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Round 2 % DIEIER HAZE

capacityf#f to identify their values,
to reflect upon the meanings and
consequences of serious 1illness
scenarios, to define goals and
preferences for future medical
treatment and care, and to discuss
these with family and/or other
closely related personsT, and
health—care providers. ACP addresses
individuals’ concerns across the
physical, psychological, social, and
spiritual domains. It encourages
individuals to identify a personal
representative § and to record and
regularly review any preferences, so
that their preferences can be taken
into account should they, at some
point, be unable to make their own

decisions.

DEFINITIONS T
Extended definition: Advance care
planning is a process that enables
individuals who have decisional
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EREIOBIND, (1 [EIHOFEOREA
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Brief  definition: Advance care
planning is a process that enables
individuals to identify their
values, to define goals and
preferences for future medical
treatment and care, to discuss these
values, goals and preferences with

family and/or other closely related
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persons T, and health—care

providers, and to record and review

these preferences if appropriate.

FHOREDKER : 5B 5/ THLED
EH 78% ; HHRAE 2 ; TQR 1)

RECOMMENDED ELEMENTS OF ACP

ACP IZEAL THERR SN B ER

[New item] 1. ACP is appropriate for

ACP IZEEICHEETH A N HLEYTTH

both patients and healthy B .

o %,  CHHERB)

individuals.

2. The individual’ s preferences | ACPIZDOWTEDRETFELE I N, I2ive

should be explored to the extent to

which ACP is discussed, as well as

FELEIMIZONWT, KANOEREZED
RETHD, ([FHOPFHEDKER : 95

who to include in the ACP |95/ THZEHESH 79% ; FfE 2 ;
discussions. IQR 1)
3. The ACP process includes an |ACP @7 ua-t& A2, ACPI{ZDOWTAHRAN

exploration of the understanding of
ACP among the individual and the
family and/or other closely related
persons T if the individual allows,
and an explanation of the aims,
elements, benefits, and limitations
of ACP, as well as its legal status,

if necessary.

EDXIITHMEL TWDH, RKADTHE
D EFHRI LW AL T3 ACP & ED
LML W AN EEL L L, &
BT, ACP D HI, L, FIAE, RA. B
KO E e B 1EZ OIERALE D ITFIZ O
TatAT 2 ZenaEnsd,  (LEHOH
HEOME 2205/ ThbE D
82% ; UM 2 ; IQR 1)

4. ACP should be adapted to the

individual’ s readiness to engage in
and if allowed by
the family and/or

the ACP process,
the individual,
other closely related persons T may
also engage in the ACP process. (no

change)

ACP X, RAMNACP 29T 7 e ) 2
ZADEEFIZHOE TN D& ThH
0. RADTRETIVUEFEBELIT LD A X
TAONACP DFELEWE & HITITH Z &N
T&5, (FHORHEDOHKE : 25HED
/ETHEDED 92% ; HUfE 1 IQR
1, ZH7RL)

5. ACP includes the exploration of
health-related experiences,

knowledge, concerns and personal

values of the individual across the
social and

physical, psychological,

spiritual domains

ACPIZiZ, ARANDREFRIZEE 5 f88R, 0
. X300 EAMMERL A, BK
By, LER, BB XA ) Fa 7
NIAEN IR HHET 5 Z E DN EEN
%5, (QEBOREOMRER : 2 H/L
THEIES 79% ; F4E 25 QR 1)




6. ACP includes exploring goals and
preferences for future medical

treatment and care.

ACPIZIZ, RO E 7RG 7 T 1D
WTOHBESCENARRET 5 ENEE
nd, (EHOREDHRER : 2585/
ETHZESED 91%; FRfE 1; IQR 1)

7. Where appropriate, ACP includes
information about diagnosis, disease
course, prognosis, advantages and
disadvantages of possible treatment

and care options. (no change)

ACP IZiX, WX OZEr, i, 5w/ T
. B ONDIRRET T ORI R & R
IZOWTOFERPLEIIL U TEEN
5, (IEHOREEDRRE : 28 H/L
THEIHED 84% ; FfE 1; IQR 1; &
B2 L)

8. ACP includes clarification of
goals and preferences for future
medical treatment and care according
to the individual’'s degree of
readiness; if appropriate, ACP
includes an exploration to the
extent to which these goals and

preferences are realistic.

ACPIZiX, RADKFFH DHEHIZIL LT,
FFRDIGHESS 7 7 O B HESCE 17 2 WAL
THZENEEND, WERGEITIE,
26O HEESCE N & ORETLIEN 72
LOTHLINORFETHZ L bET,
(1FEHOREDFRER : 25- 5/ TH
Z 55 86% ; HUHfE 2 ; IQR 1)

9. ACP includes discussing the
option and the role of the personal
representative §, who might act on
behalf of the individual when he or
she loses decisional capacity,
according to relevant laws or social

conventions in each region.

ACPIZIE, REEASZA L TR Z LN
TE5Z 0, READOEENZOWTEE

LAY ZeEnEEND, REANX. AN
WEIRERE) & Ko T2 BT, IERHS
FIEEIZ L2 > T, AADORDY 213
IS anb s,  (1[EHOHEDRAE
OIS/ ETHEIES T6% ; HIE
2; IQR 1)

10. Where local laws and conventions
apply, ACP discussion includes an
exploration of the degree of leeway
in decision making the personal
representative § makes on behalf of
the individual when he or she loses

decisional capacity.

EHEERVEEIC BT 5% 6. ACP I
. RADPEERERNZ RS T-RE, R
A § BDARANORDICEBRETHN
Be EOBREEFELTH IOV T
Mo &2805, (1EHOHED
FER IS /ETHLEHES 8% ;
JfE 2 ; IQR 1)




11. ACP  might include  the \ .
. ACPIZiZ, 1REEA § D4 &= D4 % L
appointment of a personal
. FZL TR ZLzadThi, 1H
representative (s) § and the . ) o }
. HOREDRR : 5B/ ThEH A
documentation of such an | _
, 5 82% ; RAE 2 ; IQR 1)
appolntment.
. C o |ACP T, ERHSEEIC LN - T,
12. ACP includes providing

information about the option and
role of an advance directive Y, and
might include its completion
according to relevant laws or social

conventions in each region.

Hpj¥sRZE (advance directive) Y &3
WL CBEBRERLLZ L L, EDK
FNCONWTOFREIEAD 2 & aaie,
FAHE R FLFER T2 2LE2BATH X
VW, (A EIEBOFAEDORER . 225/ &
THT O/ 4% ; FRAE 2 5 TQR 2)

13. The content of ACP discussions

is encouraged to be documented every

ACP DEELEWVONEIL., KADFRED L
Lo, mREIEEETDHZENT IO LI

time with permission of thel| b, (A RHOHFHEOHRE . #5E5/&
individual. THZIHES 1% ; FRAE 2 ; IQR 2)
14. ACP includes supporting an

individual to share their values,

goals and preferences with family

and/or other closely related
persons T, and health—care
providers. This includes sharing

documentation of the ACP discussion

with whosoever the individual wishes

ACP [Zid, AANDAEBLIRRE DO AR « &
M % ZIERCIT LD A& T REFREAEE
FHLIET LI ckET AL EE
te, ACP B L7 LEEARANDLET A &
KEFTLHZL2EDD, (LEIEHOHED
R Z2H9/Eo/LTHEHED 66% ;
RfE 2 ; IQR 2)

to.

ACP IZBITHAARANPL - KRB HEE L
RECOMMENDED CONSIDERATION FOR

7 71— (a person—centered and
PERSON-CENTRED AND  FAMILY-BASED

APPROACH IN ACP

family-based approach) THEIRIN HE
=t

15. It is desirable that ACP

discussions between the individual
providers also

and  healthcare

include chosen by the

in the ACP

people

individual to engage

process. These people may include

KRN & EFEAIEREE O H W2 TIThbh
% ACP DFE LAV, AN ACP (2T
HZEEBBAUFEOEEZGLZENEE L
W, ZOVEIZIE, FERPIELWAL T
NEEND (1 HAOHEDOHER : =5 -
2/ THZEHHES 88% ; A 1; IQR
1)




family and/or other closely related

persons.

16. When assisting individuals 1in

making patient—-centered decisions,
health should

understand individuals’

providers

that

care

treatment preferences may sometimes

R AEFEE DARN L OB ERE &
XET D L EITE, RAANDIERICET S
REX. RABMIE & ORRSELRE &
DEINTEZDNCL > TEELEZITH

. | DT EEEMLCRBMERHS, (1H
be made in context of their ~ , o .
, . , HOREDRR : 5B/ ThEH A
relationship with and | _
. 9 89% ; HIHE 2 ; IQR 1)
responsibilities for others.
17.  ACP  helps promote mutual | ACP L. [[FRDIEHEC TIZE L T, &RA

understanding and shared decision

making between the individual and
family and/or other closely related
persons T regarding future medical

treatment and care.

&L FIERIELWAL T EDOHNTEDOHH
PR & R B E  (shared
decision-making) Z{Ed, (1[FEIHODH
EORRE: 27585/t THbEHIED
86% ; K 1 ; IQR 1)

18. Health-care providers and family
and/or other closely related persons
should provide maximum support for
individuals who have physical or
impairment to

in ACP.

partial cognitive
meaningfully participate
This may include revisiting the ACP
discussion at various timepoints,
using communication aids as well as
checking the individual’ s ability
to understand and register
information, to weigh options and to
underlying

communicate reasoning

decisions made.

EREALIEEHELFELIT LA L T
E. RANCHEAEER D > 720 —H O
RHRENME T L TWAHATH, AA
DYACPIZERDH D X HICBINTE D &
KRB AR— T2 THDH, =
UZIE, WAWAREE%Z & b 2 T ACP
DIELEVWEITHIZ L, ala=lr—v
g DT DY — VBT 5 2
L. BXOL RANEHRAZ R - o8k
LHed). B & iR ET S 8E . AT
o To B B E OB 218 2. % A ) % s
THZEET, (1FEHOREDRER :
O/ ETHEIES 90% ; Il
1;IQR 1)

RECOMMENDED ROLES AND TASKS

WS N RE| &R

19. Health—-care  providers are
encouraged to build a trusting
relationship with individuals and

their family and/or other closely

related persons T before initiating

ERMEALIEEE 1L, ACP DFE LAV E LAY
LHENZ, FREZRBR Y 2dalz, AN EFiE
RIT LW AL T EEHBR A Z S LEEN
b5, (QFEHOFHEDOHR :: £5HES/
ETHEIES 84% ; HE 25 TQR 1)




ACP conversations, whenever

possible.

20. Health—care providers should
ensure that the individual has
sufficient decision—making capacity

to engage in the ACP process.

2 EIERMEAEIEFA 1L, ARADS ACP DFE LG
W BEIRERN DN O D Z & Tk

RTDHNETHD, (1 HHOFAEDRK

R:ZxOES/ETHEIES 88% ; Hk
fE 25 IQR 1)

21. Health—care providers should
adopt a person—centred approach when
engaging in ACP conversation with
individual and, if the individual
wishes, their family and/or other
closely related personsT to the
extent desired by the individual;
this approach requires tailoring the
ACP conversation to the individual’s
health literacy, style of
communication, and personal values

and preferences. (no change)

EEREEAREEE 1L, ACP DFE LA W TIEA
ANHFLOT 7Ta—F %L HRETH

ARANDORDIZIE CTHEBHERLIL LA~ T

W5 LTHH9 KO T %5, ACP DFEL
BVOEHFIL, RANOWRFED 77 v —,

ala=—var AL AN, EAOA
EBCEBIC S TEBNICHE T 2 &
ERdH D, (IEIHORHEORRE :: 25 ~A
2/ETHEIED 94% ; FRfE 1 ; TR
1)

22. Health—care providers should
facilitate a shared understanding
between the individual (s) and family
and/or other closely related
persons T, whenever possible, and
ensure that ultimately, the
individual’ s preferences are

respected.

PRI AEIE AT I, ATREZR IR . RA L
FIHERPELWAL T EOHWETHEL
THENROND KT e L, ek
PNCIIARNOEMDBEREIND L OIZT
LHHERDHD, (1 RIEOHFHEDORE : =
YIS/ ETHEDES 81% ; H-fE 2 ;
IQR 1)

23. Health-care providers should be
attuned to  the  emotions  of
individuals and their family and/or
other closely related persons T in

the process of ACP. (no change)

MRS AT, ACP ORFE T, AAL
FIERI LW A& T OEIE I+ 0Bl E L
TR B 720, (1 [TH OFE DR
R:Z2OoES/ETHEHES 78%; Hhi
fE 1;IQR 1; £HZL)




24. Health-care providers need to | EWEEAMEEEIL. VBRI 2= —
have the necessary communication | >3 AFNLZEL, FKOZH. T
skills and show an openness to talk | 4. FESCIEDMEFEIZ DOWNT AN & FKEe
about diagnosis, prognosis, death |1 TLWAX T LEETZEICA—7 0 Th
and dying with individuals and their | 5 Z & &R TMERH D, (1[I H O
families and/or other closely | OfEFE: FH5E >/ THFHEH 96% ;
related persons 7. (no change) HrigufE 1; IQR 1 ; ZFEAL)

25.  Health—care providers should L e o
ERRRALRE AL, AN L FERIT LW

A& T2, ACPICBIT oMM C—H L7
WaRRML L2 nide sy, RO
REORER : ZH9EH/LTHEHIED
84% ; UM 1; IQR 1 ; AR/ L)

provide individuals and their
families and/or other closely
related personsT with clear and
coherent information concerning ACP.

(no change)

VETRRFICIL, ST — L0, ACP O
B ACBWTHR— MERMET I b
DT TOLNDL, ZET—LITIE, &
WIEFE & EREAEEE TRV
WaE O TT-HREN G END, (1HEHO
REORER : 2o EH/LTHLEHIED
75% ; FHE 2 5 TQR 1.5)

26. Where required, a
multidisciplinary approach is
encouraged to provide support in the
ACP process, and this may include
clinicians and/or trained non—

clinician facilitators.

ACP DFELEWELED D Z L%, EROME
HEDOPEAATHZNLSN T (AR
DELLOFTYH) AULH5D, (1 [HIEHOD
FHEORR : ZH5E>/ETHEHEH
82% ; UMl 1 ; IQR 1)

27. The 1initiation of an ACP
conversation can occur 1n any
setting not just 1in health-care

systems.

28. Appropriate health—care
ACP DEFIRIIZ: (WKUCEID D) NAIZE

LCik, ZEGC T, w2 EpE AL
WHEEORENVLETH D, JRRDOZ
Wi, T, TR 7 ORI DWW T
LAY L. FROIGESS T TICBY
% HIESE RN EOREHENR L DT
HODRETT D L. RADO AT ITEE
LA TtNEEZRERTHZ &2 L) (1A
HOBREDORR : o>/ &THZEH A

-

9 87% ; HUAfE 2 ; IQR 1)

providers are needed for the
clinical elements of ACP, when
necessary, such as discussing
diagnosis, prognosis, treatment and
care options, exploring the extent
to which goals and preferences for
future medical treatment and care
are realistic and documenting the
discussion in the medical file of

the patient.




29. In supporting the practice of
ACP, should be

education for health—care providers

there continual

about bioethical issues as well as

ACP DEEAZ XET HI2dHT--> T, ACPIZ
BT DA mfmE, ik, =23 2=4r—v
3 AT LM I W T E R E AL E S

o , FIRT DG HERMECTH D, (1A

knowledge,  communication skills, = ., o .

, . . HOREDRR : 5B/ ThEH A
regulation and implementation | _

9 95% ; HRAfE 15 IQR 1)
related to ACP.
DELETED Fill B
_ EREAIEEF L, 77 OBHMRED S

30. Health-care providers should

share contents of discussions upon

the transition of care across

settings. (no change)

BT, GELAVONKEEZ P LD NE
N5, (LEHOFHEDHER : £5HEH
/ETHEIED 95% ; FdfE 1 ; IQR
1, BERL)

31. Within the health—care system,
the health—care team in charge of an
individual should encourage
opportunities for ACP facilitation,
according to the readiness of an

individual.

ERMEALY AT 20T T, KANEEIZ
P 7 LW SRR EE O T
— AN, RANDOKFFHOUE[HIZE U T ACP
TR ETITOLHT ERWEFEIND,
(1 HOFEDHER : £HES/&TH
Z 955 86% ; FUfA 2 ; IQR 1)

32. Colleagues with appropriate

training and experience in ACP are

ACP IZOW Tl 7 h L—=2 7 %52 1 F#%
BRoD B B EFRABAGEEE DS, LERRRX
WOTH, RAZEICEE - 77 LT

encouraged to support the health— L .
, L BB EE OF — LR — b
care teams in charge whenever ~ / o
- 5, (1FEEHOREDOKER :: #H5/- /L
possible. s =
THZ IS 90% ; T 9fE 2 ; IQR 1)
33. Health-care providers should
promote shared decision making | FEEEALIEFEIL, ACP IZB T, EEME

between the health—-care providers
and individuals as well as family

and/or other closely related persons

T during  the ACP  process.
Ultimately, the shared discussions
should be towards the goal of
respecting the patient’ s

preference.

AESEHE . AN, FEPITLWAL T &
DB NTETOEEERE (shared
decision making) 9 3HD L HITT
%o BEHIZIE, BELAWITEEOEM
AUHETLHEHMICMNI NETHDS,
[ HOPFEDOKR : £H5-5/&THL D
S 87% ; Tl 2 ; IQR 1)




DELETED

HIIER

34. Health—care providers should
respect the faith, belief system and
culture of each individual

throughout the process of ACP.

ERMEAEE ST, ACP DT X ToOmE%
LT, RANOEW, E&, UbAEH
THRETHD, (1IFEHOFHEDRER
ZolS5/ETHEIES 86% ; H A

1;IQR 1)

RECOMMENDED TIMING OF ACP

HEIRINBACPDEAL IV

35. Individuals can engage in ACP at
any stage of their life, but the
content of ACP discussed should be
tailored to their health and life

stage

ANINAED EDEFEIZI VT 6 ACP (T
ST 5 ENTE DD, ACP DN T
FERBERCAEIB TG U2 b OIS T D BN
b5, (QEEHOHAEDORER :: £5HE5/
ETHEIED 82% ; FHRAE 2; TQR 1)

36. ACP conversations and documents
should be updated periodically as an
individual’ s health condition,
treatment plan, values and

preferences might change over time.

ARNOEEFCRRE, PO, RES
E IR 2RSS 2125 TED D 9
L7z, ACP DEFENERLEHITEHIIIZ
BT L20ERDH D, (1 [EH OO
RoxoBS/LTHEIES 9% ; R
il 1; IQR 1)

37. Public awareness of ACP should
be raised, especially about the aims
and content of ACP, its legal
status, and how to access it. (no

change)

— TR ACP (T 258k & 518D D
R dH D, FrIT, ACP D HYE A, 15/
NfESIT, EDX IR HDMZDONT
ORFBEETe, (1 FEHOFEDORR &
FEH/ETHZEIED 92% ; FRAE 1 ;
IQR 1 ; EHEAL)

RECOMMENDED ELEMENTS OF POLICY AND
REGULATION

BOROHANCE L TS hop 2 L

38. Health  authorities  should
provide policy and ethicolegal

guidance on ACP

PR 1L, ACP (2B 2 BUR 710w B
fRet, B LoBEHE R THERD D,
(1 HOFEDOHER : £HEH/&TH
Z 95 84% ; FULfE 2 5 IQR 1)

39. A system should be built to
capture the contents of  ACP
conversation and the information
should be made visible across the

health care continuum.

ED X ) REFEAEOY T > TH ACP
DFELAVONEN LMY | TEHE RS
ZEMTEDL L) RN METH D,

QA EHOFMEDHRER : £HHH/&Th
Z 95 73% ; FHAE 2 ;5 IQR 2)




40. It is desirable that guidance or
guideline is developed for selecting

a personal representative 8 to

indicate treatment and care

preferences when the individual

loses capacity.

ARANERBIRIETE 22 IR o TZRFITIRIR
LT ORmMERTREANS Z2RET D
e DIFHBER SN D DB EE LUy,

(1 EHDORHEDKR : TH>HEH/LTH
O /-5 69%; TR 25 TQR 2)

41. Advance directives §J need a
structured format to enable easy
identification of individual’ s
specific goals and preferences for

future care.

Hpj¥sRZE (advance directive) 913,

RNDFRD 7 72T 5% DB KIS

BERNEEICOND Lo ITHEbs

bOPMETHD, (1[EHOFEDR

R ZHOEH/ETHEHES 68%; ik
i 2 ; IQR 2.5)

42. Advance directives § may also
include any format that is
acceptable within guidelines and/or
laws of the sectors, in order for
the individual to indicate his or
and preferences

her values, goals,

in more detail.

HHfERE (advance directive) 9 1%,
ARNOAES., B BEmZiHMcRd
Ko7, HIRD T A R T A L RtEOH
WTHESNEEDEDTH LUy,

(T H 77 7E])

43. Health—care organisations should
be aware of the importance of ACP
and create opportunities  for the
initiation of ACP

but not limited to,

taking 1into

account, the
individual’ s readiness, age, degree

of illness, and transitions of care.

P& AR AR BE 1 ACP D BRI A 3Gk L.

ACP M T D Z L 2EX L& oNT %,
ARNDOZFFH DU, Fifis, WO EIE
. 77 OGErOBATR S1TE U Tt
THVLENDD (ZNHIZRE SR

VW) o (IEIEBOREORR : 255/
ETHEHEH 81%; FRfE 25 IQR 1)

44. Health—care organisations should
develop a collaborative system to
support the individual’ s decision
making by multidisciplinary health-
providers 1in setting

care any

(hospital and community).

PRI, Wb - HUIZ RS &
T ZRFEOEEEMET — A TRANDOR
BREZY R — N T 2@ 227 A
EWETHLERDH D, (1 [EHOFHED
fER  EES/ETHEHES 87% ;
JfE 25 IQR 1)




45. Reliable and secure systems

should be created to store copies of
official or medical ACP related

documents for ease of retrieval,

transfer, and update.

ACP TR 2 IER e SCEPREIR R oFH A
KO, kL, BTHTEXH LD
12, TND O3 B — 2T 5N
EEX 2 VT A RESNT VAT L%
WETHIVENRS D, (1 [EIHOFAEORS
R:E2OES/ETHEIED 79% ; F R
il 15 IQR 1)

46. Governments should play a part
in supporting efforts related to

ACP development.

BORF 1T ACP DHEME | = B4 2% B V) # 7 %
XETHEFEM S BN S S, (1 [FIH
DHFEDORER : £H2E 5/ THZEIAD
T7% 5 FHAE 2 5 IQR 1)

47. Health-care organisations
should secure appropriate funding
and organisational support for ACP
including time, education, and
training for health-care providers.

(no change)

PE PSR IE, ACP D 7= D@72 E 4
& AR 2 LR A R L T e 672
VN, ZAUTIR, BEFREALE R ORI
BE., e xEte, (1[EIHDOHED
R ZHOES/ETHLEIED 81%;
KAl 1 IQR 15 ZH L)

48. Health professional bodies and

policy makers should recognise the

results of an ACP process as a
guidance for medical decision
making.

FANFASLBORISLRZE X, ACP 7B AD
FERIL, AANOER EOBBRED L
LB DTHD T LT D)
b5, (QFEBEHOFHEDOHR :: £2HES/
ETHLE IS 75% ; PRfE 2 ; IQR
1.5)

49. Health-care systems should have
processes in place to ensure that
individual’ s preferences in ACP are
shared with all those concerned with
the individual’

s care. (no change)

ACP DFE L EWTRINIZANDERN,
ZONDT TR LA TED
TTRDPEFEALOTRAMAHN I LEL T H
%, (HEHOFHEDORER  £HEH /L
THZEIHED 84% ; FUfl 2 ; IQR 15 &
L)

HESR X B ACP OFHE F s

RECOMMENDED EVALUATION OF ACP
50. Depending on the study or
project aims, we recommend the

following constructs assessed:

HFZER7EB O BRIIZ S LA, LLTF oM
AICOWTEHMIT 5 = & 245545 -




A) Knowledge of ACP

and/or

(rated by

individuals, family other

closely related personsT, and

health—-care providers)

ACP {2 DWW T DRI (RN, FELUE LU
ANz T EREADEFE RN (1 [EH
OMEORER : 25/ THEIES
83% ; HE 2; IQR 1; AR 72 L)

B) Self-efficacy to engage in ACP
(rated by individuals, family and/or
other closely related persons T, and

health—care providers)

ACPITHEDL D H AW I : T =T 4
— (KA, FERLIE LW AL T [ER
fEAEIEFE A3 REM) (1 [ H OFH A OfS
R:ExOES/ETHEIES 82% ; Fk
fE 2, IQR 1; EH72L)

C) Readiness to engage in ACP
(rated by individuals, family and/or
other closely related persons T, and

health—care providers)

ACP IZHED 2 O HEf (RN, FIERIT L
WA & T EREAEEE ST (1 [A]
HOREDORR : 2B 5/ Tb 22 A
D 84% ; FRE 2 ; IQR 1; AHL)

D) Willingness to engage in ACP

discussions (rated by the
individual, family and/or other
closely related personsT, and

health—care providers)

ACP IZBINT 2B (KA. FIRIE LW
A& T EREAEEE T (1 EH
DREOFRER : 225/ Tb 225
86% ; UMl 2 ; IQR 1; Z2H 72 L)

E) Anxiety about thinking about
death (rated by individuals, family

and/or other closely related

persons T, and health—care

providers)

FAZONWTEZDZ EDORE (KA, F
P LW A& T RS S 35
flfi) (AEHOFHEDKER : £HH-H /&
ThHZ IS 68%; THfE 2; IQR 2 ; &
B L)

F) Prognostic awareness (rated by

individuals, family and/or other

closely related persons T)

R/ T2 O (R, FERIT L

N& T3 (1B HOFREDRER : =
YIS/ ETHEDES 86% ; HofE 2 ;
IQR 1; ZHE2R L)

G) Identification of the

individual’ s values, goals and

preferences

EEC B, B oBEM . (1[0 H O
BOFEFR : FH-H /L THEIHED
90% ; MU 1; IQR 1 ; ZHE /2 1L)

H) Communication about values,
goals and preferences between the
individual and family and/or other

closely related persons T

MEASCEE, BEmic>0nTo, RAL
FHERHELWALZ TEDaIa=l—v
av (1EBOFHEORKEE : 2285 /&
THLTO/EH 90% ; PRfE 2; IR 1; &
B L)




1) Communication about values,
goals and preferences between the

individual and health—-care providers

MEASCHE, BElico>0To, AAL
EFREMEEEEDaIa=r—ra v
(1ETHOREDOHRER : 25H-5/LTH
Z OS5 92% ; FgLfE 25 TQR 1; A
L)

D Tdentification of a personal

representative §

REANSOWRE (1IFEOPFHEDORER . =
FEH/ETHEIRD 74% ; I 2 ;
IQR 2 ; BH /2 1L)

K) Individual’ s decision on amount

of flexibility/leeway in decision

REEA § 12 & OREFEFIRMOH Bt & 5
ZDMITOWVWTARANRD D Z L (1 HH

making  to give a  personal | DFEDOHEE . 2B/ THEHIED
representative 74% ; FRAE 2 5 TQR 2)

L) Congruence between | K ANDIBREHELE L, KANOHETH D
individual’ s stated wishes and | &fREEANS§VWETLIAREDO—E (1[7]

personal representative’ S reports

of individual’ s wishes

HOREOREE . 258>/t T EHRA
9 T4% ; HFRAE 2 ; TQR 2)

M) Documentation of values, goals

and preferences

e B, Emoicd (10 H o
OFER 2B/ THEHEH 91%;
Rl 1; IQR 2 ; A2 L)

N) Documents and recorded wishes

to be accessible when needed

BRI R B EOREN ZRTx
528 (1EHOREDRER : 255/
ETHEOHH 86%; HfE 25 IQR 1
AR L)

0) A flexible process that allows
regular update of ACP discussions

and documents over time

ACP IZBET 258 LA WoSCE 2 i I
BT ZEDTEDL LD RFHALT R
(1 EIHOPFEDKR . o2 B H/LTH
Z 955 90% ; FUfE 2 ; IQR 1)

which ACP

considered meaningful and helpful

P) Extent to was
(rated by individuals, family and/or
other closely related persons T, and

health—-care providers)

ACP % EORREEWNRH VEIHO>H D LE
ZI (RN FERPIELVWAL T &
FRABALTDERE D35 HM) (1[5 H OF A& OfS
RoxoB5/THEOES 86% ; ik
fE 2, IQR 1; £HZ2L)

Q) Quality of ACP conversations
(rated by individuals, family and/or

other closely related persons T, and

ACP IZOWTORFEDE (RN, FHRiT
LWA% T FRRESCEEREMESEE N
) (L EIHOPREORER . =595/




facilitators or health—care

providers, or both)

ETCHEOED T9% ; FURAE 2 ; IQR 1
EHERL)

ACP

individuals,

R) Satisfaction with the
process (rated by
family and/or other closely related
persons T, health—care providers, or

both)

ACP 7'k ADGl R (KA, FELIT L
WAx T EFREAEEE ) (1
HOREDOHRER : 2o/B5/LTHEH A
9 T1%; Ffl 2 ; IQR 2 ; ZAH 72 L)

S) Decisional conflict (e.g.,
within individuals, among
individuals, families and/or other
closely related persons{, and/or

health—care providers)

EEREICR T 5 E LOHE
(decisional conflicts; AR ADH T,
AN, FERELWAL T EFREALE
EEHEOMT) A EHOREDHRE £ 9
Bo/EThEIES 82%; IRl 2

IQR 1 ; Z® 72 L)

BRREZ EOREHSN = br—/b

T Decision control preferences, . o et ke i s
. o . LW oEm, BEEREN = hr—
i.e.; control over decision making o e o
S | TETWVDREE RN, FIRPIE LW

(rated by individuals and family o B -,

A& T 255Hm) (1 [EHOREDRE « %
and/or  other  closely related| _  _ o

YRS/ ETHEIEDS 69% ; FRIE 2 ;
persons T)

IQR 2 ; Z2F 2 L)

ERE D, KN/ FHEOLOHE G Y
0)) Clinician’s  provision of | THEJF/ TR IZOWTOFRAEEMIL L 722

prognostic information tailored to

individual/family readiness

E (QEBOFHEDRR : £H2H 5/ T
HEHED 87% ; FRAE 2; IR 1; &H
72 L)

V) Psychological distress (rated

by individuals, family and/or other

closely related personsT, and

health—care providers)

K[FEFHDOHOLE (KA, HERIELWND
A& T EREAEFE DT (1 EH
DFEORER : 2B >/LTbZE2/ES
78% ; L 2 ; IQR 1; AR L)

W) Peace of mind (rated by
individuals and family and/or other

closely related persons T)

A0S (KA FiRe L
Nz T H5aHE) (1B H OFFEORA « <
DS/ ETHE /- T5% ; HRIE 2 ;
IQR 1.5 ; Z&H 72 L)

X) Quality of life (rated by
individuals, family and/or other
closely related personsT, and

health-care providers)

ATEDOE (RN, HERPIELWAL T
EFAEALDEFE ST M) (1 H oFi&Eo
R 2B/ THEHIED 8% ;
RAE 25 IQR 15 2R R L)




Y) Understanding of end-of-life

care (rated by individuals and

family and/or other closely related

persons T )

EREA 7 TIZOWT OEME (KN, FiE
R LW AL T 2355Hf) (1 [BHOFED
R 2B/ THEHIRES 8% ;
Jefi 25 TQR 1; AR 72 L)

7) Quality of end of life care

KRB 7o (1IRHOPREOR S - =
FSES/ETHESES 81% ; FIHE 2 ;
IQR 1)

AA) Psychological well-being of the

bereaved

EROREHAERE (1[5 H O ORE .
ZORS/ETHESES 3% ; FRAE
2:IQR 2 ; W2 L)

AB) Use of life sustaining treatment

AEMHERABIE ORI (1[5 H OFRA DR
RZOB/ETHLEIRY T1%; ik
flE 2:1QR 2 ; ZEH/22 L)

AC)

consistent with the

Whether care received was

individual’ s

expressed goals and preferences

AT T, RANORHA L HIESE
M~ T LD TH-TZ0EH D (1]
HOREORER : 5B/ THbE oA
D 84% ; FRE 1 IQR 1; AHL)

AD) Place of death

FEHAT (1[EHORHEORS : =9 /89
/ETHEHED 65% ; A 2 ; IQR
1.5 ; ZBH/AL)

AE) The level of public awareness of
ACP

ACP IZ2OW T O—fETH R OFRER DOFLE
(1EHOREDOKR : 2585/ TH
ZHESH 70% ; FUE 2 ; IQR 2)

AF) Use of palliative care

Ern 7T ORI (1B H OO/ E « #
YRS/ ETHEIES 5% ; HRE 2 ;
IQR 1.5 ZH /L)

DELETED HI B
AG) Preparation for end of life | #&ERHIIHzNTE=2LE (KA, FhE

(rated by individuals and family

and/or  other closely  related

persons T)

LT LW AL TRFHIE) (1[0 HOFEAED
fER . ZH9B S/ THLESIES 83%;
JAE 25 IQR 1; 722 L)

51. We recommend identifying or
developing outcome measures based on
these constructs and using relevant

outcome measures on an as—heeded

B vy =7 a2l L CHfgt
EREEHE LK T L), kiko
BESIZIE U CRME R E AR E - BT 2
ZE, BI HEISUTEET LT




basis so that results can be pooled

U b LAREEENT S Z & R
Do RPN, w802 OB E R 2

and compared across studies or

projects; these outcome measures |H L. +IZfER T, wY) 728 CTHGE
should have sound psychometric | ZILTWAMENDH D, (151 H OFAE
properties, be sufficiently brief, | Of54: : =55/ THZE 9 S 86% ;
and validated within relevant | HJfE 2 ; IQR 1 ; ZH /2 L)
populations.

Footnote:

#Decisional capacity

A person must be assumed to have
capacity unless it is established
that he or she lacks capacity and
all practicable steps must be taken
to empower the individual to
maximise his or her decisional

capacity in the ACP process

BRPERET] (decisional
capacity)

OB RICEBRIERER S D20 & T
EINDETIIERRERNNH D & 2
RENRT TR B2V, ACP DiEfe Tl
ARNNERREERNZHRRKICTEDL LD
(RS~ FHATRMREZR VAT T X T
S 72 hidie b,

T Other closely related persons
"Other closely related persons’ are
those trusted by an individual, and
may include, but are not limited

to, significant others, close

friends, donees of a lasting power
of attorney and court appointed
deputies, according to relevant
laws or social conventions in each

region.

T LA
LWA& ] &iE RABMEEHL T

HANRDZ L aFET, FHilloECHS
MIEEIC L7208 T, HERME
(significant others) . A A (close
friends) | KFHIZERIZEL D BTSN
7-{XFE (donees of a lasting power
of attorney) . FHIFTIT AT SNT-IETE
#% " N\ (court appointed deputies) 72
ErEGHZDHM, TIHITRE I
[N

§ Personal representative

A personal representative is
appointed by the individual to
speak for himself or herself once
he or she lacks capacity to make
decisions. Some regions have
legislation for personal

representatives, and others do not

In the former, relevant laws will

§ : fLBE AN (personal representative)

RENE, ANTERRETE <A
STERHZARNDOEEZRFT LD L
TARANDPDIRESND, REAIZDONT
EEEOBE RS Mk b H D L, 720
GEbdn, HEND LA, %Y
?ﬂéfi@ﬁ?&') LD D, BUED 72\

2iE, READOEENI LIXLIE, ACP D




be followed. In the latter, roles
of personal representatives are
often played by the individual’ s
family and/or other closely related
persons nominated by the individual
who regularly participate in ACP

discussions.

fLAWICHEFEL TBIML TS, AA
ST L2 HRir LD A& 234 9

p={iily

by

f Advance directive

An advance directive is a document
that explains how the individual
wants medical decisions about
himself or herself to be made if he
or she cannot make the decisions
himself or herself. In regions
where an advance directive and/or
personal representative are not
legalised, an ‘advance directive’
indicates ACP-related document (s)
to record values, goals and
preferences to be considered when
the individual is unable to express

their preferences.

9 : Fpife R~E (advance directive)
Hej¥erE (advance directive) &3,
ANDERRENTE RS Ro TR E
DEIICER EORELFLET D0 &R
TUETH D, FAMHEREFORBEANE
FIEL ST niics N Tix, &
AERELIL. RADBEME R TE R
K TpoTZRFICEBE SN D R EfME#EL. H
. BmAFiek L7 ACP ICBEME L7 30E
Y.




