden considered mutual interdependence,
family participation, and independence as effective
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factors [40]. In the study by Ko et al., social support was
a strong predictor of ADs; the participants who enjoyed
greater social support showed greater tendency to com-
plete ADs [45]. Also in the study by Wan-Ting et al,
reducing families’ end-of-life decision-making burden
is an important reason for people to participate in ACP
[47].

Accessibility to health services

Also, insufficient resources for healthcare and common
health inequality in remote societies negatively affect the
intention of patients to participate in ACP [34]. Unlike
quality of life, healthcare situations and end-of-life medi-
cal care [42] have an inverse impact on RACP.

Perceived behavioral control

The perceived behavioral control category included “dia-
logue about ACP’, “readiness actions’, and “determining a
proxy decision maker “

Dialogue about ACP

According to the study by Sakai et al., understanding the
importance of speaking and writing about ACP, practic-
ing speaking and writing about ACP, intention and ten-
dency to speaking about ACP are effective on RACP [38].
The study by Zwakman et al. mentioned cessation of dis-
cussion and distancing from the issue of discussion as the
negative factors in RACP [20]. Berlin et al. noted the role
of communication in readiness for end-of-life conversa-
tions [41].

Readiness actions

Readiness actions are the next subcategory. In this
regard, a study by Zwakman et al. indicated that prelimi-
nary readiness of individuals affects RACP [20]. Also, in
the study by Friend and Alden, they considered readiness
as an effective factor in this regard [40]. In another study
by Chan and Pang, holding onto life was mentioned as
an effective factor. In their qualitative study, they noted
that preplanning as well as measuring the benefits can be
effective on RACP [19]. Sakai et al. also mentioned the
effect of readiness for behavior in ACP [38]. In the study
by Kim and Lee, high levels of perceived severity of dis-
ease, benefit perceived, and cues to action were associ-
ated with greater completion of ADs. On the other hand,
perceived barriers were associated with less tendency to
completing ADs [22].

Determining a proxy decision maker

In a study by Wang et al. in the US, readiness for deter-
mining a proxy decision maker and flexibility of decision-
makers have been mentioned as an influential factor [39].
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Discussion

To our knowledge, this is the first systematic review
examining the factors affecting readiness of patients for
ACP based on TPB. The findings suggested that TPB
dimensions can predict readiness for ACP.

The first dimension is attitudes to ACP. According to
the findings, training ACP can influence the readiness
for ACP. In line with our results, In-Fun Liils et al. in a
study on the ethnic minority of Taiwan introduced the
main obstacle against readiness for participation in APC
as lack of knowledge. Minimum contact with healthcare
systems, trivial exposure to care resources, and lim-
ited access to information were mentioned as the fac-
tors contributing to this lack of awareness [35]. Spelten
et al. also in a scoping review reported the obstacles of
participation of patients with cancer in ACP as limited
understanding and awareness at three levels of functional
literacy (understanding EOL language), interactive liter-
acy (opportunities for meaningful dialogues of EOL with
providers and families), and critical literacy (lack of cer-
tainty about the future care) [52]. It seems that training
can reduce the fear and mistakes about the complex con-
cept and give more confidence to patients. In this way,
patients can make decisions more easily and would have
greater control over their life and care.

Previous experiences can be an important determining
factor in development of the attitudes held by individu-
als. They can induce fear, confidence, worry, or hope in
them and influence the intention to adopt ACP behav-
ior [16]. In this regard, Wang and Sheng reported that
the previous experience of care of one of the dying fam-
ily members has enhanced the readiness of patients for
ACP [5]. Also, the study by Amjad et al. indicated that
older individuals who have the experience of end-of-life
care for others show greater readiness for participation in
ACP [51]. Experience of disease is so important that in
the study by Piers et al. most of the elderlies who were in
the near-death stage tended to plan AD only with regards
to the issues related to their personal experiences and
fears, while they refrained from its other dimensions [53].
It seems that previous experiences through influencing
the values, readiness, and awareness of different factors
can considerably determine the readiness of individuals
for advancing ACP [54]. Therefore, acknowledgments
and incorporation of these experiences in the planning
process can lead to adoption of individual base and more
suitable decisions in the care plan.

Demographic factors such as age, being only child,
income [5, 43], personal characteristics, and the pres-
ent context [35] can also play a key role in readiness for
ACP. These factors can influence the attitude, awareness,
and tendency of individuals for participation in discus-
sion about their future preferences and care decisions.
For example, age can be influential at the time of thinking
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about and planning for end-of-life care. More senior indi-
viduals view toward increasing perception of death have
greater tendency to consider APC. Meanwhile, ACP can
mitigate the upcoming challenges such as imposition of
burden on children, increased healthcare costs, possible
family conflicts, and ethical issues [55]. According to our
results, the cultural and religious context of the patient
also play a key role in readiness. Those with different
cultural backgrounds may have varying views about its
interventions, life-support, and end of life choices [13].
These beliefs can shape the way individuals treat ACP
as well as their decisions [14]. Thus, understanding the
effect of socioeconomic factors is essential for HCP, so
that they can adapt discussions and materials of ACP to
the unique traits of individuals, as well as enhance effec-
tive communication and decision-making with their val-
ues and priorities.

The second dimension of TPB is subjective norms
referring to the social pressures perceived for performing
(or not performing) [56]. Our results also indicated the
role of social support and family participation. Kim and
Lee stated that supporting can assure patients that they
are not alone in advance care decision-making and have
some resources for consultation and support [32, 40].
Nahapetyan et al. (2019) also emphasized that the most
important individuals that can affect mental norms of
the elderly in the terminal stages of life about use of pal-
liative services are the spouse, children, and physician/
nurses who guide the decisions of the person [57]. Thus,
community-oriented programs should be organized for
enhancing the knowledge of ACP.

Access to healthcare services

Our findings indicated that existence of psychological
readiness can allow the patient to make better decisions
about types of care, preference, and advanced issues by
combining information, emotions, as well as their per-
sonal values [34]. The patients who have psychological
readiness may be more open and confident in interac-
tion with the healthcare team and participation in the
decision-making process [35, 40]. In complex decision-
making, psychological readiness can help patients face
less stress and anxiety [5]. Available studies have reported
that patients depending on their awareness, acceptance,
recognition, and acknowledgment differ in their readi-
ness for participation in ACP [20]. They have different
coping strategies affecting their readiness [58]. Thus, they
should receive the attention of HCPs.

The third category is perceived behavioral control. Dia-
logue can have positive effects on readiness of patients
for understanding, collaborating, and participating in
ACP. Dialogues, either written or orally, can serve as a
powerful tool for raising awareness, exchanging infor-
mation, and establishing a mutual understanding about
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advance care [38]. When dialogue and discussion are
stopped, or a large gap occurs between the sessions, it
can influence patient readiness for ACP [20]. Thus, it can
be stated that dialogues on ACP can function as an effec-
tive instrument in enhancing readiness and participation
of patients in ACP and care decision-making, and should
not be neglected.

The actions that have been taken for establishing readi-
ness in the patient can drive them towards initiating or
completing the ACP process or have an inverse role [4,
20, 40]. Chan et al. in this regard noted that pre-planning
as well as measuring the benefits can be effective on
readiness for ACP [14]. It seems that establishing such
readiness is a multidimensional issue, encompassing
socioeconomic conditions as well as health policies; thus,
planning for it is something essential [39, 42]. This stage
can help the patient to view ACP with greater confidence
and more extensively, and get involved in the care deci-
sion-making better and more purposefully [41]. It seems
that when patients have a higher degree of controllability
and self-impact, they benefit from greater levels of readi-
ness for ACP.

If individuals believe that they do not have resources
or opportunities for performing the behavior of interest,
they are less likely to perform that action [50]. Studies
have shown that readiness for determining a successor
decision-maker and flexibility to decision-makers play a
key role in advancing ACP [39, 42]. It seems that since
the successor decision-maker plays the role of transla-
tor and executor of preferences and values of the patient
in confrontation with complex and important decisions,
they can be determinant of performing or not perform-
ing different parts of ACP or even getting involved in it
or not [11].

Limitations

In this study, we generally considered the factors affecting
RACP from the view of patients, regardless of the type or
stage of the disease. Thus, in case of publishing further
studies, it is suggested to examine the views of patients
with different diseases and in special diseases and under
different conditions of the disease. It also seems that
readiness of healthy and young individuals differs from
that of patients especially patients with life-threatening
conditions. Thus, in future studies it is suggested to cap-
ture these differences. The first strength of performing
RACP systematic review study is based on a behavioral
theory. The second strength is examining the concept
of RACP and its influential factors in different societies.
Another limitation was constraining the search to the
studies published in English. As such, it may be possible
that important studies in other languages may have not
been included in this study, and potentially deprive our
review of some valuable data. Nevertheless, due to the
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comprehensive search strategy, as well as extensive and
precise inclusion criteria, we believe that we have found
sufficient studies to respond to the research questions.

Conclusion

Based on the present study results, according to plan-
ning behavior theory, the new behavior in healthcare first
needs changes in the ACP learning domains, all-round
support of society and families, as well as psychologi-
cal readiness. Next, by understanding the control over
behavior, determining the successor decision-maker,
performing a series of activities in this regard, acquir-
ing readiness and patient approval are essential. Next, a
collaborative conversation should be formed between
patient, family, and healthcare providers on ACP. Mean-
while, factors such as experiencing a life-threatening
condition, socio-demographic factors such as age, gen-
der, as well as socioeconomic status plus current health
status affect the person’s readiness for ACP. Thus, con-
sidering the collaborative and multi-dimensional nature
of the factors affecting readiness for ACP, it is suggested
to pay attention to various influential dimensions as well
as the special conditions of the disease and the patient,
during ACP training. Further, healthcare providers such
as physicians, nurses, and other practitioners first should
measure the extent of readiness of patients and their
families, and by understanding the factors affecting their
readiness begin to train and speak with them about ACP.
Meanwhile, in the training approaches in medical facul-
ties as well as healthcare provision centers, the factors
affecting RACP should be borne in mind. It is also sug-
gested to organize training courses for HCPs at all levels
to reduce ACPR barriers in spite of development of cen-
ters providing these palliative services in different societ-
ies. Finally, community-based outpatient plans or public
campaigns can serve as a way for enhancing the aware-
ness of patients, families, and society of such services and
prepare them for initiation of intervention.
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