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Abstract
Background

Among patients with cancer, discussion about the desired care is important, because progression of the
disease, particularly signs of impaired consciousness, can lead to unwanted care in situations where no
advance directives (ADs) have been provided. The aim of this study was to identify the most appropriate
individual and time for addressing the subject of ADs with patients with cancer.

Methods

A systematic literature review was carried out between September 2014 and August 2015, using the
following databases or sets of databases: PubMed, Web of Science, Cochrane Library, EM Premium, and
the French database Public Health Data Bank. The methodological aspects of the articles were selected
and evaluated with the help of PRISMA international guidelines.

Results

Of the 1170 articles identi�ed, 7 were included (6 descriptive studies, 1 interventional study). A doctor was
cited as the preferred individual for discussing the subject of advance directives with the patient. In 3
studies, this was listed as a general practitioner, whereas in the other 3 studies, it was an oncologist. The
most opportune time was during the absence of a serious pathology (3 studies) and at the time the
disease was diagnosed (2 studies).

Conclusions

Our results support the goals of Claeys-Leonetti, a 2016 French law concerned with the rights of patients
receiving end-of-life care, and they suggest the implementation of a consultation for discussing and
drafting ADs.

Background
Respecting the patient’s autonomy is a fundamental ethical principle in healthcare. In France, advance
directives (ADs) were implemented by the Leonetti law in 2005 [1]. They make it possible for patients
receiving end-of-life care with limited ability to communicate to continue to express their will.

According to the National Institute for Demographic Studies [2], 2.5% of patients receiving end-of-life care
drew up ADs in 2010. The absence of ADs can lead to unwanted aggressive medical care. According to
studies by Harrington et al. [3] and Wright et al. [4], the absence of ADs was associated with poor quality
of life and care of patients that also affected their relatives. Advance directives improve the psychological
process in the face of death by reducing patient anxiety [5] and by providing emotional relief [6]. They
help build relationships of trust [7,8] and therapeutic support [9]. Advance directives reduce the stress of
patients’ relatives [5], lifting the burdens of di�cult decisions and offering the opportunity to refocus on
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patient quality of life. For doctors, they are reassuring from both a medico-legal and decision-making
perspective. Advance directives can serve as a guide and aid doctors in making di�cult decisions, by
informing them of the choices that patients would have made in certain situations [10]. According to
Jackson et al [11], ADs reduce doctor burnout.

In France, the law known as Claeys-Leonetti [12], rea�rmed the role of ADs in 2016. An end-of-life
information campaign was launched in order to encourage health professionals to discuss it with their
patients. The National Authority for Health published a guide for doctors to clarify terms of use and to
help them in drafting ADs [13].

However, discussion regarding ADs is often awkward. Debate and controversy with regard to the subject
of ADs, particularly for patients with cancer, have been the subject of publications in scienti�c and
medical literature for more than 20 years [14].

Only 5–25% of the population prepare ADs. This segment of the population includes both individuals in
good health and those suffering from an acute, chronic, or deadly disease. These �gures have changed
little [9–13], despite mostly favorable attitudes toward AD arrangements [15] and information and
promotion action undertaken in drafting them [16]. Likewise, we �nd di�culties in dialog regarding ADs,
as well as an indifference among the participants on the subject of drafting them. Of the 62 patients
affected by cancer who were invited to be part of a study on ADs, 29 refused to participate [17]. The
majority stated a lack of interest, others mentioned fatigue or pain symptoms, and others explained that
they did not want to discuss ADs. Of all those who agreed to participate in the investigation, 57% did not
wish to prepare their ADs.

The barrier in communicating with the patient about ADs most cited by doctors is the fear of hurting the
patient by bringing up this subject [15]. Compiling ADs requires a certain amount of caution because this
questioning reminds the patient of a di�cult road ahead, and it may make him or her aware too abruptly
of the seriousness of his or her illness [16]. It is only to be expected that the doctor would fear creating or
increasing the patient’s anxiety. Answering the question about the appropriate individual and time for
addressing the subject of ADs thus becomes essential.

Given the limited information in French guidelines, we have chosen to develop an inventory of the
implementation of ADs among patients with cancer.

The main objective of our work was to evaluate who was the most appropriate individual to bring up the
subject of ADs and when, according to patients with cancer.

Methods
We carried out a systematic literature review in accordance with PRISMA (Preferred Reporting Items for
Systematic reviews and Meta-Analyses) international guidelines, from September 2014 to August 2015.
Bibliographical monitoring was carried out up to September 2015.
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Search Strategy
We searched the following databases or sets of databases: PubMed, Cochrane Library, Web of Science,
EM Premium and the French database Public Health Data Bank. We also searched scholarly organization
sites. We have also consulted the gray literature and the bibliographical references of the articles
included.

The search equations should have made it possible to select articles that would help to answer the
following question: “With whom and when do patients with cancer want to address the subject of
advance directives?”

Each search equation was performed using English terms from the MeSH (Medical Subject Headings)
database, along with (if possible) French versions of the terms, also from MeSH. The search question
was itemized under 2 themes: advance directives and cancer. For advance directives: we used the English
terms “advance directives” and “living wills,” and we excluded the term “advance care planning.” For
patients with cancer, we used the terms “neoplasms” and “cancer patients.” Subsequently, we performed
another search, adding a third term: “communication.”

MeSH de�nition of the descriptors:
Advance directives: “Declarations by patients, made in advance of a situation in which they may be
incompetent to decide about their own care, stating their treatment preferences or authorizing a third
party to make decisions for them.” (Bioethics Thesaurus)
Living wills: “Written, witnessed declarations in which persons request that if they become disabled
beyond reasonable expectation of retrieval, they be allowed to die rather than be kept alive by
extraordinary means.” (Bioethics Thesaurus)
Neoplasm: “New abnormal growth of tissue. Malignant neoplasms show a greater degree of
anaplasia and have the properties of invasion and metastasis, compared to benign neoplasms.”
Communication: “The exchange or transmission of ideas, attitudes, or beliefs between individuals or
groups.”

Each MeSH term was compiled by the Boolean operator [AND].

Selection Criteria: Inclusion and Exclusion Criteria
The articles included had to be written in English or in French. The study location was not limited to any
particular area. The population studied consisted of patients over 18 years of age, suffering from a
cancer that is solid or of hematological origin, with no differences in the stage or evolution of the disease,
and who were hospitalized or seeking inpatient or outpatient consultation. The intervention needed to
involve the act of addressing the subject of ADs with the following main judgment criteria: the preferred
professional, the most appropriate time to address the subject of ADs, or both. The article publication
date should have been between January 1, 2000, and August 31, 2015.

Studies in which the population was inappropriate, the objective was unsuitable (i.e., did not involve the
evaluation of the content of the ADs, the factors in�uencing their drafting, the method applied to improve
their drafting, etc.), or the intervention did use a strict de�nition of advanced directives (i.e., did not
discuss advanced care planning, end-of-life discussion, do-not-resuscitate orders, ethics consultation,



Page 5/20

etc.) were excluded. Studies for which the full text could not be retrieved were also excluded. Editorials,
letters, and case analyses were not selected.

Evaluation of Study Quality and Data Extraction
Selection of the articles was carried out in several steps: reading the title, then the summary, and then the
full text.

To guarantee the quality of the articles included in the literature review, we evaluated them by using the
following guidelines: STROBE (STrengthening the Reporting of OBservational studies in Epidemiology)
for observational studies [18] and SQUIRE (Standards for QUality Improvement Reporting Excellence) for
interventional studies [19].

The analysis guide for the literature published by the National Authority for Health has also made it
possible to de�ne the items essential for the inclusion of articles and the extraction of data: precise
de�nition of the objectives, description of the relevant context, locations and dates, de�nition of the
eligibility criteria, de�nition of the sources and population selection methods, description of the data and
the data collection method, description of the statistical analysis and results that can be veri�ed using
raw data.

The articles were selected by a single researcher, but they were read and analyzed by 2 researchers.

Results

Selection Process
Table 1 presents the search equations used and the number of references found in the various
databases. The selection process using the databases made it possible to identify 1,170 articles, and 25
articles were identi�ed from reading the bibliographical references in the included articles. Of the total
1,195 included articles, 26 articles were read in full, and 7 were ultimately selected (Fig. 1).
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Table 1
Databases and Search Equations Used and the Results Obtained

Databases Search Equations No. of articles
Found

PubMed 1. Advance directives AND cancer
2. ("Advance Directives"[Mesh]) AND « Neoplasms »[Mesh]
3. (("Advance Directives"[Mesh]) AND "Communication"[Mesh])
AND « Neoplasms »[Mesh]
4. ("Living Wills"[Mesh]) AND "Neoplasms"[Mesh]

299
155
34
29

Web of Science 1. « Advance directives » AND « cancer patients » 176

Cochrane
Library

1. "advance directives" AND "cancer patients"
2. Advance directives AND cancer

4
129

EM Premium 1. Advance directives 367

Public Health
Data Bank

1. "advance directives" AND "cancer patients"
2. Advance directives AND cancer

3
199

General Characteristics of the Included Studies (Table 2)
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Table 2
General Study Characteristics

Article Title
Author(s)
Year

Study Type Location
Duration

Purpose of
the Study

Methodology Population

The impact of
a tumor
diagnosis on
patients’
attitudes
toward
advance
directives.
P�rstinger et
al., 2014

Observational
Descriptive
Cross-
sectional
Unicenter

Germany
1 year

Assess
patients'
knowledge
of ADs, their
preferences
for a
discussion
partner and
the most
appropriate
time to
discuss
them after
diagnosis.

Questionnaire
designed for the
study including
patient self-
assessment and
socio-medico-
demographic data
collection.

Patients
admitted for
consultation in
the onco-
hematology
department
Excluded
patients = 
patients with
bleeding
disorders
525
questionnaires
sent
◊ 394 returned
and analyzed
(response rate 
= 75%)

Respect for
end-of-life
wishes:
feasibility
study of
information
on the trusted
person and
advance
directives.
Vinant et al.,
2014

Interventional
Prospective
Unicentric

France
5
months

Explore the
feasibility for
patients with
incurable
cancer of an
information
intervention
on legal
devices
related to
respecting
the person's
will in
medical
decision-
making at
the end of
life: trusted
persons and
DAs.
Assess the
impact of
this
information
on patients'
use of these
devices.

Two semi-
structured
interviews at one
month intervals
with a 4-month
follow-up by a
doctor of the
mobile palliative
care team in pairs
with an observing
nurse, following a
structured guide
combining closed
multiple-choice
questions and
open-ended
questions.
An accompanying
person could be
present during the
interviews unless
explicitly requested
by the patient.

Patients
hospitalized in
a day hospital
in the
oncology
department,
suffering from
lung or
digestive
cancer
considered
incurable.
103 patients
admitted
◊ 77 eligible
patients
◊ 23 patients
included and
1st interview
◊ 20 patients
2nd interview
performed.
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Article Title
Author(s)
Year

Study Type Location
Duration

Purpose of
the Study

Methodology Population

Cancer
patients and
advance
directives:
survey of an
hematology
and oncology
outpatient
clinic
Hubert et al.,
2013

Observational
Descriptive
Cross-
sectional
Unicenter

Germany
10
months

Evaluate the
prevalence
of ADs and
the
awareness
and attitude
of patients
toward ADs

Standardized
questionnaire
designed
speci�cally for the
study, to be
completed
independently and
anonymously,
consisting of 22
questions broken
down into 5 items

Patients
admitted to
the onco-
hematology
department, in
consultation
or day
hospitalization
No patients
excluded
617
questionnaires
distributed
◊ 503
questionnaires
completed and
returned
(response rate
of 81.5%)

The attitudes
of Korean
cancer
patients,
family
caregivers,
oncologists,
and members
of the general
public toward
advance
directives
Keam et al.,
2013

Observational
Descriptive
and
comparative
Cross-
sectional
Multicenter

South
Korea
1 year

Examine and
compare the
attitude of
patients with
cancer, their
caregivers,
and
oncologists,
and that of
the public
toward
advance
directives
Identify the
factors
favorably
associated
with ADs

Standardized
questionnaire
specially designed
for the study
consisting of 29
questions divided
into 3 items
For patients, their
caregivers and
oncologists: face
to face interview
with an interviewer
trained in the
subject and the
questionnaire
For the general
public: telephone
interview with a
trained interviewer

1,242 cancer
patients
1,289
caregivers
303
oncologists
1,006
individuals
chosen from
the general
public
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Article Title
Author(s)
Year

Study Type Location
Duration

Purpose of
the Study

Methodology Population

Advance
directives:
prevalence
and attitudes
of cancer
patients
receiving
radiotherapy
Van Oorschot
et al., 2012

Observational
Descriptive
Cross-
sectional
Unicenter

Germany
39
months

Examine the
prevalence
of ADs, the
attitude of
patients
toward ADs,
and the
factors
in�uencing
their drafting

Anonymous self-
evaluation with a
standardized
questionnaire
previously used in
another study,
comprised of 1
item on drafting
the AD itself, 8
items on ADs,
(answers to be
given by the level
of agreement), and
2 items on the
illness and on
sociodemographic
characteristics

Cancer
outpatients
receiving
radiation
therapy
1,208
questionnaires
distributed
(ensuring that
there are no
duplicates)
◊ 658
questionnaires
completed and
returned
(54.5%)
◊ 589
questionnaires
analyzed
(48.7%)

Paradoxes in
advance care
planning: the
complex
relationship
of oncology
patients, their
physicians,
and advance
medical
directives
Dow et al.,
2010

Observational
Descriptive
Cross-
sectional
Unicenter

United
States
3
months

Reevaluate
the
paradoxes
highlighted
by the
Lamont et al.
study and
evaluate
their patterns

Semi-structured
interview
developed
specially for the
study, comprised
of questions from
the Lamont et al.
study; questions on
patient preferences
with respect to
discussion about
ADs and the
sensitivity of
patients toward
palliative care
It was conducted
by a master’s
degree student
who did not
in�uence the
participants in their
questions
Collection of socio-
medical
demographic data
in the medical �le.

Cancer
patients
hospitalized in
the hemato-
oncology
department
117 patients
admitted
◊ 85 patients
who received
an offer to
participate
◊ 75 patients
participated
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Article Title
Author(s)
Year

Study Type Location
Duration

Purpose of
the Study

Methodology Population

What are
cancer
patients’
preferences
about
treatment at
the end of
life, and who
should start
talking about
it? A
comparison
with healthy
people and
medical staff
Sahm et al.,
2005

Observational
Descriptive
and
comparative
Cross-
sectional
Unicenter

Germany
3
months

Examine the
patient with
cancer’s
wishes
concerning
end-of-life
treatment
and compare
them to
those of
individuals
in the control
group
(individuals
in good
health,
nursing
staff, and
doctors)
Answer the
following
questions:
What is
broadly
acceptable
in each
group?
Who should
take the
initiative in
addressing
the subject?
What are the
emotional
obstacles
that prevent
patients
from
completing
ADs?

Standardized
questionnaire
designed
speci�cally for the
study, completed
anonymously,
consisted of 29
questions
Collection of socio-
demographic data

Patients
recently
diagnosed or
with advanced
cancer, treated
at the
Oncological
Clinic and
Breast Cancer
Center
100 patients
100
individuals in
good health
100 nurses
100 doctors

Of the 7 studies included, 6 were cross-sectional observational, and 1 was interventional. The most
represented country was Germany, with 4 articles. We also included 1 French article, 1 American article,
and 1 South Korean article. One study was from 2005, and 6 were published between 2010 and 2015.
The duration of the studies varied from 3 months to 1 year. The patient samples studied included 23 to
1,242 patients. The average age of the patents ranged from 51 to 64 (where it was indicated). In 5
articles, the patients came from outpatient or day hospital consultations. One article was about
hospitalized patients, and one article did not specify the source of the patients. Both hematological and
solid tumor cancers and all stages of cancer were included.
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With regard to methodology, 5 studies followed a quantitative method, 4 used speci�cally designed
standardized questionnaires, and 1 study used a previously established questionnaire. Finally, 2 studies
followed a qualitative method using semi-structured interviews; for the �rst one, a guide designed
speci�cally for the study was followed, and for the other one, a guide derived from a previous study with
added questions was followed.

With Whom Should Patients With Cancer Discuss ADs?
Six out of the seven articles included in this literature review provide answers to this question.

(1) Doctors

The 2 types of specialists most often mentioned as those who should address ADs with patients with
cancer were the general practitioner and the oncologist. In 2 studies, the general practitioner was the most
mentioned.

In a study by P�stinger et al. [17], 231 out of 285 patients without ADs answered the item “preference for
the consulting partner” (a multiple-choice question); 71% (163/231) chose the general practitioner (of
which, 82% [133/163] chose the general practitioner exclusively [a single answer]), and 26% (60/231)
chose the oncologist/hematologist (of which, 53% [32/60] exclusively).

A study by Hubert et al. [20] provides further information. In response to the question “who is your source
of information about ADs?” (with several possible answers), 61% of patients with ADs (vs. 74% patients
without ADs) chose the general practitioner, and 58.5% of patients with ADs (vs. 42.6% of patients
without ADs) chose the hospital practitioner. For the question “who to choose to assist in their drafting?”
(with multiple answers possible), 22.3% of patients with ADs chose the general practitioner, and 3.8%
chose the hospital practitioner/specialist. Moreover, in response to the question “who is the
knowledgeable individual when it comes to drafting your ADs?” (with multiple answers possible), 40.8%
of patients with ADs chose the general practitioner, and 14% chose the hospital practitioner/specialist.

A study by Dow et al. [21] placed the oncologist in �rst place. When the 75 patients participating in the
study were asked directly about whom they would prefer to discuss ADs, 48% (36/75) responded that
they preferred the oncologist, and 34% (26/75) responded that they preferred the attending physician. It
should be noted that 3% (2/75) chose their surgeon. This result is in line with a study by Vinant et al. [22]
in which 2 out of 20 patients indicated that they preferred that this information be delivered by their
oncologist. Likewise, in a study by Sahm et al. [23], to the question “who should initiate the discussion
about drafting ADs?” 60.2% of patients answered “YES” to the suggestion of “the doctors,” and 39.8%
answered “NO” (n = 98).

Alongside these data, the studies by Dow et al. [21] and Vinant et al. [22] have highlighted that some
patients would prefer that the doctor who addresses the subject of ADs not be directly involved in the
patient’s care. In the study by Dow et al. [21], when 75 patients were asked directly, “with whom would the
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patient prefer to discuss ADs?” 11% (8/75) chose the doctor who admitted the patient to the hospital. Of
these same 75 patients, 87% (65/75) approved of the policy that the doctor admitting the patient to the
hospital could discuss ADs with the patient during the admission process. Of the 70 patients included in
the study who had not discussed ADs with their oncologist, 77% (54/70) did not want to have this
discussion with their oncologist. However, ironically, of those patients, 87% (47/54) approved of the idea
that the doctor admitting the patient to the hospital could discuss ADs with the patient during the
admission process. Likewise, in the study by Vinant et al. [22], several individuals agreed that the
professional required to give information about ADs should not be involved in his or her care. In contrast,
in the study by Sahm et al. [23], in response to the question “who should initiate the discussion about
drafting ADs?” regarding a doctor’s suggestion as a routine policy, 27% of respondents answered “YES”
and 72.9% answered “NO” (n = 96).

It should be noted that, in the study by Hubert et al. [20], of the 412 patients with whom the oncologist did
not discuss ADs, 52% (215/412) wanted the doctor to address this subject. In the study by Dow et al. [21],
only 23% (16/70) of 70 patients that did not discuss ADs with the oncologist, wanted him or her to do so.
In the study by Vinant et al. [22], some patients insisted that the professional prove their competence with
regard to legal provisions and in the communication �eld. Finally, in the study by Dow et al. [21], when 75
patients were asked (in an open question) their reason for choosing a speci�c doctor (among the answer
choices), 24% (18/75) believed that it was the doctor who knew the patient the best, 24% (18/75) believed
that the doctor was the most practical person to choose or the person with whom they had the most
interaction, 21% (16/75) believed that it was the doctor who had the most knowledge with regard to the
evolution of their disease, 16% (12/75) believed that it was the doctor who had good presence, 9% (7/75)
did not give a reason, and 5% (4/75) provided another reason.

(2) Patients’ relatives

This group of individuals was examined in only 2 studies. In the study by Hubert et al. [20], they were
mentioned as individuals who were eligible to provide assistance in the drafting of ADs by 40.1% (�rst
place) of patients who had issued ADs, whereas 93% (�rst place) mentioned them as knowledgeable
individuals when it comes to drafting ADs. In the study by Sahm et al. [23], when patients were asked to
answer whether their relatives should initiate the discussion of the drafting of the ADs, 44.2% of patients
answered “YES” and 55.7% answered “NO” (n = 95). It should be noted that, in the study by Dow et al. [21],
out of the 54 patients who did not want to discuss ADs with their oncologist, 22% believe that it was more
of a family or personal decision.

(3) Legal professionals

Legal professionals were considered in 3 studies.

In the study by P�stinger et al. [17], of the 285 patients without ADs, 8% (19/285) wanted to obtain legal
advice. In a study by Van Oorschot et al. [24], for the item “the directives must be certi�ed by a notary,” the
139 patients with an AD predominantly disagreed or strongly disagreed; the 314 patients without ADs but
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who were likely to obtain them in the future predominantly disagreed, and the 53 patients without an AD
and who were unlikely to obtain them in the future predominantly disagreed or agreed. Finally, individuals
in the notary/lawyer category were mentioned among those who should provide assistance in the
drafting of ADs (25.5%) in the study by Hubert et al. [20].

(4) Other type of individuals

In 2 studies, 2 other types of individuals were considered: the clergyperson and the psychologist. In the
study by Hubert et al. [20], for 3% of patients without an AD, a pastor is mentioned as a source of
information. In the study by Sahm et al. [23], in response to the question “who would initiate the
discussion about drafting ADs?” 11.5% of patients answered “YES” to the suggestion of “the clergy or
psychologists,” and 88.4% answered “NO” (n = 95). Finally, in the study by Hubert et al. [20], with regard to
the information source, the media is mentioned by 22% of patients with ADs and by 19.6% of patients
without ADs.

When Is the Best Time to Discuss ADs With Patients With
Cancer?
Four out of the seven articles included in this literature review provide answers to this question.

(1) During a state of “good health”

In 3 out of 4 studies, patients suggested that the most opportune time to address the subject of ADs was
prior to the disease, “when one is in good health.” Vinant et al. [22] reported that out of 20 patients who
evaluated the time for information about advance directives, 11 patients answered “in good health.” This
�nding is in agreement with those of the study by P�stinger et al. [17], in which, out of 285 patients
without ADs, 47% (135/285) believed that this discussion should take place independently of the
neoplastic disease. In a South Korean study by Keam et al. [25], in a state of good health was the third
most preferred time; of the 1,242 patients, 17.6% (217/1,242) believed that the drafting of ADs should
take place while the patient was in good health. These �ndings were in line with those of the study by
Sahm et al. [23], in which, in response to the question of “who should initiate the discussion about
drafting ADs?”, for “only affected individuals,” 81.6% (n = 98) of respondents answered “NO” and 18.3%
answered “YES.”

(2) During the diagnosis

In the study by P�stinger et al. [17], during the diagnosis was the third most preferred time; 12% (33/285)
of patients without ADs chose “after the cancer diagnosis news.” In the study by Keam et al. [25], during
the diagnosis was the second most preferred time, chosen by 29.5% (364/1,242) of oncology patients. In
the case of the study by Vinant et al. [22], 9 patients out of 20 suggested that the time of information
about ADs take place “at the outset of the treatment for a serious illness.”

(3) During palliative status
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Keam et al. [25] reported that 37.2% (459/1,242) of patients, which was the majority, in their study
believed that this discussion should take place during terminal status, and 15.7% (193/1,242) believed it
should take place when death was imminent. During “incurable disease” status was the least preferred
time in the study by P�stinger et al. [17]; only 9% (25/285) of patients in the study chose this option.
Likewise, “when the treatments for the disease are no longer enough” and “upon reaching the end of life”
were not chosen by patients in the study by Vinant et al. [22]. Of note, in the study by P�stinger et al. [17],
“when the patient requests it” was chosen by 33% of patients without an AD (93/285).

Discussion
Our literature review demonstrated that a doctor, particularly a general practitioner or an oncologist, is the
individual with which patients prefer to discuss the subject of ADs. The most appropriate times were
when patients were in good health (before the appearance of a serious pathology) and at the time of the
disease’s diagnosis.

We limited our search to publications from the year 2000 onward in order to study the most recent data.
We focused on the most recent data because the �eld is constantly evolving, along with the ethical,
medical, and legislative issues involved. The �rst observation that we can make is that the subject of
drafting ADs and, more broadly, end-of-life medical conditions, is universal. However, legislative progress
regarding the end of life is not the same on all continents.

The main limitation of our study is due to a selection bias because, despite the articles being read and
analyzed by two researchers, there was only a single researcher in place to select and evaluate the
articles. However, the inclusion of articles from various countries and various cultures makes it possible
to gain broader external validity.

With Which Professional Do Patients Want to Discuss ADs?
Our study �nds that the doctors who would most likely be chosen by patients are oncologists and general
practitioners. Palliative care doctors, nurses, and legal professionals were not cited or evaluated.

The American study by Dow et al. [21] showed that patients would allow this discussion to occur during
the admission process. The question could then be addressed when opening an outpatient medical �le or
upon hospitalization, for example. This form of standardization would make it possible to prevent
associating ADs with an imminent end-of-life scenario. This hypothesis is supported by the French study
by Vinant et al. [22], where patients wanted the doctor addressing the subject of ADs to not be involved in
the medical care.

Moreover, the importance of the general practitioner should be pointed out; the general practitioner was
the most preferred professional in 2 studies and the second most preferred professional in a third study.
This can be explained by the fact that, as a primary care physician, the general practitioner knows the
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patient the best, from a medical and personal point of view, and for the longest amount of time. He or she
is the “patient care coordinator” [26]. He or she is often the family doctor who knows the patient’s socio-
family context and could initiate the discussion on ADs with the patient and his or her family during a
home or medical o�ce consultation.

O’Sullivan et al. [27] found that patients who consider the subject of ADs extremely important prefer that
their family doctor be the individual to initiate the discussion.

When Is the Right Time to Address the Subject of ADs?
For patients, various times were identi�ed: apart from a serious pathology, when the patient is in “good
health,” (from 3 studies).

This raises the question of the validity of ADs and the variation in choices over time. In 2007, Haas et al.
[8] con�rmed that the view of patients can vary widely upon approaching end of life; it is not �xed, and
evolves, as Aubry had already suggested in 2006 [28]. Priorities change as death approaches. Are the
wishes of an individual in good health the same as those of a sick individual? Also, how does one
anticipate the medical consequences and possible treatments for a disease that one does not have?

In 2 studies, the “time of diagnosis” was identi�ed as being the most appropriate time. However, this time,
in particular in the context of cancer, already requires several explanations: the diagnosis itself, the
therapeutic strategy, and access to support care [29]. A Swiss study from 2014 [30] reported similar types
of answers from the point of view of the general practitioner. This study was conducted with 23 general
practitioners of various nationalities (Italian, German, French, and Swiss) and its main objective was the
evaluation of the “right” time to discuss ADs. Three trends in the answers emerged: “when the individual
is in good health,” “when he/she is still in good health but has a serious or chronic illness,” and
“systematically upon the �rst consultation, during a life event or when entering a retirement home.”

This also raises the question of the patient’s competence and medical knowledge [31] (i.e. whether and
when to decide what is best for him or her). How would an individual who does not know the possible
evolution of his or her illness or the technical care required be in a position to make decisions about his or
her medical care? However, it is also the ability to make clear judgements and to be able to give consent,
which, for example, raises the question of the value to be placed upon a request to cease medical care
that is made by a depressed patient. How do you distinguish, in the case of a request to cease medical
care, how much is due to a lucid and legitimate desire, how much is due to depression that can be treated
with therapy, and how much is due to fatigue associated with the treatment? In Report N°58 of the
National Consultative Ethics Committee [32], the following is stated: “the act of consenting implies a dual
capacity: that of being able to understand and that of being able to freely determine.”

This also raises the problem of patient information and therefore the time to be granted to them for
drafting ADs. A study conducted in Geneva in 2008 [33], evaluated the time necessary for the drafting of
advance directives for patients assisted by 2 nurses. The average length of time required was 3.2 hours.
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In France, the Claeys-Leonetti law was passed in February 2016. It speci�es the procedures for drafting
ADs and the appointment of the support person and con�rms the role of the primary care physician with
regard to the information and the reporting thereof. The National Authority for Health published
documents for health professionals and patients in order to spread awareness of ADs and to direct their
drafting [13, 34]. In the document aimed at health professionals regarding the question of “When?” the
answers were in line with our results: “among individuals that do not currently have a serious illness,”
“among individuals who have a serious illness,” and “among individuals who are fragile or vulnerable.”
The document provides information on how to address the subject of ADs (including listening,
information, explanations, and exchanges). In the United States, the American Academy Family
Physicians prepared a guide [35] for family doctors in order to increase the use of ADs. This guide offers
various approaches depending on the patient’s health status.

Even if our literature review and the new French law provide the types of answers that promote the
drafting of ADs, certain barriers still exist, such as the training of general practitioners regarding ADs and
the actual time that must be dedicated to the discussion and preparation of ADs.

Conclusions
We have carried out a systematic literature review in order to determine the professional with which
patients with cancer prefer to discuss ADs and when they would prefer to have this discussion. We have
highlighted, at the end of this work, that the most appropriate times were when patients were in good
health (before the appearance of a serious pathology) and at the time of diagnosis. The preferred
professional was a doctor, in particular a general practitioner or an oncologist. We believe it would be
worthwhile to suggest a consultation dedicated to drafting ADs, whether outpatient or inpatient. Our
results resonate with the 2016 French law concerning the rights of patients receiving end-of-life care, but
they also indicate that health professionals need to dedicate time to this issue.
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Figure 1

Flow chart of systematic literature review procedure
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