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Abstract: Advance directives (ADs) have been legislated in many countries to protect patient
autonomy regarding medical decisions at the end of life. China is facing a serious cancer burden and
cancer patients’ quality at the end of life should be a concern. However, limited studies have been
conducted locally to gather information about attitudes toward ADs. The purpose of this study was to
investigate the attitudes of Chinese cancer patients and family caregivers toward ADs and to explore
the predictors that are associated with attitudes. The study indicated that although there was low
awareness of ADs, most cancer patients and family caregivers had positive attitudes toward ADs after
related information was explained to them. Participants preferred to discuss ADs with medical staff
when they were diagnosed with a life-threatening disease. Preferences for refusing life-sustaining
treatment and choosing Hospice-Palliative Care (HPC) at the end of life would increase the likelihood
of agreeing with ADs. This suggests that some effective interventions to help participants better
understand end-of-life treatments are helpful in promoting ADs. Moreover, the development of HPC
would contribute to Chinese cancer patients and family caregivers agreeing with ADs.
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1. Introduction

Over the past six years, Chinese society has been discussing and debating the necessity of advance
directives (ADs) in Mainland China. An advance directive is an umbrella term that includes living
wills, durable power of attorney for health care, or combinations of both [1]. A living will is a written
document to inform others what type of medical care patients wish to receive when they become
terminally ill or permanently unconscious. A durable power of attorney for health care, also known
as a health care proxy, is a document in which a patient appoints another person to make medical
treatment decisions for him. ADs document patients’ preferences for end-of-life decisions, based on
patient autonomy and self-determination. Many countries have already developed legislation for ADs,
such as the United States [2], the United Kingdom [3], Germany [4], and particularly Singapore and
Taiwan, which have traditional cultures similar to those of China. In Singapore, the Advance Medical
Directives (AMD) Act was passed in 1996. This act established that anyone residing in Singapore who
was at least 21 years of age and of sound of mind could sign an AMD [5]. In Taiwan, the Statute for
Palliative Care was enacted in 2000 to provide patients and their family surrogates with the right to
make do-not-resuscitate (DNR) decisions [6]. However, the development of ADs in mainland China
has been very slow, and there is no case law regarding the validity of an advance directive.
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The “World Cancer Report 2014”, published by the World Health Organization: (WHO), claimed
that in 2012, nearly half of all new cancer cases worldwide occurred in Asia and most of those
individuals lived in China [7]. The Annual report on the status of cancer in China (2010) also indicated
that China was facing a serious cancer burden and prevention and control should be enhanced [8].
The absence of ADs may lead to unwanted aggressive treatment after a patient’s decision-making
ability has been lost [9], and this unwanted aggressive care has been associated with poorer end-of-life
quality and could [10] even influence the cost of terminal hospitalization [11]. Thus, ADs are an
essential tool to record and respect patient’s preferences for end-of-life treatment.

At present, legal and ethical aspects are the focus of attention in discussions about ADs in
mainland China. However, limited quantitative studies have been conducted locally to gather
information on attitudes and perceptions toward ADs. Although some related studies have been
conducted in Hong Kong, Taiwan and a few Chinese-American communities, it may not be suitable to
apply their findings to the local context on the Chinese population in the wake of industrialization
and aging.

The objects of this study were to assess the attitudes and perceptions toward ADs among cancer
patients and family caregivers and to investigate the predictors that are associated with those attitudes.

2. Materials and Methods

2.1. Participants and Data Collection

Face-to-face interviews were conducted using a structured questionnaire. We recruited
participants by convenience sampling from inpatients at seven organ-specific departments
(i.e., stomach, lung, liver, colorectum, breast, uterus, and nasopharynx) in the Sun Yat-sen University
Cancer Center (SYSUCC). SYSUCC is the largest integrated cancer center in the whole of Southern
China for cancer care, education, research and prevention. Seven trained nurses from those
departments were employed to give an information letter and a consent form to eligible cancer patients
and family caregivers. In addition, they also conducted the interview and recorded participants’
responses after recruitment. Patients were identified by medical records, and family caregivers
were identified by having consented to participate in this research. They were recruited separately.
The inclusion criteria for cancer patient were: (1) age above 18 years old; (2) had a verified cancer
diagnosis; (3) a level of alertness that permitted participation in an interview of 15–25 min; (4) ability
to understand Chinese; and (5) providing written informed consent. Family caregivers, defined as
a patient’s spouse, adult child, sibling, parent, and other relative, must be 18 years of age or older,
be identified as a main caregiver who provided informal care to a cancer patient, and have consented
to participate in this research. The exclusion criteria for participants were the presence of a known
severe mental disorder and not being well enough to complete the questionnaire.

The interviews were conducted for cancer patients at the bedside, and for family caregivers
in the lounge area. Data collection took place between February 2016 and March 2016. This study
was approved by the ethics committee of Sun Yat-sen University Cancer Center (B2016-003-01) and
performed in accordance with the Declaration of Helsinki. The purpose and procedure of the study
were carefully explained before participants were interviewed. Informed consent was obtained
via signature to ensure that each respondent would participate in the study on a voluntary basis.
They were also assured of anonymity and were given the right to withdraw from the interview
whenever necessary.

2.2. Measurements

We developed a structured questionnaire to explore the attitudes of cancer patients and family
caregivers toward advance directives. The questionnaire was modified from the measurement
instrument created by Akabayashi et al. [12]. Two items about organ donations were deleted and three
items about family functioning and Hospice-Palliative Care were added based on the consideration of
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Chinese traditional culture and poor prognosis in cancer patients. Ultimately, 20 items were used to
measure the participants’ attitudes regarding ADs. The questionnaire’s reliability and content validity
were established through a pilot test-retest and by an expert panel before the survey was conducted.
The panel members were experts in end-of-life care and ADs and represented the disciplines of nursing,
law and bioethics.

The questionnaire was divided into three categories: (1) socio-demographic characteristics
(11 items): (sex, age, marital status, annual income, education level, religiousness, living area, living
arrangement, family functioning, duration of cancer and awareness of ADs); (2) attitudes of the
participants toward ADs (one item), and perceptions of ADs (four items): the optimal timing of ADs,
degree of leeway regarding patients’ ADs, the optimal role to communicate about ADs and attitudes
toward legalization; (3) opinions on end-of-life decisions (four items), such as disclosure of terminal
illness, life-sustaining treatments and Hospice-Palliative Care (HPC).

The APGAR questionnaire assesses family functioning in five dimensions: Adaptation,
Partnership, Growth, Affection, and Resolve. The Chinese version of the Family APGAR Index
(C-APGAR) is based on the original version developed by Smilkstein [13]. Each item is scored on a
three-point scale (0 = hardly ever, 1 = sometimes, 2 = almost always). The sum of the five is the total
score (range = 0–10). High scores indicate good family support. It has been found to be a reliable
tool when used with cancer patients, with an alpha coefficient of 0.88 reported in a study of bone
marrow transplant survivors [14], and was used to measure the family function as one of the risk
factors associated with depression in a large-scale representative Taiwanese adolescent population [15],
its Cronbach’s alpha was 0.843 and two-week test-retest reliability was 0.724. The internal consistency
coefficient was 0.69 in the present study.

To explore participants’ preferences regarding Hospice-Palliative Care (HPC), we adopted a
conceptual framework from previous studies [16–18]. In recruitment, each of participants was provided
a booklet for describing the concept and goal of HPC. In addition, our interviewers would give detailed
explanations to participants if they had any question regarding HPC. Participants were asked about
their opinions regarding HPC in two sentences which followed the guidelines of American Academy
of Hospice and Palliative Medicine (AAHPM) [19] and was reviewed by the expert panel: (1) HPC
could provide relief from pain and other distressing symptoms, and improve the quality of life
of terminal cancer patients; and (2) HPC is a better choice than aggressive treatment for terminal
cancer patients. The response format used a three-point Likert scale with “agree”, “no preference”,
and “disagree”. The two items’ consistency coefficient was 0.76. The similar statements were used to
examine the American community-dwelling older adults’ desire for hospice care and beliefs about
the type of care hospice provides, and its Cronbach’s alpha was 0.74 [18]. Those were also used with
an alpha coefficient of 0.87, to solicit professionals’ perceptions of the barriers to HPC, and to relate
their perceptions about advance directives to their perceived obstacles to HPC [17]. Opinions about
life-sustaining treatment were measured by making a choice when given the following situation: if you
were diagnosed as having an incurable and irreversible illness, disease, or condition, what would be
your choice about life-sustaining treatment in the dying stage? The possible answers included: request,
refuse and leave to other people to decide. The items’ consistency coefficient was 0.73 in this study.

A total of 20 questions were asked to obtain participants’ attitudes regarding ADs. Most of
questionnaire items were put to cancer patients and family caregivers similarly.

2.3. Statistical Analysis

Descriptive statistics were used to calculate the means and the standard deviations of the
continuous variables and percentages and frequencies of the categorical variables. In order to
examine the differences of the proportion in participants’ attitudes and perceptions toward ADs,
the Chi-square test was applied. Bivariate analyses were used to test associations with attitudes toward
ADs. To find out which of the socio-demographic characteristics and preferences variables can be used
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as independent predictors for the attitudes toward ADs, We next performed a multivariate analyses.
Odds ratios (ORs) and their associated 95% confidence intervals (CIs) were calculated accordingly.

All p-values less than 0.05 for two-tailed test were regarded as statistically significant.
The statistical software SPSS for Windows version 20.0 (SPSS Inc., Chicago, IL, USA) was used
for all data analysis.

3. Results

3.1. Characteristics of the Study Subjects

We interviewed a total of 424 participants, including 209 cancer patients and 215 family caregivers.
The participants’ characteristics are presented in Table 1. Most of the participants were married and
lived with their families. Seventy-five percent of participants were nonreligious, and only a minority
(9%) had annual income over US $13,000.

Table 1. Characteristics of the study subjects.

Characteristics Total (n = 424) Patients (n = 209) Family Caregivers (n = 215)

Gender, n (%)
Male 229 (54.0) 111 (53.1) 118 (54.9)

Female 195 (46.0) 98 (46.9) 97 (45.1)

Age group, n (%)
<45 years 198 (46.7) 43 (20.6) 155 (72.1)
≥45 years 226 (53.3) 166 (79.4) 60 (27.9)

Education level, n (%)
Junior school or less 184 (43.4) 113 (54.1) 71 (33.1)

Senior school 143 (33.7) 66 (31.6) 77 (35.8)
College or higher 97 (22.9) 30 (14.3) 67 (31.2)

Annual income in US $, n (%)
<3500 193 (45.5) 96 (45.9) 97 (45.1)

3500–13,000 192 (45.3) 99 (47.4) 93 (43.3)
>13,000 39 (9.2) 14 (6.7) 25 (11.6)

Marital Status, n (%)
Married 326 (76.9) 165 (78.9) 161 (74.9)

Single, Bereaved, Divorced 98 (23.1) 44 (21.1) 54 (25.1)

Religiousness, n (%)
Religious 106 (25.0) 52 (24.9) 54 (25.1)

Nonreligious 318 (75.0) 157 (75.1) 161 (74.9)

Living area, n (%)
Urban 107 (25.2) 65 (31.1) 42 (19.5)

Suburban 196 (46.2) 78 (37.3) 118 (54.9)
Rural 121 (78.5) 66 (31.6) 55 (25.6)

Living with family, n (%)
Yes 323 (76.2) 181 (86.6) 142 (66.0)
No 101 (23.8) 28 (13.4) 73 (34.0)

Duration of cancer a, n (%)
<3 years 252 (59.43) 174 (83.25) 78 (36.3)
≥3 years 172 (40.57) 35 (16.75) 137 (63.7)

Awareness of ADs b, n (%)
Unaware 365 (86.08) 183 (87.56) 182 (84.6)

Aware 59 (13.92) 26 (12.44) 33 (15.4)

Family APGAR, Mean ± SD c 7.69 ± 1.05 7.29 ± 1.04 8.07 ± 0.91
a For patients, “Duration of cancer” means time since their initial cancer diagnosis. For family caregiver,
“Duration of cancer” means time since their family member’s initial cancer diagnosis rather than themselves;
b ADs = advance directives; c SD = standard deviation.

3.2. Attitudes and Perceptions toward Advance Directives

Participants’ responses to these questions are shown in Table 2. Most participants (74%) agreed
with advance directives (ADs). More than 80% answered that “when they were diagnosed with a
life-threatening disease” was the optimal time for completing ADs, and less than 10% answered “when
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healthy”. An overwhelming majority (>85%) thought that the optimal role to communicate about
ADs with was a medical staff member. Additionally, 72% of participants claimed that if they had
created an AD, they would like to be treated according to their ADs “as much as possible”; only 6%
responded with “in absolute accordance”, and 22% indicated “just as a reference”. Furthermore, 71%
of participants agreed with the legalization of ADs. Regarding the items described above, there were
no statistically significant differences among cancer patients and family caregivers.

Table 2. Participants’ attitudes and perceptions toward ADs.

Variables Total (n = 424) Patients (n = 209) Family Caregivers
(n = 215) p

Attitudes toward ADs, n (%) 0.549
Disagree 111 (26.2) 52 (24.9) 59 (27.4)

Agree 313 (73.8) 157 (75.1) 156 (72.6)

The optimal timing of ADs, n (%) 0.665
No idea 25 (5.9) 12 (5.7) 13 (6.4)

When diagnosed with a life-threatening disease 357 (84.2) 179 (85.7) 178 (82.8)
When healthy 42 (9.9) 18 (8.6) 24 (11.2)

Degree of leeway regarding patients’ ADs, n (%) 0.085
In absolute accordance 25 (5.9) 15 (7.2) 10 (4.7)

As much as possible 304 (71.7) 156 (74.6) 148 (68.8)
Just as a reference 95 (22.4) 38 (18.2) 57 (26.5)

The optimal role to communicate about ADs, n (%) 0.084
The health care proxy 5 (1.2) 5 (2.4) 0 (0)

Family members or relatives 55 (13.0) 27 (12.9) 28 (13.0)
Medical staff 364 (85.8) 177 (84.6) 187 (87.0)

Attitudes toward legalization, n (%) 0.893
Disagree 123 (29.0) 60 (28.7) 63 (29.3)

Agree 301 (71.0) 149 (71.3) 152 (70.7)

3.3. Factors Associated with the Participants’ Attitudes toward ADs

Not living with family was a characteristic more predominantly found among those with positive
attitudes toward ADs than those with negative attitudes. No differences in gender, age group,
education level or other characteristics were observed between the two groups with different attitudes
(Table 3). In addition, except for the opinion on whether HPC can provide relief from pain and improve
the quality of life for terminal cancer patients, the distributions of other attitude variables were different
between the group that agreed with ADs and the group that disagreed with ADs, as shown in Table 4.

Table 3. Characteristics associated with participants’ attitudes toward ADs.

Variables
Attitudes

p
Agree with ADs (n = 313) Disagree with ADs (n = 111)

Group, n (%)
Patients 157 (50.2) 52 (46.8)

Family caregivers 156 (49.8) 59 (53.2) 0.549

Gender, n (%)
Male 168 (53.7) 61 (55.0)

Female 145 (46.3) 50 (45.0) 0.816

Age group, n (%)
<45 years 139 (44.4) 59 (53.2)
≥45 years 174 (55.6) 52 (46.8) 0.113

Education level, n (%)
Junior school or less 133 (42.5) 51 (45.9)

Senior school 107 (34.2) 36 (32.4)
College or higher 73 (23.3) 24 (21.6) 0.817
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Table 3. Cont.

Variables
Attitudes

p
Agree with ADs (n = 313) Disagree with ADs (n = 111)

Annual income in US $, n (%)
<3500 136 (43.5) 57 (51.4)

3500–13,000 149 (47.6) 43 (38.7)
>13,000 28 (8.9) 11 (9.9) 0.269

Marital Status, n (%)
Single, Bereaved, Divorced 77 (24.6) 21 (18.9)

Married 236 (75.4) 90 (81.1) 0.222

Religiousness, n (%)
Nonreligious 228 (72.8) 90 (81.1)

Religious 85 (27.2) 21 (18.9) 0.085

Living area, n (%)
Urban 85 (27.2) 22 (19.8)

Suburban 144 (46.0) 52 (46.8)
Rural 84 (26.8) 37 (33.3) 0.226

Living with family, n (%)
No 85 (27.2) 16 (14.4)
Yes 228 (72.8) 95 (85.6) 0.007

Duration of cancer, n (%)
<3 years 175 (55.9) 77 (69.4)
≥3 years 138 (44.1) 34 (30.6) 0.013

Awareness of ADs, n (%)
Unaware 259 (82.7) 106 (95.5)

Aware 54 (17.3) 5 (4.5) 0.001

Family APGAR, Mean ± SD 7.52 (1.01) 8.16 (1.01) <0.001

Table 4. Opinions on end-of-life decisions associated with participants’ attitudes toward ADs.

Variables
Attitudes

p
Agree with ADs ( n = 313) Disagree with ADs ( n = 111)

Disclosure of terminal illness a

Disagree 241 (77.0) 106 (95.5)
Agree 72 (23.0) 5 (4.5) <0.001

Opinion on whether HPC b can provide
relief from pain and improve the quality of

life for terminal cancer patients
No preference 21 (6.7) 14 (12.6)

Agree 292 (93.3) 97 (87.4) 0.052

Opinion on whether HPC is a better choice
for terminal cancer patients

No preference 58 (18.5) 35 (31.5)
Agree 255 (81.5) 76 (68.5) 0.004

Opinions on whether use life-sustaining c

treatment at patients’ end of life
Request 21 (6.7) 36 (32.4)
Refuse 122 (39.0) 6 (5.4)

Leave to others d to decide 170 (54.3) 69 (62.2) <0.001
a “Disclosure of terminal illness” is defined as truth-telling to incurable cancer patients with diagnosis, treatment
and prognosis; b HPC = hospice-palliative care; c Opinions about life-sustaining treatment” is described as:
If you were diagnosed as having an incurable and irreversible illness, disease, or condition, what would be
your choice about life-sustaining treatment in the dying stage? d “Other people” here was primarily described
as a participant’s spouse, adult child, sibling, parent, or other relative.
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3.4. Predictors of the Participants’ Attitudes towards ADs

Univariate and multivariate analyses to predict attitudes of participants toward ADs are presented
in Table 5. Data analysis showed that not living with family, longer duration of cancer, agreeing with
terminal illness disclosure, having heard of ADs, preferring life-sustaining treatment, agreeing that
HPC is a better choice than aggressive treatment for terminal cancer patients, and lower family
APGAR scores were independent variables that predicated the positive attitudes of participants.
For example, participants who had heard of ADs before were 5.94 times more likely to agree with ADs
compared to those who had not heard of them (adjusted odds ratio (AOR): 5.94; 95% CI: 1.83, 19.27),
and participants who lived with family were 72% less likely to agree with ADs compared to those not
living with family (AOR: 0.27; 95% CI: 0.12, 0.59). Similarly, compared with participants who preferred
to request life-sustaining treatment, those who refused were 38.21 times more likely to agree with ADs
(AOR: 38.21; 95% CI: 11.82, 123.54).

Table 5. Logistic regression analysis of independent predictors of attitudes toward ADs
(agree vs. disagree).

Variables
Univariate Analysis Multivariate Analysis

OR (95% CI) p AOR (95% CI) p

Living with family (yes vs. no) 0.45 (0.25, 0.81) 0.007 0.27 (0.12, 0.59) 0.001
Duration of cancer, years (≥3 years vs. <3 years) 1.79 (1.13, 2.83) 0.013 2.06 (1.10, 3.83) 0.023

Disclosure of terminal illness (yes vs. no) 6.33 (2.49, 16.13) <0.001 5.72 (1.98, 16.56) 0.001
Family APGAR a 0.50 (0.39, 0.65) <0.001 0.65 (0.48, 0.89) 0.006

Awareness of ADs (aware vs. unaware) 4.42 (1.72, 11.37) 0.001 5.94 (1.83, 19.27) 0.003

Opinions on whether use life-sustaining treatment
at patients’ end of life

Request 1.00 1.00
Refuse 34.86 (13.08, 92.92) <0.001 38.21 (11.82, 123.54) <0.001

Leave to others to decide 4.22 (2.30, 7.75) <0.001 4.37 (2.06, 9.26) <0.001
Opinions on whether HPC is a better choice for

terminal cancer patients
(agree vs. no preference)

2.03 (1.24, 3.31) 0.004 2.68 (1.31, 5.46) 0.007

a Family APGAR includes five dimensions, each of them is scored on a three-point scale (0 = hardly ever,
1 = sometimes, 2 = almost always). The sum of the five is the total score (range = 0–10); ROR = odds ratio;
AOR = adjusted odds ratio; CI = confidence intervals.

4. Discussion

This study provides valuable insights into the attitudes and perceptions of Chinese cancer
patients and family caregivers toward ADs, especially given the limited research in mainland China.
In the study, most of the participants (86.1%) had never heard of ADs before this survey, but after
being informed of the concept, almost three-quarters of them showed positive attitudes toward ADs.
The results are similar to those of another study, which found 92.7% of Korean patients and family
caregivers agreed with ADs and only 16.2% of them heard of the terms [20]. Chu L et al. also found
that after explaining the concept of ADs, 88.0% of Chinese nursing home residents in Hong Kong
agreed that it would be good to have an advance directive to express their preferences for end-of-life
care decisions [21]. These findings are somewhat inconsistent with a previous study showing that
non-western racial groups were less likely than western populations to support ADs [22,23]. China’s
modernization during the past three decades (1978–2008) has had a great impact on the changes
in Chinese behaviors and values. It appears that an individualistic self-determination has been on
the rise in China [24]. Thus, there is a growing concern about respect for patient autonomy and
self-determination. Additionally, the lack of awareness about ADs in this study also suggests the need
for enhancing public education programs. Various means of promoting ADs should also be a topic of
further investigation.
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Our study revealed that many participants (71.0%) agreed with legislation regarding ADs.
This proportion was much higher than the 49% found in another study about Hong Kong Chinese
elders [25], but is consistent with a previous study by Ivo and his partners, where 79.3% of cancer
patients acknowledged the need for a legally authorized “ADs” for medical decision-making if they
became unconscious or could not communicate [26]. Although there is no law regarding ADs in China,
the participants showed openness to ADs after the concept was explained to them. Furthermore,
our data showed that most participants (87.6%) emphasized the binding force of an AD, but only
5.9% responded with “in absolute accordance”. The proportion is lower than 39% in the study by
Sehgal et al. [27] and 13.2% in another study by Akabayashi et al. [12]. Because an AD is not a
mandatory document in China, it is not surprising that the percentage of people who wish their ADs
to be followed strictly is relatively lower.

In the study, participants tended to regard diagnosis with a life-threatening disease as an optimal
time for completing ADs, perhaps because people who describe their health as poor or who become ill
are more likely to think about their end-of-life treatments and consider completing ADs. Although
other studies have found that a family member was the most common person to communicate
with about ADs in patients in countries with East Asian cultures [28,29], this study indicated that
participants tended to regard medical staff as the optimal role to communicate with about ADs.
This conclusion also supports the findings of previous studies [30–32]. Van Oorschot et al. [32] reported
that nearly half of cancer patients considered ADs as a door for better patient-physician communication.
Pollack et al. [30] demonstrated that most Maryland adults had a preference for end-of-life care and
wanted to discuss these issues with their physicians. Sahm et al. [31] found that oncologists should
initiate a discussion about an AD when the course of the illness seems to make this appropriate.
Hence, patients and family caregivers usually expect that their physicians should take the initiative
in addressing the topic of ADs [33,34], and when medical staff have communicated with patients,
they have been more likely to complete ADs [35,36].

Multivariate analysis revealed approximately seven factors associated with participants’ attitudes
toward ADs. The strongest predictor for agreeing with ADs was refusing life-sustaining treatment
at the end of life; this finding is consistent with previous studies [12,20,25]. Those who do not prefer
life-sustaining treatment may be concerned that, if they do not express their wishes via an AD, it is
possible that the family would choose life-sustaining treatment for them out of love. In this regard,
providing sufficient information about life-sustaining treatment to patients and their family members
is important to help patients assess their end-of-life preferences [37]. Two other independent predictors
included having heard of ADs and preferring disclosure of terminal illness, which suggests that when
people have sufficient knowledge about the possible options for end-of-life treatment, they can make
good decisions based on their wishes [38]. In addition, a duration of cancer of more than three years
would cause cancer patients and family caregivers to pay more attention to end-of-life treatment and
to have more chances to communicate about this issue, which could contribute to the completion
of ADs [32]. Living with family and higher family APGAR scores were risk predictors for positive
attitudes toward ADs. This indicates that individuals with better-functioning family were less likely to
prefer ADs, which is consistent with previous studies [20,39]. This is because the family is the smallest
unit of identity in Chinese traditional culture, and patients often choose their children or spouse as
a proxy to make decisions for them [6,26]. Therefore, although it appears that emerging sociological
changes in family dynamics have increased individualism in patients’ autonomy [40], family still plays
an important role in decisions at a patient’s end of life in China. The last predictor was supporting
HPC as a better choice than aggressive treatment for terminal cancer patients. Several studies showed
that many patients with terminal illnesses preferred to choose palliative care to relieve symptoms,
improve their quality of life, and strive for a peaceful death [41,42]. In this regard, patients need ADs
to refuse aggressive treatment and instead choose HPC to make themselves comfortable at the end of
their life.
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5. Conclusions

We found that although there was low awareness of ADs, most cancer patients and family
caregivers had positive attitudes toward ADs after related information was explained to them.
This suggests that some effective interventions to help participants understand end-of-life treatments
better are helpful in promoting ADs in China. Participants in this study preferred to discuss end-of-life
treatment with medical staff when they became worse. In addition, this study revealed there was a
strong need for legal measures in setting up an AD. The results were also able to delineate seven factors
significantly associated with positive attitudes. Preferences for refusing life-sustaining treatment
and choosing HPC at end of life would increase the likelihood of agreeing with ADs. Therefore,
the promotion of ADs among cancer patients in China should act in concert with the development
of HPC.

There are several limitations of this study, and, therefore, the findings should be interpreted with
caution. First, we used a convenience sample of participants in a single cancer center. Thus, their views
may not represent the general population of cancer patients and family caregivers in China. Second,
the findings are susceptible to non-respondent bias because data were collected from respondents who
agreed to participate. Third, although we used a questionnaire modified from previous studies and
tested its reliability and validity carefully before conducting the interview, some measures’ reliabilities
such as the Family APGAR were low in our study. In addition, since APGAR is only a screening tool,
the assessment of family functioning might therefore be subject to measurement errors. Next we will
make some modifications and refine this survey instrument, and then conduct additional research
with a large national sample of cancer patients and family caregivers in China to verify the current
findings further.
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