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Abstract: With dramatically increasing proportions of older people, global ageing has remarkably
influenced healthcare services and policy making worldwide. Older people represent the majority of
patients with cancer, leading to the increasing demand of healthcare due to more comorbidities and
inherent frailty. The preference of older people with cancer are often ignored, and they are considered
incapable of making choices for themselves, particularly medical decisions. This might impede the
provision of their preferred care and lead to poor healthcare outcomes. Advance care planning (ACP)
is considered an effective intervention to assist older people to think ahead and make a choice in
accordance with their wishes when they possess capacity to do so. The implementation of ACP can
potentially lead to positive impact for patients and families. However, the assessment of mental
capacity among older adults with cancer might be a crucial concern when implementing ACP, as loss
of mental capacity occurs frequently during disease deterioration and functional decline. This article
aims to answer the following questions by exploring the existing evidence. How does ACP develop
for older people with cancer? How can we measure mental capacity and what kind of principles
for assessment we should apply? What are the facilitators and barriers when implementing an ACP
in this population? Furthermore, a discussion about cultural adaptation and relevant legislation in
Asia is elucidated for better understanding about its cultural appropriateness and the implications.
Finally, recommendations in relation to early intervention with routine monitoring and examination
of capacity assessment in clinical practice when delivering ACP, reconciling patient autonomy and
family values by applying the concept of relational autonomy, and a corresponding legislation and
public education should be in place in Asia. More research on ACP and capacity assessment in
different cultural contexts and policy frameworks is highlighted as crucial factors for successful
implementation of ACP.
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1. Introduction

Ageing has become a key health policy issue worldwide due to the dramatic increase in the
population of older people [1]. According to the World Report on Ageing and Health published by
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the World Health Organisation (WHO), the proportion of people aged 60 years or older in Europe,
North America, Asia and Australia already reached 20–25% in 2015, while in sub-Saharan Africa,
the population is still young. Japan is the only country where this proportion exceeded 30% in the
same year. By 2050, more regions (e.g., China, North America, Europe and Russian Federation) will
face a similar ageing situation to Japan in 2015 [1], and the number of older people is expected to be
1.5 billion, accounting for around 16% of the world’s population [2].

These older generations currently represent the majority of patients with cancer in the world,
because ageing is one of the fundamental factors for the development of cancer [3]. The incidence
of cancer has increased in older people due to their poor cellular repair mechanisms. According to
the WHO, malignant cancer is the second leading cause of death in the world, and it was responsible
for 8.8 million deaths in 2015. Globally, nearly one in six deaths are due to cancer [4]. This figure is
growing gradually each year, leading to the increasing burden of healthcare systems for older people
living with cancer from diagnosis to death.

The preferences of older patients with cancer are often ignored and they are considered lacking
mental capacity for decision making simply because of their age and disease condition. Such patients
might have no opportunity to speak for themselves in terms of desirable medical care at their end
of life (EOL). Therefore, advance care planning (ACP) is considered an effective way to facilitate
a person’s autonomy and enable provision of care and treatment aligned to an individual’s preferences.
Evidence has shown that ACP can positively influence the elderly [5], nursing home residents [6] and
people with dementia [7] and cancer [8]; whether a patient has been involved in ACP is considered
a key indicator of high-quality hospice and palliative care [9]. However, research on ACP in older
people with cancer is insufficient and lacking. This limitation is particularly important given the
dramatic increase in the global number of older people with cancer and needs of palliative care for this
population. This article aims to explore the following questions by applying the existing literature and
evidence:

1. Current development and research work on ACP among older people with cancer in the world
2. The benefit of ACP for older people with cancer
3. The challenges and implications when promoting ACP in Asia
4. The recommendations for further clinical practice, research and policy convictions

2. Development of ACP

2.1. Definition and Meaning of ACP

ACP is a voluntary process that supports adults at any age or stage of health who possess mental
capacity (the ability to make a decision for him- or herself) in understanding and sharing their personal
values, life goals, and preferences regarding future (medical) care [10]. It is an ongoing process of
assessment and communication among patients, family members, healthcare professionals and medical
surrogates to reach a consensus on medical care for patients, and it consists of written documents such
as advance directives/decisions (ADs) or advance statement (AS) [11–13]. ACP is usually used in the
context of progressive illness and anticipated deterioration, and it greatly varies from general care
planning [14].

2.2. Development and Legislation of ACP in the World

The rising popularity of ACP across the Western world reflects trends in palliative care towards
emphasising the values of open awareness about EOL and dying issues and the promotion of patients’
autonomy [15]. The concept of a “living will” (a written document describing patient’s preferences
about future care, which is also considered as a type of AD) was introduced in 1969 in the United
States of America (USA) and then embedded in the USA legislation following two controversial cases
about the withdrawal of life support from American people (Karen Quinlan and Nancy Cruzan) in
the 1970s and 1980s [16]. To make the “living will” a legally binding document to ensure treatments
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meet patient’s preferences and minimise the uncertainty of healthcare decision making by families and
medical team, the Patient Self-Determination Act [17] was adopted in the 1990s in the USA. This act
mandates all patients be given information about their rights on decision making for future medical care
by completing ADs or AS. Similar developments have been reported in other Western countries such
as Australia, Canada, and United Kingdom (UK) as well as in Europe [16]. For example, in England,
the End of Life Care Strategy was published in 2008 [18] and one of its aims is to ensure that healthcare
services adequately meet EOL patients’ needs and preferences. Subsequently, relevant legislation or
regulation was adopted to underpin the implementation of ACP in several countries (e.g., Mental
Capacity Act 2005 [19] in England and Wales, Statute Law and Common Law in Australia [20],
Mental Capacity Act 2008 in Singapore [21], and Patient Autonomy Act in Taiwan [22]). Recently,
focus has moved from completing written documentations (e.g., ADs or AS) to an ongoing process
of ACP discussion with patients for death preparation and future goals. Only completing an AD,
which hypothesises specific clinical situations, will not necessarily improve a patient’s outcomes
(e.g., quality of life and emotional distress) as it fails to capture the unique individualised care
needs and recognise the availability of healthcare resources. An alternative approach, namely ACP,
was developed in the 1990s to address this clinical dilemma for improving healthcare outcomes [23].
ACP is now widely used in Western countries, and this surge has influenced ACP development
in other parts of the world. Examples of related activities include the promotion of ACP [24] and
the legislation of the Patient Autonomy Act in Taiwan [22], the development of the ACP program
“Let Me Talk” for nursing home residents in Hong Kong [25], a national survey of Japanese healthcare
facilities’ perspectives on ACP [26], a study on family caregivers’ attitude and perspectives on ACP in
Singapore [27] and EOL communication focusing on ACP with older adults in South Korea [28].

2.3. General Introduction of Current Research on ACP in the World

Previous studies have reported possible benefits of implementing ACP in patients with dementia,
cognitive impairment [7] and cancer [8] as well as for older adults [29] including a reduction in
aggressive medical care received, improvements in the quality of life, reduced hospital re-admission
rates, increased use of palliative care, and a reduction in relatives’ levels of stress, anxiety and
depression; these benefits make medical care cost-effective [5,7,8,11]. A systematic review (80%
of evidence from the USA) conducted by Brinkman-Stoppelenburg et al. found that an ACP can
positively impact the quality of EOL care, and outcomes of EOL care are improved when ACP is
provided to patients in comparison with AD alone. This finding can also increase the compliance with
a patient’s EOL care preferences [30].

The importance of ACP is currently supported by a host of Western countries such as Australia [31],
United Kingdom [32] and USA [33] and endorsed by professional bodies, including the Australian [34],
British [32] and American medical associations [35]. However, research on ACP in other cultures
is relatively limited due to the delayed development of ACP compared with Western countries.
For example, the concept of ACP is new to Asian society and underdeveloped. Introducing ACP to
Asians may be a cultural challenge because discussions on EOL care and dying issues are sensitive and
discouraged, so that older people are often not involved in an ACP discussion [24,25]. Results of studies
on ACP in different cultures are inconsistent [36], which raised a crucial question: Can Western-oriented
ACP intervention be translated to other cultures directly? A systematic review conducted by Zager and
Yancy highlighted that different values, ethnicities and culture backgrounds affect attitudes to ACP
and have powerful effects on EOL care decision making, suggesting that a culturally adapted ACP
intervention is needed [36]. An ongoing systematic review supported this statement and found no
empirical evidence on ACP among patients with advanced cancer out of Western countries to prove the
effectiveness of ACP [37]. These results reveal the urgent need of conducting research on ACP among
different ethnicities for testing cultural appropriateness and acceptability prior to the implementation.
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3. Impact of ACP for Older People with Cancer

Studies have demonstrated the benefit of ACP for either older people or patients with cancer,
but only a few specifically focused on older people with cancer [38]. According to the recent systematic
review conducted by O’Caoimh and colleagues, ACP should be included in the survivorship care plan
(SCP) for older people with cancer. But, no eligible paper has been found, thereby showing a lack of
empirical evidence on the use of ACP within SCP for this population [38]. However, the effectiveness
of ACP for older adults has already been determined by a systematic review conducted by Weather
et al. This systematic review of randomised controlled trials (RCTs) was conducted to examine the
effectiveness of ACP for older adults (>65 years) across health settings. Nine RCTs (seven studies
conducted with community dwellings and two in a nursing home) were analysed, and improved
process (e.g., ACP documentation), patient (e.g., knowledge of life-sustaining treatment and satisfaction
with care) and family (e.g., less anxiety, stress, depression, and less bereavement) outcomes were
found [5]. In addition, a systematic review of ACP for patients with advanced cancer conducted by Lin
et al. reported similar findings, with the exception of an improvement in patient and family emotional
distress [37].

Insufficient evidence on measuring quality of EOL care, death or dying experience and compliance
with patient’s EOL wishes as primary outcomes were found. These are considered important indicators
for high-quality EOL care [39] and strongly recommended to evaluate the effectiveness of ACP directly
from users (patients) rather than proxy (care givers or family members). However, conducting a study
involving older adult with cancer can be quite challenging due to their deteriorating disease condition
and poor capacity for participation.

3.1. Facilitators and Barriers for ACP among Patients with Cancer or Older Adults

Some facilitators and barriers for initiating ACP discussion among patients with cancer or older
adults were found in the works by Johnson et al. [8], Ke et al. [40] and Niranjan et al. [41]. In general,
physician buy-in, patient readiness and prior experience of EOL care or decision making are considered
facilitators. By contrast, restricted time, insufficient resources, social or personal taboos and institutional
culture are deemed barriers for a successful ACP intervention. Most importantly, a family member’s
view about ACP and stakeholders’ knowledge of ACP have crucial roles in ACP implementation.

Notably, ACP does not always result in positive effects because fear and distress of participants
during the discussion regarding death and dying issues were found alongside with ACP
implementation [8]. Nevertheless, the concept and definition of ACP are inconsistent in previous
studies worldwide. Many studies treated ACP as AD documents rather than a mutual communication
process between patients and healthcare professionals and focused only on the completion rate of
a Do-Not-Resuscitate (DNR) forms or Physician Order for Life-Sustaining Treatment (POLST) forms
(both are part of ADs) for refusing certain medical treatments. A systematic review conducted by
Brinkman-Stoppelenburg et al. [30] reported that DNR order (39%) and ADs (34%) are the most often
studied aspects of care. These do not necessarily improve a patient’s quality of EOL.

3.2. Mental Capacity as a Special Concern in ACP for Older People with Cancer

A lack of mental capacity for decision making and uncertainty of engaging ACP were also
identified as barriers to undertake ACP for older people, particularly during their EOL [42]; these
barriers compromised the quality of EOL care for patients with impaired mental capacity compared
with those who only have cancer [43,44]. The process of informed consent needs to anticipate potential
loss of capacity during the course of treatment and how a participant’s willingness to participate in
certain care is upheld if they lose capacity. Therefore, assessment of mental capacity among people
who might lose capacity in the future (e.g., older people and adults with cancer) is an inevitable process
prior to the delivery of ACP intervention and should be embedded into clinical routine care to ensure
the effectiveness for enhanced outcomes.
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On the other hand, concerning the aspect of research, this particular population is often excluded
from research given the difficulty researchers or clinicians have in judging whether they retain the
ability to understand the content of research so that they can join voluntarily [42]. Including this group
of people without consent prior to recruitment could be unethical as they are potentially vulnerable
individuals with cognitive and functional impairment. Moreover, these individuals are urged to be
included into studies on ACP as they are the potential stakeholders and representative subjects [42].

3.2.1. Meaning of Mental Capacity and Principles to Protect a Person’s Right on Decision Making

The Mental Capacity Act (MCA) 2005, covering England and Wales, provided the statutory
framework for people who have the capacity and want to make a decision in advance for themselves
once they lose capacity in the future, and the principles of decision making for people who lack mental
capacity. According to the MCA, a person who lacks mental capacity is defined as “a person who lacks
capacity to make a particular decision or take a particular action for themselves at the time the decision
or action needs to be taken” [19]. The decisions or actions can be day-to-day issues such as what to
wear or what to eat during daily life or major medical decisions such as life-sustaining treatments or
operations. This act is built on the following five principles to protect a person’s right on decision
making [19]:

1. A person must be assumed to have mental capacity unless he or she is proven to lack capacity.
2. A person should not be considered as unable to make a decision unless all possible methods have

been used without success.
3. A person should not be considered as unable to make a decision only because he or she made

an unwise decision.
4. A decision made on a person’s behalf, who lacks capacity, should be in his or her best interest.
5. This act should be applied in a less restrictive manner of a person’s rights and freedom of action.

3.2.2. ACP for People with Potentially Deteriorating or Fluctuating Mental Capacity

ACP is an opportunity to open early discussions about EOL care for older people or people with
severe illness such as malignancies or cognitive disease such as dementia, whose mental capacity for
decision making may degenerate gradually with the disease deterioration in the foreseeable future.
People should be helped by any means possibly to allow them to make their own decisions before they
are deemed as individuals who lack capacity. This principle has been strongly recommended in the
latest report on ACP for people with dementia in all care settings proposed by the National Health
Service (NHS) in England to guide the assessment of a person’s capacity on decision making [45].
The benefit of ACP for people with cognitive impairment and dementia has been confirmed by
previous systematic reviews [7]; however, timing to assess the cognitive impairment of older adults
and the criteria of excluding them from participating in an ACP still challenge healthcare professionals
and impede clinical practices [43]. Therefore, some practical principles regarding mental capacity
assessment and how to assist older adults with cancer make decisions for their future care are provided
in the following section.

3.2.3. How Should Capacity Be Assessed?

A two-stage assessment of mental capacity was suggested and promoted by MCA [19]. Firstly,
any kind of impairment or disturbance affecting the way a person’s brain or mind works should be
evaluated, regardless whether the impairment or disturbance is temporary or permanent. Secondly,
whether the impairment cause the inability of a person’s decision making when he or she needs to
make one should be assessed. Several questions could be asked for capacity assessment: Does the
person understand the content of information about that he or she needs to decide? What are the
reasons for his or her decisions, and what are the consequences? Is the person able to weigh the
retained information? What is in the best interest for older people with cancer? Have all possible
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means been used to help him or her make a decision? Every person with disabilities (e.g., cognitive
impairment) should be treated equally. A person’s lack of capacity should not be judged simply by
their age, appearance, assumption about their condition and behaviour. This is strongly supported by
MCA [19], NHS report on ACP for people with dementia [45] and Convention on the Right of Persons
with Disabilities (CRPD) [46]. According to the previously published literature, there are validated
assessment tools for testing an individual’s mental capacity, for example, MacArthur Competence
Assessment Tool-Treatment (MacCAT-T) [47], Hopkins Competence Assessment Tool (HCAT) [48],
Capacity Assessment Tool (CAT) [49], and Aid to Capacity Evaluation (ACE) [50]. The importance
of these standardised tools was stressed by Sessums et al. and Heywood, and could be used as
an evidence for capacity judgement in the court [51,52].

4. Challenges of Promoting and Implementing ACP in Asia: Taiwan and Singapore as Examples

4.1. Cultural Adaptation for the Concept of ACP and EOL Discussion

In Taiwan, although domestic studies regarding EOL care discussion and ACP with community
older adults [24], patients with cancer [53] and healthcare professionals [54] have been conducted to
investigate the congruence between patients’ EOL care preference and actual care received, the evidence
and understanding in terms of how to initiate an effective EOL care or ACP discussion remain sparse
and lacking. Most importantly, discussions with older adults about death, dying and related care
issues are discouraged as a result of cultural taboo and an emotional distress of destroying patient’s
hope [55,56]. Similar situations were also found in Singapore, as described by Ng et al. [27]. Thus,
access to palliative care for older adults may be restricted due to the lack of opportunity to open
a conversation in terms of EOL care among patients, families and healthcare professionals.

Evidence show that cultural backgrounds, religious beliefs, political convictions or past experience
can shape a person’s values, beliefs and understanding towards healthcare, and this concept can
affect the willingness of a person with full capacity in taking part in an ACP [19]. For example,
Cheong et al. conducted a study on ACP in people with early cognitive impairment in Singapore and
found that the majority of patients deferred decision making to their families; some considered ACP
as irrelevant to their disease and unnecessary, while others presented avoidance and denial during
ACP discussion [57]. Thus, ACP can be carried out in a very different manner under various cultural
backgrounds, and cultural acceptance should also be considered during mental capacity assessment.

4.2. Involvement of Families and Physicians in ACP Is Crucial

In ACP, a culturally sensitive approach should be tailored for patients and their families in
different cultural contexts. For example, people of Asian cultures often rely on family members
to make decisions about their medical treatment for them, whilst personal will and preference is
fundamental in Europe [36]. This collective decision-making style in Asian society is derived from the
ingrained familism culture, which dominates Asian people’s daily lives [25,58]. The decision makers
for critical medical treatments in Taiwan, for example, are usually not the patients themselves but the
male (often the patient’s sons) or highly-educated family members. This phenomenon is caused by
the patriarchal tradition and notion of filial piety [55]. A previous study in Taiwan found that DNR
forms (a part of AD) for patients are mainly signed by family members (82.1%), and only a small
proportion of patients (17.9%) signed the form themselves [59]. In Singapore, a qualitative study
exploring the attitude and perceptions of Singaporeans regarding ACP in multi-cultural family-centric
community from Menon et al. work reported similar findings that family members were deemed
the decision-makers rather than the patients themselves [60]. This evidence revealed the deficiency
of older people’s autonomy and the importance of involving family members in ACP discussions to
reach a consensus when making decisions about a person’s EOL care in Asia. Furthermore, the delay
of patient involvement in EOL care discussion before patients lose their capacity to make decisions
might also explain this phenomenon.
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The role of physicians in the ACP process is also vital in Asia. A qualitative study exploring
knowledge, attitudes and perceptions of ACP in family caregivers of patients with advanced illness
in Singapore reported that physicians, in general, are considered to possess requisite expertise to
recommend appropriate medical care and are strongly trusted to advocate the best interests for
patients [27]. The evidence stressed the cultural characteristics and importance of involving families
and physicians in the ACP process. Truth-telling in terms of disease prognosis and EOL issues are
also challenging for healthcare professionals in Asia. Taiwan and Singapore share the similarity that
healthcare professionals typically disclose a patient’s poor prognosis to families rather than to the
patients (especially older generation) to avoid depriving of hope from the latter and progress into
overt depression [27,61]. However, patients might lose capacity to have a conversation in relation to
preferred EOL care with families and medical teams if they age or their disease deteriorates.

4.3. Relational Autonomy as a Practical Approach in Asia

As to the challenges described in previous sections, we discuss whether the individualistic
concept of autonomy in Western liberal viewpoint can be adapted into Asia? For example, many
Asian people, especially those in Confucianism-influenced societies, consider the importance of family
values and the “role specified relation oriented ethics” are prioritised compared to an individual’s
opinions [36,62]. Meanwhile, insufficient health literacy among older adults with cancer is also
found to influence the decision-making process [63]. In light of the above, older adults in Asia
tended to authorise the right of decision-making to their families or significant others, leading to
a tendency of endorsing principle of “beneficence” a favourable position that depreciate the respect
for individual autonomy [62]. Therefore, a balanced multi-dimensional personhood, which places
an individual in a socially embedded network with others, was proposed as a proper concept
to explain the interdependence relationship between patients, family, medical professionals and
community [64]. From our perspectives, the relational autonomy might be ideally used to assist
Asian people, especially older adults, to share the decision-making on critical clinical situations
with their families and important others due to the collectivism paradigm in Asia. According to
Dove et al., relational autonomy has been considered as a solution to ethical and practical problems,
and could bring positive impact on clinical practice and research [65]. However, it is noteworthy
that the increase of complexity of decision-making process when adopting relational autonomy could
be a drawback. Active endorsement and good interpretation for the wills and preferences of silent
patients, and sufficient and effective communications with families and important others should be in
place to minimise this threat. Besides, giving more space of participating decision process to family
members or patient’s significant others in a patient’s medical decision-making is emphasised and
recommended [65]. The ultimate goal of achieving patient autonomy in Asia might be not a clear
black and white threshold regarding individualism or collectivism, but a shared decision-making with
deliberated assistance from healthcare professionals to achieve the reconciling with medical and family
paternalism [66].

4.4. Different Legislation Underpinning ACP in Asia

In Singapore, Common Law is adopted and the MCA was introduced in late 2009, assisting
patients who might lose capacity due to different reasons in the future to make critical decisions
regarding personal welfare and/or property and affairs. A failure of complying with MCA could be
used as evidence in court. Physicians play a vital role in Singapore as they should enhance the ACP
discussion, and also make decisions for patients based on their best interests if no Lasting Power of
Attorney (LPA) was appointed to make a decision on behalf of the patients [21].

On the other hand, in Taiwan, the Patient’s Autonomy Act (PAA) was legislated in 2016 and
will take effect in early 2019 [22] to underpin the delivery of ACP under the regulation of Civil
Law, which is very different from Singapore. This legislation has made Taiwan the first country
in Asia to develop a legitimate regulation for respecting a person’s medical autonomy. The aim of
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PAA is to re-emphasise an individual’s autonomy in medical decision-making in advance through
a formal counselling process of ACP and provide the written documents (ADs) with a legally binding
nature. Furthermore, the participation of close family member is compulsory in the ACP discussion,
which boosts communication between patients and relatives, and the respect of family values,
making relational autonomy possible in routine practice. A patient’s advanced decision in terms
of life-sustaining treatments and EOL care can be archived on the government’s medical record system
(National Insurance System), which is not interfered with by others. The uncertainty of the proper
EOL care for patients could also be minimised. Once PAA officially takes effect in 2019, informing
patients about their diagnosis, prognosis and treatment options directly will be a compulsory and
statutory process, and this procedure might impact the way of breaking bad news in the healthcare
system and the dynamics of medical decision-making model in Asian society.

Even though Taiwan and Singapore share some similar cultural backgrounds, the different
legislation structures could form the ACP in very different ways. Considering local jurisdiction
and regulation is requisite when developing a culturally appropriate ACP intervention for
different cultures.

5. Recommendation

ACP, which concerns mental capacity assessment, should be embedded into clinical practice for
older people with cancer to regularly examine their ability for decision making. Early intervention of
ACP is crucial through the care process for this population, so that a sufficient time can be provided
for older adults with cancer to enhance the patients’ understanding of the value and content of
ACP. Subsequently, an informed decision should be made with assistance from family members and
healthcare professionals when they still possess capacity. Patients’ mental capacity status should be
regularly monitored and evaluated in clinical situations, and patients should be allowed and assisted
to make a desirable choice about their care during the process of losing capacity.

Cultural difference is a crucial factor for successful ACP and should be considered carefully.
A person’s value and belief about EOL care and dying issues might influence his or her acceptance
of ACP discussion. The decision-making model in different cultures should be considered, and the
background knowledge about local perspectives on EOL issues are also important prior to an ACP
initiation. Furthermore, older people should be provided opportunities to engage in an ACP discussion,
although some might lose the ability to do so. Subsequently, the completion of ADs should be
encouraged among older people to ensure desirable care in the future. More studies about ACP for
this vulnerable group in different cultures and area are necessary to enhance the evidence in clinical
practice and research. Finally, corresponding legislation that underpins ACP intervention for older
people with cancer is imperative, and a culturally adapted ACP discussion should be developed to
accommodate people with different cultural backgrounds and ensure the effectiveness for positive
outcomes. An Asian expert network on ACP consensus to construct a culturally sensitive framework
for Asians has recently been launched and aims to achieve this goal.

6. Conclusions

ACP is a process of thinking ahead to treatment choices, goals of care and/or appointing another
person to speak for oneself in the future. It has evolved from a legal, document-driven process to
a process of engaging patients, families and medical professionals in conversations about wishes,
goals and preferences with respect to care. An increasing number of patients and families have
been reported to value ACP, but the majority of previous research has been undertaken in Europe or
North America, with little evidence in the other side of the world. A lack of empirical evidence to prove
the effectiveness of ACP among older people with cancer in the world is also noted. For this group of
people, the assessment of mental capacity is a special concern and should be embedded into routine care
prior to the ACP initiation. Cultural context on patient autonomy and local jurisdictions underpinning
ACP should be considered when we engage older people with cancer into the ACP discussion.
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The concept and practice of relational autonomy might be ideal for the share decision-making in the
ACP discussion between patients and their families or relatives due to the collectivism paradigm in
Asia. More evidence regarding the cultural appropriateness and acceptance of ACP among older
people with cancer in different cultures is urgently needed, as this population is expected to increase
sharply in the near future. Moreover, a cultural-adapted consensus of ACP regarding the definition
and recommendations for clinical practice should be a research priority in Asia.

Author Contributions: Conceptualization, C.-P.L. and P.-J.C.; Literature Searching and Appraisal, C.-P.L., S.-Y.C.
and P.-J.C.; Writing-Original Draft Preparation, C.-P.L. and P.-J.C; Writing-Review & Editing, C.-P.L., S.-Y.C. and
P.-J.C.

Funding: The research was funded by Ministry of Science and Technology, Taiwan (grant reference: MOST
104-2511-S-384-002-MY3) and Kaohsiung Medical University Hospital (grant reference: KMUH106-6R74).

Acknowledgments: The authors thank Professor Julian Hughes in University of Bristol, UK and Hsiu-I Yang,
associate professor in National Yang-Ming University, Taiwan, for their inspiration and contribution of the
theoretical framework.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. World Health Organization. World Report on Aging and Health; World Health Organization: Geneva,
Switzerland, 2015; pp. 1–260.

2. World Health Organization. Global Health and Aging; World Health Organization: Geneva, Switzerland,
2011; pp. 1–32.

3. Miller, K.D.; Siegel, R.L.; Lin, C.C.; Mariotto, A.B.; Kramer, J.L.; Rowland, J.H.; Stein, K.D.; Alteri, R.;
Jemal, A. Cancer Treatment and Survivorship Statistics, 2016. CA Cancer J. Clin. 2016, 66, 271–289. [CrossRef]
[PubMed]

4. World Health Organization Cancer Fact Sheet. Available online: http://www.who.int/mediacentre/
factsheets/fs297/en/ (accessed on 4 May 2018).

5. Weathers, E.; O’Caoimh, R.; Cornally, N.; Fitzgerald, C.; Kearns, T.; Coffey, A.; Daly, E.; O’Sullivan, R.;
McGlade, C.; Molloy, D.W. Advance Care Planning: A Systematic Review of Randomised Controlled Trials
Conducted with Older Adults. Maturitas 2016, 91, 101–109. [CrossRef] [PubMed]

6. Martin, R.S.; Hayes, B.; Gregorevic, K.; Lim, W.K. The Effects of Advance Care Planning Interventions on
Nursing Home Residents: A Systematic Review. J. Am. Med. Dir. Assoc. 2016, 17, 284–293. [CrossRef]
[PubMed]

7. Robinson, L.; Dickinson, C.; Rousseau, N.; Beyer, F.; Clark, A.; Hughes, J.; Howel, D.; Exley, C. A Systematic
Review of the Effectiveness of Advance Care Planning Interventions for People with Cognitive Impairment
and Dementia. Age Ageing 2012, 41, 263–269. [CrossRef] [PubMed]

8. Johnson, S.; Butow, P.; Kerridge, I.; Tattersall, M. Advance Care Planning for Cancer Patients: A Systematic
Review of Perceptions and Experiences of Patients, Families, and Healthcare Providers. Psychooncology 2016,
25, 362–386. [CrossRef] [PubMed]

9. Dy, S.M.; Kiley, K.B.; Ast, K.; Lupu, D.; Norton, S.A.; McMillan, S.C.; Herr, K.; Rotella, J.D.; Casarett, D.J.
Measuring What Matters: Top-Ranked Quality Indicators for Hospice and Palliative Care from the American
Academy of Hospice and Palliative Medicine and Hospice and Palliative Nurses Association. J. Pain
Symptom Manag. 2015, 49, 773–781. [CrossRef] [PubMed]

10. Sudore, R.L.; Lum, H.D.; You, J.J.; Hanson, L.C.; Meier, D.E.; Pantilat, S.Z.; Matlock, D.D.; Rietjens, J.A.C.;
Korfage, I.J.; Ritchie, C.S.; et al. Defining Advance Care Planning for Adults: A Consensus Definition from
a Multidisciplinary Delphi Panel. J. Pain Symptom Manag. 2017, 53, 821–832. [CrossRef] [PubMed]

11. Detering, K.M.; Hancock, A.D.; Reade, M.C.; Silvester, W. The Impact of Advance Care Planning on End of
Life Care in Elderly Patients: Randomised Controlled Trial. BMJ 2010, 340, c1345. [CrossRef] [PubMed]

12. Respecting Patient Choice Program Advance Care Planning. Available online: http://www.respectingpatientchoices.
org.au/background/about-us.html (accessed on 20 March 2018).

13. Romer, A.L.; Hammes, B.J. Communication, Trust, and Making Choices: Advance Care Planning Four Years
on. J. Palliat. Med. 2004, 7, 335–340. [CrossRef] [PubMed]

http://dx.doi.org/10.3322/caac.21349
http://www.ncbi.nlm.nih.gov/pubmed/27253694
http://www.who.int/mediacentre/factsheets/fs297/en/
http://www.who.int/mediacentre/factsheets/fs297/en/
http://dx.doi.org/10.1016/j.maturitas.2016.06.016
http://www.ncbi.nlm.nih.gov/pubmed/27451328
http://dx.doi.org/10.1016/j.jamda.2015.12.017
http://www.ncbi.nlm.nih.gov/pubmed/26861748
http://dx.doi.org/10.1093/ageing/afr148
http://www.ncbi.nlm.nih.gov/pubmed/22156555
http://dx.doi.org/10.1002/pon.3926
http://www.ncbi.nlm.nih.gov/pubmed/26387480
http://dx.doi.org/10.1016/j.jpainsymman.2015.01.012
http://www.ncbi.nlm.nih.gov/pubmed/25697097
http://dx.doi.org/10.1016/j.jpainsymman.2016.12.331
http://www.ncbi.nlm.nih.gov/pubmed/28062339
http://dx.doi.org/10.1136/bmj.c1345
http://www.ncbi.nlm.nih.gov/pubmed/20332506
http://www.respectingpatientchoices.org.au/background/about-us.html
http://www.respectingpatientchoices.org.au/background/about-us.html
http://dx.doi.org/10.1089/109662104773709495
http://www.ncbi.nlm.nih.gov/pubmed/15130214


Geriatrics 2018, 3, 43 10 of 12

14. Mullick, A.; Martin, J.; Sallnow, L. An Introduction to Advance Care Planning in Practice. BMJ 2013,
347, f6064. [CrossRef] [PubMed]

15. Sanders, C.; Rogers, A.; Gately, C.; Kennedy, A. Planning for End of Life Care within Lay-Led Chronic Illness
Self-Management Training: The Significance of ‘Death Awareness’ and Biographical Context in Participant
Accounts. Soc. Sci. Med. 2008, 66, 982–993. [CrossRef] [PubMed]

16. Thomas, K.; Lobo, B. Advance Care Planning in End of Life Care; Oxford University Press: New York, NY, USA,
2011.

17. Danis, M.; Southerland, L.I.; Garrett, J.M.; Smith, J.L.; Hielema, F.; Pickard, C.G.; Egner, D.M.; Patrick, D.L.
A Prospective Study of Advance Directives for Life-Sustaining Care. N. Engl. J. Med. 1991, 324, 882–888.
[CrossRef] [PubMed]

18. Department of Health. End of Life Care Strategy: Promoting High Quality Care for Adults at the End of Their Life;
DH: London, UK, 2008. Available online: https://www.gov.uk/government/uploads/system/uploads/
attachment_data/file/136431/End_of_life_strategy.pdf (accessed on 22 July 2017).

19. Chancellor, L. Mental Capacity Act 2005-Code of Practice. 2007. Available online: https:
//www.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-
act-code-of-practice.pdf (accessed on 20 April 2018).

20. Carter, R.Z.; Detering, K.M.; Silvester, W.; Sutton, E. Advance Care Planning in Australia: What Does the
Law Say? Aust. Health Rev. 2016, 40, 405–414. [CrossRef] [PubMed]

21. Menon, S. The Mental Capacity Act (2008): Code of Practice. Singap. Fam. Physician 2009, 35, 15–18.
22. Laws and Regulations Databases of the Republic of China Patient Autonomy Act. Available online:

http://www.6law.idv.tw/6law/law/%E7%97%85%E4%BA%BA%E8%87%AA%E4%B8%BB%E6%AC%
8A%E5%88%A9%E6%B3%95.htm (accessed on 18 August 2017).

23. In der Schmitten, J.; Lex, K.; Mellert, C.; Rothärmel, S.; Wegscheider, K.; Marckmann, G. Implementing
an Advance Care Planning Program in German Nursing Homes: Results of an Inter-Regionally Controlled
Intervention Trial. Dtsch. Arztebl. Int. 2014, 111, 50–57. [CrossRef] [PubMed]

24. Lin, Y.C.; Hu, W.Y. Implementing and Promoting Advance Care Planning for Community Older Adults.
Hu Li Za Zhi 2016, 63, 13–18. [PubMed]

25. Chan, H.Y.; Pang, S.M. Let Me Talk-an Advance Care Planning Programme for Frail Nursing Home Residents.
J. Clin. Nurs. 2010, 19, 3073–3084. [CrossRef] [PubMed]

26. Yokoya, S.; Kizawa, Y.; Maeno, T. Practice and Perceived Importance of Advance Care Planning and
Difficulties in Providing Palliative Care in Geriatric Health Service Facilities in Japan: A Nationwide Survey.
Am. J. Hosp. Palliat. Care 2018, 35, 464–472. [CrossRef] [PubMed]

27. Ng, R.; Chan, S.; Ng, T.W.; Chiam, A.L.; Lim, S. An Exploratory Study of the Knowledge, Attitudes and
Perceptions of Advance Care Planning in Family Caregivers of Patients with Advanced Illness in Singapore.
BMJ Support. Palliat. Care 2013, 3, 343–348. [CrossRef] [PubMed]

28. Shin, D.W.; Lee, J.E.; Cho, B.; Yoo, S.H.; Kim, S.; Yoo, J.H. End-of-Life Communication in Korean Older Adults:
With Focus on Advance Care Planning and Advance Directives. Geriatr. Gerontol. Int. 2016, 16, 407–415.
[CrossRef] [PubMed]

29. Simón Lorda, P.; Barrio Cantalejo, I.; García Gutiérrez, J.F.; Tamayo Velázquez, I.; Villegas Portero, R.;
Higueras Callejón, C.; Martínez Pecino, F. Interventions for Promoting the Use of Advance Directives for
End-of-Life Decisions in Adults (Protocol). Cochrane Database Syst. Rev. 2008. [CrossRef]

30. Brinkman-Stoppelenburg, A.; Rietjens, J.A.; van der Heide, A. The Effects of Advance Care Planning on
End-of-Life Care: A Systematic Review. Palliat. Med. 2014, 28, 1000–1025. [CrossRef] [PubMed]

31. Cartwright, C.M.; Parker, M.H. Advance Care Planning and End of Life Decision Making.
Aust. Fam. Physician 2004, 33, 815–819. [PubMed]

32. British Medical Association. Parliamentary Brief: End-of-Life Decisions; House of Commons Estimaes Day
Debate; British Medical Association: London, UK, 2016.

33. Emanuel, L.L.; Barry, M.J.; Stoeckle, J.D.; Ettelson, L.M.; Emanuel, E.J. Advance Directives for Medical
Care—A Case for Greater Use. N. Engl. J. Med. 1991, 324, 889–895. [CrossRef] [PubMed]

34. Australian Medical Association. Ama Backs Advance Care Planning by Patients. 2006. Available online:
www.ama.com.au/print/2429 (accessed on 13 April 2018).

http://dx.doi.org/10.1136/bmj.f6064
http://www.ncbi.nlm.nih.gov/pubmed/24144870
http://dx.doi.org/10.1016/j.socscimed.2007.11.003
http://www.ncbi.nlm.nih.gov/pubmed/18158212
http://dx.doi.org/10.1056/NEJM199103283241304
http://www.ncbi.nlm.nih.gov/pubmed/2000110
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/136431/End_of_life_strategy.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/136431/End_of_life_strategy.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf
http://dx.doi.org/10.1071/AH15120
http://www.ncbi.nlm.nih.gov/pubmed/26567895
http://www.6law.idv.tw/6law/law/%E7%97%85%E4%BA%BA%E8%87%AA%E4%B8%BB%E6%AC%8A%E5%88%A9%E6%B3%95.htm
http://www.6law.idv.tw/6law/law/%E7%97%85%E4%BA%BA%E8%87%AA%E4%B8%BB%E6%AC%8A%E5%88%A9%E6%B3%95.htm
http://dx.doi.org/10.3238/arztebl.2014.0050
http://www.ncbi.nlm.nih.gov/pubmed/24612497
http://www.ncbi.nlm.nih.gov/pubmed/27492291
http://dx.doi.org/10.1111/j.1365-2702.2010.03353.x
http://www.ncbi.nlm.nih.gov/pubmed/21040013
http://dx.doi.org/10.1177/1049909117723859
http://www.ncbi.nlm.nih.gov/pubmed/28783959
http://dx.doi.org/10.1136/bmjspcare-2012-000243
http://www.ncbi.nlm.nih.gov/pubmed/24644754
http://dx.doi.org/10.1111/ggi.12603
http://www.ncbi.nlm.nih.gov/pubmed/26459613
http://dx.doi.org/10.1002/14651858.CD007460
http://dx.doi.org/10.1177/0269216314526272
http://www.ncbi.nlm.nih.gov/pubmed/24651708
http://www.ncbi.nlm.nih.gov/pubmed/15532156
http://dx.doi.org/10.1056/NEJM199103283241305
http://www.ncbi.nlm.nih.gov/pubmed/2000111
www.ama.com.au/print/2429


Geriatrics 2018, 3, 43 11 of 12

35. American Medical Association. Opinion 2.225: Optimal Use of Orders-Not-to-Intervene and Advance
Directives. 1998. Available online: www.ama-assn.org/ama1/pub/upload/mm/Code_of_Med_Eth/
opinoion/opinion2225.html (accessed on 21 April 2018).

36. Zager, B.S.; Yancy, M. A Call to Improve Practice Concerning Cultural Sensitivity in Advance Directives:
A Review of the Literature. Worldviews Evid. Based Nurs. 2011, 8, 202–211. [CrossRef] [PubMed]

37. Lin, C.P.; Evans, C.J.; Koffman, J.; Armes, J.; Murtagh, F.; Harding, R.; The Conceptual Models That Underpin
Advance Care Planning for Advanced Cancer Patients and Their Mechanisms of Action: A Systematic
Review of Randomised Controlled Trials. Prospero 2017:Crd42017067628. Available online: http://www.
crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42017067628 (accessed on 10 October 2017).

38. O’Caoimh, R.; Cornally, N.; O’Sullivan, R.; Hally, R.; Weathers, E.; Lavan, A.H.; Kearns, T.; Coffey, A.;
McGlade, C.; Molloy, D.W. Advance Care Planning within Survivorship Care Plans for Older Cancer
Survivors: A Systematic Review. Maturitas 2017, 105, 52–57. [CrossRef] [PubMed]

39. Exley, C.; Allen, D. A Critical Examination of Home Care: End of Life Care as an Illustrative Case.
Soc. Sci. Med. 2007, 65, 2317–2327. [CrossRef] [PubMed]

40. Ke, L.S.; Huang, X.; Hu, W.Y.; O’Connor, M.; Lee, S. Experiences and Perspectives of Older People Regarding
Advance Care Planning: A Meta-Synthesis of Qualitative Studies. Palliat. Med. 2017, 31, 394–405. [CrossRef]
[PubMed]

41. Niranjan, S.J.; Huang, C.S.; Dionne-Odom, J.N.; Halilova, K.I.; Pisu, M.; Drentea, P.; Kvale, E.A.; Bevis, K.S.;
Butler, T.W.; Partridge, E.E.; et al. Lay Patient Navigators’ Perspectives of Barriers, Facilitators and Training
Needs in Initiating Advance Care Planning Conversations with Older Patients with Cancer. J. Palliat. Care
2018, 33, 70–78. [CrossRef] [PubMed]

42. Davies, K.; Collerton, J.C.; Jagger, C.; Bond, J.; Barker, S.A.; Edwards, J.; Hughes, J.; Hunt, J.M.; Robinson, L.
Engaging the Oldest Old in Research: Lessons from the Newcastle 85+ Study. BMC Geriatr. 2010, 10, 64.
[CrossRef] [PubMed]

43. Kiriaev, O.; Chacko, E.; Jurgens, J.D.; Ramages, M.; Malpas, P.; Cheung, G. Should Capacity Assessments Be
Performed Routinely Prior to Discussing Advance Care Planning with Older People? Int. Psychogeriatr. 2018.
[CrossRef] [PubMed]

44. Sharp, T.; Moran, E.; Kuhn, I.; Barclay, S. Do the Elderly Have a Voice? Advance Care Planning Discussions
with Frail and Older Individuals: A Systematic Literature Review and Narrative Synthesis. Br. J. Gen. Pract.
2013, 63, e657–e668. [CrossRef] [PubMed]

45. NHS England Dementia Team and End of Life Care Team. My Future Wishes—Advance Care Planning (Acp) for
People with Dementia in All Care Settings; NHS England Dementia Team and End of Life Care Team: Redditch,
UK, 2018; pp. 1–23.

46. United Nations. Convention on the Rights of Persons with Disabilities; United Nations: New York, NY, USA,
2006; pp. 1–37.

47. Grisso, T.; Appelbaum, P.S.; Hill-Fotouhi, C. The Maccat-T: A Clinical Tool to Assess Patients' Capacities to
Make Treatment Decisions. Psychiatr. Serv. 1997, 48, 1415–1419. [PubMed]

48. Janofsky, J.S.; McCarthy, R.J.; Folstein, M.F. The Hopkins Competency Assessment Test: A Brief Method
for Evaluating Patients’ Capacity to Give Informed Consent. Hosp. Community Psychiatry 1992, 43, 132–136.
[CrossRef] [PubMed]

49. Carney, M.T.; Neugroschl, J.; Morrison, R.S.; Marin, D.; Siu, A.L. The Development and Piloting of a Capacity
Assessment Tool. J. Clin. Ethics 2001, 12, 17–23. [PubMed]

50. Etchells, E.; Darzins, P.; Silberfeld, M.; Singer, P.A.; McKenny, J.; Naglie, G.; Katz, M.; Guyatt, G.H.;
Molloy, D.W.; Strang, D. Assessment of Patient Capacity to Consent to Treatment. J. Gen. Intern. Med.
1999, 14, 27–34. [CrossRef] [PubMed]

51. Sessums, L.L.; Zembrzuska, H.; Jackson, J.L. Does This Patient Have Medical Decision-Making Capacity?
JAMA 2011, 306, 420–427. [CrossRef] [PubMed]

52. Heywood, R. Revisiting Advance Decision Making under the Mental Capacity Act 2005: A Tale of Mixed
Messages. Med. Law Rev. 2015, 23, 81–102. [CrossRef] [PubMed]

53. Tang, S.T.; Liu, T.W.; Liu, L.N.; Chiu, C.F.; Hsieh, R.K.; Tsai, C.M. Physician-Patient End-of-Life
Care Discussions: Correlates and Associations with End-of-Life Care Preferences of Cancer Patients-a
Cross-Sectional Survey Study. Palliat. Med. 2014, 28, 1222–1230. [CrossRef] [PubMed]

www.ama-assn.org/ama1/pub/upload/mm/Code_of_Med_Eth/opinoion/opinion2225.html
www.ama-assn.org/ama1/pub/upload/mm/Code_of_Med_Eth/opinoion/opinion2225.html
http://dx.doi.org/10.1111/j.1741-6787.2011.00222.x
http://www.ncbi.nlm.nih.gov/pubmed/21668736
http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42017067628
http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42017067628
http://dx.doi.org/10.1016/j.maturitas.2017.06.027
http://www.ncbi.nlm.nih.gov/pubmed/28687135
http://dx.doi.org/10.1016/j.socscimed.2007.07.006
http://www.ncbi.nlm.nih.gov/pubmed/17720289
http://dx.doi.org/10.1177/0269216316663507
http://www.ncbi.nlm.nih.gov/pubmed/27515975
http://dx.doi.org/10.1177/0825859718757131
http://www.ncbi.nlm.nih.gov/pubmed/29432705
http://dx.doi.org/10.1186/1471-2318-10-64
http://www.ncbi.nlm.nih.gov/pubmed/20849598
http://dx.doi.org/10.1017/S1041610217002836
http://www.ncbi.nlm.nih.gov/pubmed/29335033
http://dx.doi.org/10.3399/bjgp13X673667
http://www.ncbi.nlm.nih.gov/pubmed/24152480
http://www.ncbi.nlm.nih.gov/pubmed/9355168
http://dx.doi.org/10.1176/ps.43.2.132
http://www.ncbi.nlm.nih.gov/pubmed/1572608
http://www.ncbi.nlm.nih.gov/pubmed/11428151
http://dx.doi.org/10.1046/j.1525-1497.1999.00277.x
http://www.ncbi.nlm.nih.gov/pubmed/9893088
http://dx.doi.org/10.1001/jama.2011.1023
http://www.ncbi.nlm.nih.gov/pubmed/21791691
http://dx.doi.org/10.1093/medlaw/fwu021
http://www.ncbi.nlm.nih.gov/pubmed/25016383
http://dx.doi.org/10.1177/0269216314540974
http://www.ncbi.nlm.nih.gov/pubmed/24965755


Geriatrics 2018, 3, 43 12 of 12

54. Hu, W.Y.; Huang, C.H.; Chiu, T.Y.; Hung, S.H.; Peng, J.K.; Chen, C.Y. Factors That Influence the Participation
of Healthcare Professionals in Advance Care Planning for Patients with Terminal Cancer: A Nationwide
Survey in Taiwan. Soc. Sci. Med. 2010, 70, 1701–1704. [CrossRef] [PubMed]

55. Ke, L.S. Advance Care Planning in Taiwan. Patient Educ. Couns. 2012, 89, 213. [CrossRef] [PubMed]
56. Hsieh, J.G.; Wang, Y.W. Promoting Advance Care Planning in Taiwan—A Practical Approach to Chinese

Culture. BMJ Support. Palliat. Care 2011, 1, 79. [CrossRef]
57. Cheong, K.; Fisher, P.; Goh, J.; Ng, L.; Koh, H.M.; Yap, P. Advance Care Planning in People with Early

Cognitive Impairment. BMJ Support. Palliat. Care 2015, 5, 63–69. [CrossRef] [PubMed]
58. Wang, S.C.; Chang, C.J.; Fan, S.Y.; Wang, Y.W.; Chang, S.C.; Sung, H.C. Development of an Advance Care

Planning Booklet in Taiwan. Tzu Chi Med. J. 2015, 27, 170–174. [CrossRef]
59. Huang, C.H.; Hu, W.Y.; Chiu, T.Y.; Chen, C.Y. The Practicalities of Terminally Ill Patients Signing Their Own

Dnr Orders—A Study in Taiwan. J. Med. Ethics 2008, 34, 336–340. [CrossRef] [PubMed]
60. Menon, S.; Kars, M.; Malhotra, C.; Campbell, A.V.; van Delden, J.J.M. Advance Care Planning in a

Multi-Cultural Family-Centric Community: A Qualitative Study of Healthcare Professionals’, Patients’
and Caregivers’ Perspectives. J. Pain Symptom Manag. 2018, 56, 213–221. [CrossRef] [PubMed]

61. Wang, S.Y.; Chen, C.H.; Chen, Y.S.; Huang, H.L. The Attitude toward Truth Telling of Cancer in Taiwan.
J. Psychosom. Res. 2004, 57, 53–58. [CrossRef]

62. Tsai, D.F. The Bioethical Principles and Confucius’ Moral Philosophy. J. Med. Ethics 2005, 31, 159–163.
[CrossRef] [PubMed]

63. Koay, K.; Schofield, P.; Jefford, M. Importance of Health Literacy in Oncology. Asia-Pac. J. Clin. Oncol. 2012,
8, 14–23. [CrossRef] [PubMed]

64. Christman, J. Relational Autonomy, Liberal Individualism, and the Social Constitution of Selves. Philos. Stud.
Int. J. Philos. Anal. Tradit. 2004, 117, 143–164. [CrossRef]

65. Dove, E.S.; Kelly, S.E.; Lucivero, F.; Machirori, M.; Dheensa, S.; Prainsack, B. Beyond Individualism: Is There
a Place for Relational Autonomy in Clinical Practice and Research? Clin. Ethics 2017, 12, 150–165. [CrossRef]
[PubMed]

66. Yang, H.I. Law and Autonomy: Reflections on What Role Should and Could the Law Play in Bioethics?
In Proceedings of the 12th World Conference Bioethics, Medical Ethics and Health Law, Limassol, Cyprus,
21–23 March 2017.

© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/j.socscimed.2010.02.011
http://www.ncbi.nlm.nih.gov/pubmed/20347198
http://dx.doi.org/10.1016/j.pec.2012.06.006
http://www.ncbi.nlm.nih.gov/pubmed/22766451
http://dx.doi.org/10.1136/bmjspcare-2011-000053.47
http://dx.doi.org/10.1136/bmjspcare-2014-000648
http://www.ncbi.nlm.nih.gov/pubmed/25336042
http://dx.doi.org/10.1016/j.tcmj.2015.07.003
http://dx.doi.org/10.1136/jme.2007.020735
http://www.ncbi.nlm.nih.gov/pubmed/18448711
http://dx.doi.org/10.1016/j.jpainsymman.2018.05.007
http://www.ncbi.nlm.nih.gov/pubmed/29775694
http://dx.doi.org/10.1016/S0022-3999(03)00566-X
http://dx.doi.org/10.1136/jme.2002.002113
http://www.ncbi.nlm.nih.gov/pubmed/15738437
http://dx.doi.org/10.1111/j.1743-7563.2012.01522.x
http://www.ncbi.nlm.nih.gov/pubmed/22369440
http://dx.doi.org/10.1023/B:PHIL.0000014532.56866.5c
http://dx.doi.org/10.1177/1477750917704156
http://www.ncbi.nlm.nih.gov/pubmed/28989327
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Development of ACP 
	Definition and Meaning of ACP 
	Development and Legislation of ACP in the World 
	General Introduction of Current Research on ACP in the World 

	Impact of ACP for Older People with Cancer 
	Facilitators and Barriers for ACP among Patients with Cancer or Older Adults 
	Mental Capacity as a Special Concern in ACP for Older People with Cancer 
	Meaning of Mental Capacity and Principles to Protect a Person’s Right on Decision Making 
	ACP for People with Potentially Deteriorating or Fluctuating Mental Capacity 
	How Should Capacity Be Assessed? 


	Challenges of Promoting and Implementing ACP in Asia: Taiwan and Singapore as Examples 
	Cultural Adaptation for the Concept of ACP and EOL Discussion 
	Involvement of Families and Physicians in ACP Is Crucial 
	Relational Autonomy as a Practical Approach in Asia 
	Different Legislation Underpinning ACP in Asia 

	Recommendation 
	Conclusions 
	References

