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Abstract
Background  Life-limited patients may lose decision-making abilities during disease progression. Advance care 
planning can be used as a discussion method for healthcare professionals to understand patients’ future care 
preferences. However, due to many difficulties, the participation rate of healthcare professionals in advance care 
planning is not high.

Aim  To explore the facilitators of and barriers to healthcare professionals’ provision of advance care planning to life-
limited patients to better implement it for this population.

Methods  We followed ENTREQ and PRISMA to guide this study. We conducted a systematic search of PubMed, 
Web of Science, Embase, CINAHL, PsycINFO, CNKI, and SinoMed to include qualitative data on the experiences and 
perspectives of healthcare professionals in different professional fields in providing advance care planning for life-
limited patients. The Joanna Briggs Institute Critical Appraisal Checklist for Qualitative Research was used to assess the 
quality of the included studies.

Results  A total of 11 studies were included. Two themes were identified: unsupported conditions and facilitative 
actions. Healthcare professionals regarded cultural concepts, limited time, and fragmented record services as 
obstacles to implementation. They had low confidence and were overly concerned about negative effects. They 
needed to possess multiple abilities, learn to flexibly initiate topics, and facilitate effective communication based on 
multidisciplinary collaboration.

Conclusion  Healthcare professionals need an accepting cultural environment to implement advance care planning, 
a sound legal system, financial support, and a coordinated and shared system to support them. Healthcare systems 
need to develop educational training programs to increase the knowledge and skills of healthcare professionals and 
to promote multidisciplinary collaboration to facilitate effective communication. Future research should compare the 
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What is already known about the topic?
 	• Patients with life-limiting illnesses are at risk of 

losing the ability to make end-of-life decisions due to 
their cognitive or health condition.

 	• Advance care planning can be used as a discussion 
method for healthcare professionals to understand 
patients’ future care preferences.

 	• Due to many difficulties, the participation rate of 
healthcare professionals in advance care planning is 
not high.

What this paper adds?
 	• Healthcare professionals regarded cultural concepts, 

limited time, and fragmented record services as 
obstacles to the implementation of advance care 
planning.

 	• Healthcare professionals had low confidence and 
were overly concerned about negative effects.

 	• Healthcare professionals need to possess multiple 
abilities, learn to flexibly initiate topics, and facilitate 
effective communication based on multidisciplinary 
collaboration.

Implications for practice, theory, or policy?
 	• An acceptable culture, sound legal system, financial 

support, and a coordinated and shared system 
are needed to support healthcare professionals in 
implementing advance care planning.

 	• Healthcare systems need to develop educational 
training programs to increase the knowledge and 
skills of healthcare professionals and promote 
multidisciplinary collaboration to facilitate effective 
communication.

 	• Cultural differences in the needs of healthcare 
professionals to implement advance care planning 
should be compared to develop culturally specific 
and systematic implementation guidelines.

Introduction
Life-limiting illness (LLI) refers to diseases that have no 
reasonable hope of a cure [1]. LLI may shorten a per-
son’s life and may include diagnoses of cancer, heart fail-
ure, chronic obstructive pulmonary disease, dementia, 
frailty, chronic liver disease, and kidney disease [2]. At 
some point in their lives, life-limited patients may expe-
rience a high symptom burden, functional decline, and 
organ failure [3]. Complex decisions about medical care 
and treatment are often required in life-limiting disease 
trajectories [4]. Patients are at high risk of losing their 
ability to make decisions due to their declining health 

or cognitive function. Thus, patients may not always be 
treated according to their preferences if healthcare pro-
fessionals are not clearly informed about their life goals 
and care preferences [4–6].

Advance care planning (ACP) is a process for individu-
als, family members, and healthcare professionals that 
defines and discusses future care goals and preferences, 
and records and reviews these goals and preferences 
if appropriate [6]. The value of ACP includes helping 
people understand their health status and future care 
options, communicating with their significant others, 
and identifying their care goals [6]. ACP is viewed as an 
important strategy to improve end-of-life communica-
tion between patients and healthcare professionals and to 
achieve consistency between preferred and delivered care 
[7, 8]. Due to the unpredictable but substantial risks of 
deterioration and death, ACP may be of particular value 
for patients with progressive diseases [6, 9].

Despite numerous evidence on the positive effects 
of ACP, the frequency of ACP conversations between 
patients and healthcare professionals in clinical practice 
remains low [10–12]. Studies have pointed out that dis-
cussing ACP with life-limited patients requires the initia-
tive and effort of healthcare professionals [1]. The reality 
is that even skilled staff who specialize in palliative care 
are reluctant to raise the topic and find it difficult to 
judge when and how to do so [13, 14].

To our knowledge, there is only one review that has 
summarized the perspectives of patients with LLI on 
ACP, but it was limited to patients’ perspectives only [1]. 
Understanding the perceptions and needs of patients 
is important, as it can help healthcare professionals to 
provide the services they want. However, ACP is gener-
ally controlled by healthcare professionals [15]. Boddy 
et al. reported that if healthcare professionals are uncer-
tain about ACP, who is responsible for it, and what and 
how to talk about it, they may not raise these topics with 
patients [16]. Moreover, if healthcare professionals make 
sufficient preparations, they can better play the role of 
introducing ACP, so the opinions of healthcare profes-
sionals are equally needed, important, and useful [17]. 
Their perspectives can reveal existing objective prob-
lems about specialization, such as defects in the health-
care system and their urgent need for relevant skills, and 
thus by examining these problems, the necessary condi-
tions for the long-term development of ACP will also be 
revealed.

differences in the needs of healthcare professionals in different cultures when implementing advance care planning 
to develop systematic implementation guidelines in different cultures.
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To increase the participation of healthcare profession-
als in providing ACP for life-limited patients, and to 
create a coordinated environment for ACP that can ben-
efit everyone, the field needs to identify relevant obsta-
cles and develop effective ways to help clinical practice. 
Therefore, we systematically integrated healthcare pro-
fessionals’ experiences and views on providing ACP for 
life-limited patients to deeply understand their obstacles 
and needs in implementing ACP, which may point to a 
direction in how better to practice and give full play to 
the value of ACP.

Methods
The Enhancing transparency in reporting the synthe-
sis of qualitative research (ENTREQ) [18] and Preferred 
Reporting Items for Systematic Reviews and Meta-Anal-
ysis (PRISMA) [19] guided the preparation of this arti-
cle. The Joanna Briggs Institute (JBI) Critical Appraisal 
Checklist for Qualitative Research was used to assess 
the quality of the included studies [20]. The protocol for 
this systematic review was prospectively registered on 
PROSPERO (CRD42022326238) and can be accessed 
in full at www.crd.york.ac.uk/prospero/display_record.
php?ID=CRD42022326238.

Search strategy
Seven databases were searched systematically, including 
PubMed, Web of Science, Embase, CINAHL, PsycINFO, 
CNKI, and SinoMed. Subject words were searched 
through PubMed, different expressions of keywords 
were found by an electronic dictionary, and the retrieval 
method of combining subject words and free words was 
adopted. Additional studies were supplemented by track-
ing the references of the included studies. Keywords 
identified for retrieving databases included “advance care 
plan” AND “healthcare professional.” The retrieval period 
was from the construction of the databases to May 2022. 
The complete search strategy using Embase as an exam-
ple is shown in Supplement Appendix 1.

Eligibility criteria
Inclusion criteria. (1) Participants: healthcare profes-
sionals, including community medical workers and 
hospital medical personnel. (2) Phenomena of inter-
est: focused on the views and experiences of providing 
ACP for life-limited patients. (3) Context: any hospitals, 
clinics, communities, or palliative care units. (4) Study 
design: qualitative studies and mixed-method studies 
with qualitative data describing healthcare professionals’ 
perceptions of providing ACP to life-limited patients.

Exclusion criteria. (1) Patients who were children or 
minors, as healthcare professionals mostly spoke with 
parents; (2) the full text of the study was not found; and 
(3) studies not published in English or Chinese.

Data screening and extraction
Screening and study selection were conducted in accor-
dance with PRISMA guidelines, as shown in Fig.  1. 
EndNote X9 was used to manage all references. After 
duplication, two authors (NX-Z and LY) screened the 
titles, abstracts, and full texts against the eligibility cri-
teria independently. After discussion, there were no dis-
crepancies between the two authors. Data extraction was 
based on the JBI standardized form, combined with the 
research theme and synthesis method, and decided after 
discussion. The extracted content was entered into two 
tables, as shown in Table  1 and Supplementary Appen-
dix 3. Table  1 shows a summary of the studies chosen, 
including the study (year), country, design, participants, 
patients’ disease types, care settings, aims, and results. 
The other table in Supplementary Appendix 3 shows 
the process of thematic synthesis, including quotations 
extracted from the included studies. Relevant data were 
extracted independently by three authors (XL-W, LL-C, 
and JM-T). For the mixed-method studies, only qualita-
tive data were included. After discussion, there were no 
discrepancies between the three authors.

Critical appraisal
This study used the JBI Critical Appraisal Checklist for 
Qualitative Research to assess the methodological qual-
ity of the included studies [20]. The checklist consisted of 
10 items, which assessed the research quality in different 
domains, including research methodology and concep-
tual depth of reporting. The included studies were rated 
A if they met the 10-item criteria, which indicated that 
the quality standards were fully met, and the possibility 
of bias was remote. They were rated B for meeting one 
to nine items, which indicated that the quality standards 
were partially met, and the possibility of bias was mod-
erate. They were rated C for meeting zero items, which 
indicated that the quality standards were not met at all, 
so the possibility of bias was high. The evaluation was 
conducted independently by two authors (NX-Z and LY). 
Disagreements were resolved through the third author 
(RL-D) for consultation and judgment.

Data synthesis
The thematic synthesis technique proposed by Thomas 
and Harden was used to synthesize the data [21]. This 
method ensured a clear and transparent link between the 
conclusion and the text of the preliminary studies. The 
procedures involved five steps: (1) importing the full text 
of 11 articles into NVivo 11 Plus; (2) reading and reread-
ing the included studies by three authors (NX-Z, LY, and 
RL-D) to obtain a preliminary understanding; (3) induc-
tively coding all results and findings line by line according 
to their meanings by two authors (NX-Z and LY) inde-
pendently, who then compared their codes during the 

http://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42022326238
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coding process, and the team met regularly to make itera-
tive improvements to the coding to achieve consensus; 
(4) looking for similarities and differences among these 
codes and grouping them into descriptive themes by 
three authors (NX-Z, LY, and RL-D); and (5) generating 
the descriptive themes into a set of synthesized findings 
that resulted in analytical themes by three authors (NX-
Z, LY, and RL-D). The synthesized findings were exam-
ined by all coauthors.

Results
Study selection
As shown in Figs.  1, 3 and 599 articles were obtained 
after searching the databases and tracking the references 
of the included studies. After excluding duplicates and 
screening the titles and abstracts, we reduced the num-
ber of papers to 32 for full-text evaluation. Finally, 11 
studies fulfilled the eligibility criteria and were included 
in the meta-synthesis.

Quality assessment
The quality assessment results of the 11 included stud-
ies are shown in Table 2. Only one study was rated A in 
the quality assessment, while the rest were rated B. Only 
two studies reported the potential beliefs and values 
of the researchers that might have influenced the find-
ings [22, 23]. Five studies reported the researchers’ roles 
in the study that might have potentially influenced the 

interpretation of the findings [17, 22, 24–26]. The aver-
age consistency rate of the two authors after independent 
evaluation was 0.90, indicating good consistency. The 
results of each quality assessment item of the 11 articles 
by the two authors are shown in Supplement Appendix 2.

Study characteristics
The 11 studies were undertaken in the United Kingdom 
(n = 3), the Netherlands (n = 1), Finland (n = 1), Canada 
(n = 1), Australia (n = 1), the United States (n = 1), Belgium 
(n = 1), Singapore (n = 1), and Japan (n = 1). The healthcare 
professionals included in the studies were general prac-
titioners, oncologists, nephrologists, specialist pallia-
tive care professionals, community nurses, allied health 
professionals, old-age psychiatrists, physicians, dialysis 
technicians, dieticians, registered nurses, and practical 
nurses. The care settings in these studies were varied, 
including urban and rural communities, hospitals, and 
palliative care units. A summary of the study characteris-
tics is shown in Table 1.

Findings
Two themes and seven subthemes were identified: unsup-
ported conditions (unsupported culture, fragile imple-
mentation motivation, time constraints, and fragmented 
record services) and facilitative actions (clarify capability 
requirements, create communication opportunities, and 

Fig. 1  PRISMA flow chart of the study screening process
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make discussion effective). The thematic synthesis pro-
cess is provided in Supplement Appendix 3.

Unsupported conditions
Unsupported culture. What made healthcare profes-
sionals feel helpless was that in the current “malleable” 
society, the public sees death as not a natural part of life, 
and as a result patients’ final decision-making is affected 
by social forces and treatment needs and is bound by the 
concept of “if you don’t choose treatment, you will die.” 
[22, 25, 27] On the other hand, the family is a very strong 
unit, which plays an important role in decision-making, 
but family members tend to struggle with medical deci-
sion-making, leaving no opportunity to initiate ACP top-
ics [23, 25, 26, 28, 29].

Fragile implementation motivation. Most health-
care professionals recognized the concept of ACP and 
were eager to provide guidance and support to patients, 
which led to a more collaborative approach to end-of-
life management [17, 22, 24, 25, 27, 29, 31]. However, 
they had a negative attitude in practice, resulting in the 
lack of implementation motivation. Some healthcare 
professionals believed that ACP prevented them from 
rescuing patients, which is contrary to medical expecta-
tions to prolong life, and that initiating such a dialogue 
was tantamount to admitting medical failure and their 
own professional inadequacies [22, 25, 29]. Some argued 
that mentioning ACP made patients feel sad and that 
doctors were giving up on them, damaging the doctor-
patient relationship, aggravating the negative emotions of 
patients, and causing a negative public perception of the 
government [22, 23, 27, 29–31]. They also found that they 
became emotional talking about the topic, overwhelmed 
by being too involved in patients’ deathbeds, and initially 
stressed in dealing with patients’ aggressive responses 
[27, 29, 31]. Some healthcare professionals felt that they 
did not have enough knowledge and experience, were 
afraid of being questioned by patients and family mem-
bers, and worried that negative feedback would affect 
their professional confidence [24, 26, 29, 31].

Time constraints. Healthcare professionals admitted 
that time constraints were an obstacle to initiating ACP. 
Some healthcare professionals believed that other issues, 
such as how to avoid various risks, occupied most of their 
time, and there was limited time to talk about ACP [31]. 
They only had time to talk about the general situation 
and not specific patient concerns, which did not solve all 
the problems plaguing patients [22, 25, 27].

Fragmented record services. Healthcare professionals 
felt that the lack of a coordinated system hindered the 
implementation of ACP and led to fragmented record 
services [28]. Their ACP records were sloppy and failed 
to ensure the validity and suitability of the documen-
tation [24]. In addition, the records were not specific St
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enough, which led to conflicting understandings between 
family members and healthcare professionals on whether 
the relevant medical measures violated the wishes of the 
patients [23].

Facilitative actions
Clarify capability requirements. Healthcare profession-
als believed that it was important to have a clear under-
standing of what abilities they needed to have when 
implementing ACP. They needed to have strong com-
munication skills, which depended on long-term experi-
ence accumulation and communication talent, and they 
also needed to master in-depth interviewing skills [23, 
29]. Relevant skills such as reflection and ethical reason-
ing needed to be developed at the same time, rather than 
simply enforcing patients’ wishes [23]. Some knowledge 
of disease-related specificities was required to help guide 
patients on what may happen in the future; [17, 25, 26, 30, 
31] for instance, explaining various symptoms and prob-
lems that could occur to patients in the future, taking 
preventive measures in advance for changes in patients’ 
future health status, providing information and support 
and making plans [17, 27, 31], enhancing insight into 
patients’ daily living ability, and satisfying their desires 
for daily living activities [23].

Create communication opportunities. Healthcare pro-
fessionals agreed that ACP communication opportunities 
could be flexibly created according to the actual situation. 
Some considered that it could occur as informal small 
conversations based on various responses to questions, 

similar to conversations about informed consent deci-
sions and patients’ goals and treatment options [23, 25, 
30, 31]. There were also some healthcare professionals 
who considered that when patients had serious diseases, 
poor prognoses, or negative behaviors, such as can-
cer patients who quickly associated their diagnosis with 
death, it was a good opportunity to talk about ACP [27, 
30]. Utilizing home visits and long-term follow-up could 
also create multiple opportunities for discussion [22, 25]. 
Most agreed that various auxiliary communication tools, 
such as question prompt lists and high-quality leaflets 
with ACP information, could be used to help patients 
enhance their end-of-life thinking and ask questions to 
facilitate conversation initiation [22, 31].

Make discussion effective. Healthcare profession-
als believed that ACP needed multidisciplinary team 
cooperation and that each member of the medical team 
should play a specific role in it to prevent information 
errors and lack of accountability, resulting in more posi-
tive responses [24, 25, 27, 28, 30]. It was proposed that 
interdisciplinary members such as dietitians, psychologi-
cal counselors, and specialists should jointly discuss with 
patients about future care preferences [25]. Before initi-
ating the topic, healthcare professionals should assess 
patients’ acceptance of ACP, use different approaches 
to deliver information, gauge patients’ understanding of 
the information from their retelling, and use personal-
ized communication based on their understanding and 
education level [25]. In a frank way, they could also dis-
cuss clearly and openly when treatment may no longer 

Table 2  Quality assessment of qualitative studies based on the Joanna Briggs Institute Critical Appraisal Checklist
Study C1 C2 C3 C4 C5 C6 C7 C8 C9 C10 Grade
1. Wichmann et al. [27] Y Y Y Y Y U U Y Y Y B

2. Toguri et al. [28] Y Y Y Y Y U U Y Y Y B

3. Sellars et al. [29] Y Y Y Y Y U U Y Y Y B

4. Schichtel et al. [22] Y Y Y Y Y Y Y Y Y Y A

5. Robinson et al. [24] Y Y Y Y Y U Y Y Y Y B

6. O’Hare et al. [25] Y Y Y Y Y U Y Y Y Y B

7. De Vleminck et al. [30] Y Y Y Y Y U U Y Y Y B

8. Menon et al. [26] Y Y Y Y Y U Y Y Y Y B

9. Manthorpe et al. [31] Y Y Y Y Y U U Y Y Y B

10. Kuusisto et al. [17] Y Y Y Y Y U Y Y Y Y B

11. Hirakawa et al. [23] Y Y Y Y Y Y U Y Y Y B
C1 = Congruity between the stated philosophical perspective and the research methodology

C2 = Congruity between the research methodology and the research question or objectives

C3 = Congruity between the research methodology and the methods used to collect data

C4 = Congruity between the research methodology and the representation and analysis of data

C5 = There is congruence between the research methodology and the interpretation of results

C6 = Locating the researcher culturally or theoretically

C7 = Influence of the researcher on the research

C8 = Representation of participants and their voices

C9 = Ethical approval by an appropriate body

C10 = Relationship of conclusions to analysis or interpretation of the data

U = unclear; Y = yes
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be beneficial and the trade-off between quality and quan-
tity of life [17, 29]. Healthcare professionals also recog-
nized that patients’ preferences for future care depended 
on their own goals and values, avoided bringing in other 
perspectives, and encouraged patients to express their 
own ideas [27, 29] Respecting the wishes of patients 
should be updated at any time due to the impact of symp-
toms. [17, 23, 26, 27, 29]. Some healthcare professionals 
agreed that a communication template or predefined care 
guidelines that covered each patient’s palliative medical 
needs would be valuable to guide them in communicat-
ing effectively [17, 22, 31].

Discussion
This paper utilized a meta-synthesis approach to review 
11 studies involving the experiences and perspectives of 
healthcare professionals in providing ACP to life-limited 
patients. Two themes were identified: unsupported con-
ditions and facilitative actions. The results showed that 
healthcare professionals perceived unsupported culture, 
fragile implementation motivation, time constraints, and 
fragmented record services as barriers to ACP implemen-
tation. In addition, they also proposed clarifying capabil-
ity requirements, creating communication opportunities, 
and making communication effective as measures that 
could promote the development of ACP.

Healthcare professionals reported that talking about 
death induced feelings of anxiety and restlessness in 
patients [22, 27]. They felt that patients did not under-
stand the relationship between ACP and treatment and 
assumed that mentioning ACP meant “dying soon” [29, 
32]. Relevant social departments should make continu-
ous efforts to improve public awareness of ACP and 
increase the sense of existence of ACP concepts, such as 
public education through advertising media and posters, 
and attempt to introduce ACP in municipal elderly care 
institutions and social service units to gradually increase 
social acceptance of ACP [17, 27, 33].

Whether in Asian countries or western countries, 
families played an important role in the whole decision-
making process, which was similar to the results in 
other studies [5, 34, 35]. From the perspective of health-
care professionals, it was found that in addition to fam-
ily members’ desire to lead decision-making, patients 
also relied on family members to make decisions [26]. 
This may have been due to the influence of familism and 
patients’ fear that making wrong decisions would go 
against their family’s wishes [26]. We found that in Japan, 
healthcare professionals viewed family members as “key 
referents” and had end-of-life care discussions with them 
before giving patients an informed choice [23]. This 
finding is in line with Martina et al., who suggested that 
healthcare professionals in Asian countries tended to give 
a greater voice to family members [5]. In contrast, in the 

United Kingdom and Finland, most healthcare profes-
sionals were more likely to comply with patients’ wishes 
when decisions conflicted with those of family members 
[17, 24]. These differences may have been influenced by 
the collectivist culture in Asia, in which healthcare pro-
fessionals tend to maintain harmony with family mem-
bers [36, 37]. Since patients become less active as the 
disease progresses, family members need to play a more 
central role in communication [38]. The involvement 
of family members can contribute to goal-harmonious 
care and reduce the burden of decision-making to better 
leverage the value of ACP [38]. Therefore, healthcare pro-
fessionals need to find a balance of interests and explore a 
way to maintain harmony between themselves, patients, 
and their families. Thus, a healthcare professional-initi-
ated, patient-centered, and family-oriented discussion 
approach may be worth promoting.

Healthcare professionals were eager to achieve patient-
centered care goals but were concerned about the nega-
tive impact of ACP, which was similar to the findings of 
Keijzer et al [22, 27, 29, 31, 39]. Healthcare professionals 
also reported their unease about discontinuing patients’ 
life-sustaining treatment and uncertainty about what 
the law provided them for protection [27, 31]. Moreover, 
the problem of unimplemented funds further weakened 
their motivation [29, 31]. Therefore, improving the legal 
system and providing financial support can increase the 
motivation of healthcare professionals [31, 40, 41].

Clear records are the premise of respecting the wishes 
of patients [29]. Documents with a structured and legal 
effect protect patients’ wishes from being violated [17, 24, 
42]. Establishing a coordinated and shared ACP system 
can improve the continuity of patient-related informa-
tion management and the effectiveness of documenta-
tion, as well as ensure that patients’ ACP documentation 
can be legally transferred to other care facilities [23, 28, 
31]. It was suggested that document templates should be 
embedded into the system to provide clear ACP instruc-
tions, reduce the variability of documents, and collect 
high-quality ACP information [43]. The contents of the 
records should generally include who participated in the 
discussion, who was the surrogate decision-maker for 
patients, patients’ goals and values, prognosis, treatment 
intention, and expected outcome of treatment [44, 45]. 
Considering the differences in the culture and legal sys-
tem of each country, we suggest that the system should 
be tailored to meet different needs. In addition, the sys-
tem should be used to help identify untreatable patients, 
alerting healthcare professionals to timely initiate ACP 
with them.

Healthcare professionals believed that they needed 
multiple competencies to successfully implement ACP 
[17, 23, 25, 26, 29, 31]. However, due to the lack of sys-
tematic education and training courses, they had not 
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acquired sufficient knowledge and skills, so they did not 
have the confidence to do it [29, 31]. Strengthening ACP 
training is an essential measure to improve the confi-
dence and willingness of healthcare professionals [46]. 
Educational resources should be considered in the form 
of learning communication skills, role playing, webinars, 
and observational learning [28, 47]. The trainees should 
also agree to ACP themselves to deeply experience the 
feeling of the ACP process [22].

Healthcare professionals in different countries judged 
the timing of ACP initiation differently [5]. There is a 
large degree of uncertainty about the trajectory of the 
disease, which healthcare professionals dislike and have 
difficulty acknowledging to their patients, thus affecting 
the timing of ACP initiation [42]. Compared with can-
cer, the life-limiting nature of chronic diseases was not 
obvious, patients were less likely to think about death, 
and it was difficult for healthcare professionals to judge 
the appropriate time to initiate the topic [22, 27, 30, 40]. 
Most studies recommended that patients with chronic 
diseases should be introduced to ACP as soon as possible 
[25, 30, 40]. This study integrated the views of healthcare 
professionals on the timing of ACP initiation for patients 
with multiple life-limiting disease types and found that 
ACP could be initiated in any informal form and the tim-
ing could be flexible [23, 25, 30, 31]. Moreover, the initia-
tion of ACP should be based on the nature of the patient’s 
disease and response to the disease situation [27, 28, 
30]. To increase the frequency of this conversation, an 
auxiliary tool that can enlighten patients to think about 
end-of-life issues and encourage them to ask questions is 
particularly important [22, 31].

Martina et al. showed that physicians and oncologists 
were more involved in ACP than nurses [5]. However, 
after integrating the views of different healthcare profes-
sionals, we found that ACP should be a shared interdis-
ciplinary responsibility, and healthcare professionals of 
different professions should play different roles accord-
ing to their own work nature and strengths. For exam-
ple, oncologists and physicians should be responsible 
for treatment decisions and sharing important clinical 
information to help patients define treatment goals [17, 
28], while nurses could use their communication skills to 
discuss decisions with patients and their families [17, 25], 
and the psychology team could address patients’ emo-
tional and mental health issues [28]. Moreover, primary 
care providers should be more proactive in bringing up 
the topic because of their long-standing relationship with 
their patients, and palliative care specialists should act as 
mediators between hospitals and primary care [23, 28]. 
This interaction between healthcare professionals could 
solve the lack of time for discussing ACP and avoid the 
patient receiving multiple conflicting information amid 
competing clinical responsibilities [28]. Eliciting patients’ 

values and preferences is an important step in successful 
ACP communication [48, 49]. Interdisciplinary teamwork 
can provide effective information and assess needs for 
patients more comprehensively and individually, as well 
as facilitate them to express their ideas [24, 27, 28, 30, 
50, 51]. Moreover, Cottrell et al. intriguingly found that 
if healthcare professionals have a trusting and empathic 
relationship with patients, patients will feel empowered 
and more willing to engage in ACP, which is also impor-
tant for facilitating their expression of ideas [52]. Overall, 
ACP is a communication process that must be fluid to 
allow for updating patients’ wishes [17, 23, 26, 27, 29, 49].

Strengths and limitations
This study is the first systematic review to integrate the 
experiences and perspectives of different healthcare pro-
fessionals in different care settings on the provision of 
ACP for life-limited patients. The healthcare profession-
als in this review came from a variety of healthcare pro-
fessions, including general practitioners, doctors, nurses, 
and medical specialists in different fields, which allowed 
us to gain a unique perspective on the complexities of 
implementing ACP. The review included their views on 
providing ACP for life-limited patients with advanced 
cancer, dementia, chronic kidney disease, heart failure, 
end-stage renal disease, and severe chronic obstructive 
pulmonary disease, which provided rich information. 
The 11 studies included nine countries in total, covering 
North America, Europe, Oceania, and Asia, each with 
diverse cultures. In addition, this review used the JBI 
Critical Appraisal Checklist for Qualitative Research to 
strictly evaluate the quality of the included studies and 
conducted a rigorous, thematic, integrated analysis of the 
findings.

This review has several limitations. First, limiting the 
search to studies published in English and Chinese may 
have excluded important studies in other languages, 
potentially depriving our review of valuable contribu-
tions. Second, there were relatively few studies included 
in this review, and most did not explain the researchers’ 
own situation from the perspective of culture, values, or 
theory, which may have affected the comprehensiveness 
of the integration and the interpretation of the integrated 
results. Third, only one of the included studies was rated 
A, and the rest were all rated B, indicating that the quality 
of the included studies was not high. Finally, we did not 
limit the care settings and extensively discuss the expe-
riences and views of healthcare professionals on provid-
ing ACP to patients with LLI. There may be healthcare 
professionals with different medical occupational types 
or different working environments who have different 
views on the implementation of ACP, but this was also 
the advantage of this review, which integrated the views 
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of different healthcare professionals and produced richer 
and diversified information.

Conclusion
This article systematically reviewed the experiences and 
perspectives of healthcare professionals on providing 
ACP to life-limited patients and explored the barriers 
to and need for implementing ACP. Relevant depart-
ments should create a cultural environment suitable for 
ACP and improve healthcare professionals’ motivation 
by strengthening both the legal system and financial sup-
port. Healthcare systems need to establish a coordinated 
and shared system to improve the continuity of patient-
related information management and the effectiveness 
of documentation, increase the knowledge and skills 
of healthcare professionals through educational train-
ing, and promote multidisciplinary collaboration. Future 
research should compare the differences in the needs of 
healthcare professionals in different cultures when imple-
menting ACP to develop systematic implementation 
guidelines tailored to those cultures.
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