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Abstract: Deciding whether to stop life-saving treatment for patients receiving intensive care, 
and who have poor recovery prospects, is challenging. Due to patients’ inability to make these 
decisions and the difficulties in fulfilling their wishes regarding treatment, family members 
often need to decide themselves. Advance care planning support has been expanding 
to improve the quality of end-of-life care, but its effectiveness in intensive care units is 
unclear. This scoping review aimed to elucidate the effectiveness of advance care planning 
interventions for patients entering intensive care units, and their families.
	 The PRISMA-ScR checklist was used to report this review. We searched the databases 
of BNI, CINAHL, EMBASE, Ichushi-Web, PsycINFO, PubMed, The Cochrane Library, OpenGrey, 
and the Trip medical database for published and unpublished studies in intensive care units 
from January 2000 to March 2020. Studies on adult patients admitted to intensive care units 
were included, while studies on patients being treated for mental health conditions, terminally 
ill patients, new mothers, and patients in nursing homes and hospices were excluded. 
	 Three quantitative studies and one qualitative study were included in this review. 
Literature analysis revealed that an advance care planning intervention involving patients 
in intensive care units in the perioperative period and their families significantly improved 
their knowledge; documenting the patient’s intentions helped reduce decision-making 
conflicts and enhanced care satisfaction. Barriers to preparing advance care planning 
included a lack of information and support by healthcare providers. The reviewed studies 
indicated that medical professionals and families could make surrogate decisions based 
on patients’ wishes and values by supporting advance care planning.
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Introduction

As the worldwide population is aging, medical 
care is also changing. An increasing number of older 
people and multi-disease patients are undergoing 
high-risk surgeries.1 Surgery itself may not be overly 
risky, however, such patients may have lower 
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recovery rates and tend to become frail. Postoperative 
complications are likely to occur, causing loss of 
consciousness or death in some cases.2,3 To avoid 
undesirable treatment outcomes, care teams can implement 
the advance care planning (ACP) approach. The ACP 
includes an advance directive (AD), living will 
(LW), do not attempt resuscitation order (DNAR), 
and surrogate decision-maker.4 AD is documented 
through conversations regarding ACP, which include 
selecting a surrogate decision-maker and creating an 
LW. The patient’s LW may also contain a DNAR order. 
ACP is essentially a life plan for people to live their 
own lives and receive respect for their autonomy, 
even when they are incapable of decision-making. 
However, ACP interventions in hospitals tend to 
focus on terminal patients or those receiving palliative 
care. ACP support is generally implemented primarily 
by the patient’s physician. However, several studies 
have evaluated whether nurses can take the lead in 
support of patients with ACP.5,6 Nurse navigator-led 
ACP support has been reported to increase the 
frequency of discussion and documentation.5 By 
contrast, nurses face problems in supporting ACP 
when there is no definite program or a lack of 
knowledge and confidence.7,8

Intensive care units (ICUs) are recognized as 
places where life-saving care is the presumed end-goal. 
In this context, initiating or considering end-of-life 
care is deemed a taboo.9 For example, when treating 
patients who have undergone surgery and are expected 
to recover, medical professionals tend to recognize 
that patients’ wishes should not be confirmed during 
a sudden change in medical care.10,11 Similarly, people 
who undergo high-risk surgery may feel anxious or 
afraid that they might not receive appropriate medical 
care if they inform their healthcare providers about their 
wishes for treatment in case complications develop.12,13 
Therefore, there are few opportunities to implement 
ACP for people who need high-risk surgery and 
subsequent critical care. Nonetheless, the fact remains 

that healthcare providers should help people live their 
lives as desired in any situation.

Clarifying the issues related to ACP support, 
and its effectiveness for patients undergoing high-risk 
surgery and those undergoing treatment at ICUs, may 
provide crucial information regarding the appropriate 
protection of patients’ autonomy as well as recognition 
of effective support methods. Many ACP studies have 
been conducted with patients receiving end-of-life 
care14 and have established whether ACP implementation 
can avoid ICU admission.15,16 However, few studies 
have considered ACP in ICU patients. New evidence 
is needed to establish the need and benefits of ACP 
for ICU patients. We conducted this scoping review 
in the hope that ACP will not become obsolete and 
will continue to be used in patient care. In addition, 
we identified the benefits and drawbacks of introducing 
ACP in ICUs and its usefulness in clinical interventions.

A scoping review is an exhaustive search of 
existing literature on the topics of interest. Thus, scoping 
review studies allow researchers to answer wide-
ranging exploratory questions. There is currently no 
systematic scoping review for ACP. 

This study evaluated the usefulness of ACP in 
ICU patients and their families while the review aimed 
to address the following research questions: 

1)	 What is the impact of ACP on ICU patients? 
2)	 What impact do the experience of ACP 

and AD discussions have on the families of patients 
treated in the ICU?

3)	 What are the needs for ACP interventions 
for patients admitted to the ICU and their families?

Methods

Research Design: We used a scoping review 
approach in this study. Scoping reviews are conducted 
to identify gaps in knowledge and clarify concepts by 
examining a series of documents or investigating the 
conduct of studies.17,18 Our review process was guided 
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by the framework proposed by Arksey and O’Malley19 
and Levac et al.17 The framework includes the 
following steps: 1) identify the research questions, 
2) identify relevant research, 3) choose a study to 
conduct, 4) show the data in tables, and 5) summarize 
and present the results of the studies. This report 
followed checklist for Preferred Reporting Items 
for Systematic reviews and Meta-Analyses extension 
for Scoping Reviews (PRISMA-ScR).20,21 During 
scoping reviews, the focus is not on critical 
scrutinization but on integrating information on topics. 
Hence, these reviews help integrate evidence, assess 
the scope of the literature on a topic, and determine 
whether a systematic literature review is necessary.21 
The present scoping review was conducted according 
to a previously published protocol.22

Eligibility Criteria and Participants: We selected 
studies that met the following criteria:

1)	 The year of publication was between January 
2000 and March 2020.

2)	 Studies in both English and Japanese were 
used for the review. 

3)	 The study design was either quantitative 
or qualitative. Quantitative studies included intervention 
studies, like randomized and non-randomized controlled 
trials, and post-intervention studies. Qualitative studies 
were included with no limitation on the analytical 
methods. However, retrospective cohort and case-control 
studies were excluded from the analysis of observational 
studies. 

4)	 Studies on adult patients (aged 18 years or 
above) admitted to ICUs. Studies on patients younger 
than 18 years old, those receiving treatment for mental 

health, those with a terminal-stage disease, pregnant 
women, and patients in nursing homes or hospices 
were excluded.

5)	 Literature that considered the family members 
of patients admitted to the ICU or those who served as 
surrogate decision-makers. One family member was 
defined as the patient’s surrogate decision-maker, 
regardless of kinship.

6)	 The target environment and facilities of 
this review were hospital ICUs. All reasons for ICU 
admission were included, not just planned or emergency 
admissions, as in the perioperative period.

Studies involving only medical personnel were 
excluded. We also excluded studies that used non-ICU 
high-care rooms, general wards, and emergency 
departments as research settings.

Search Strategy: This involved a two-step 
process, beginning with a restricted search of the 
PubMed and EMBASE databases. Academic librarians 
supported the search terms used in this study. We then 
used two major databases to conduct our search strategy. 
To ensure the quality of the review, our team discussed 
the search terms repeatedly and identified the terms 
accordingly.

Next, according to the retrieval formula shown 
in Table 1, we completed the retrieval of studies using 
the following electronic databases: BNI, CINAHL, 
EMBASE, Ichu Web (for Japanese studies), PsycINFO, 
PubMed, and The Cochrane Library. In addition, we 
conducted searches for grey literature and unpublished 
literature on OpenGrey and Trip Database. Literature 
searches were performed in both English and Japanese 
and were conducted in May 2021.

Table 1	 Search strategies
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Table 1	 Search strategies (Cont.)
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Analysis: We exported the database search 
results to Rayyan (https://rayyan.qcri.org/welcome)23 
and removed duplicates from the list of obtained 
citations. As the primary screening for our study, two 
investigators independently reviewed the list of titles 
and summaries to identify studies that met the inclusion 
criteria. The two researchers individually reviewed 
the entire literature meeting the eligibility criteria, as 
a part of the secondary screening. During the screening 
of the summary and full-text review, discrepancies 
between the investigators involving the literature 
selection were discussed until a consensus was reached. 
The researchers attempted to improve the quality of 
the analysis by carrying out these tasks. Gray literature 
was screened and analyzed according to similar criteria. 
Finally, we analyzed the reference lists of the included 
studies to identify additional papers.

Data Extraction: To explain the search results, 
we prepared a research flow chart as per PRISMA 
protocol. We also prepared a narrative synthesis to 
explain the findings, as recommended.16 For reliability 
purposes, the first author consolidated and validated 
the data extraction form by comparing the form to the 
original article. The data presented in the included papers 
and for the purpose of this review were consolidated 
and discussed between the authors until a consensus 
was reached. A biased assessment of the literature was 

not conducted in this study. Additionally, data on the 
author, publication date, country of origin, purpose, 
population, age, study design, setting, intervention, 
results, and main outcomes were included. The relevant 
data of the extracted articles were summarized in a 
tabular form for review using an Excel sheet. Regarding 
the research questions of this study, the impact of 
ACP on patients and their families included benefits 
and demerits, as shown in the results and main outcome.

Ethical Considerations: This literature study 
was conducted without an ethical review. We explicitly 
declared the conflicts of interest concerning all documents 
included or not included in the review and ensured 
that the meaning of the documents was not altered.

Results

According to the eligibility and exclusion criteria, 
about 269 out of 1078 articles were extracted, including 
duplicate literature, language, and target age. After 
screening, 265 articles not meeting the eligibility 
criteria were excluded. The excluded literature included 
participants like healthcare providers, terminally ill 
patients, patients not admitted to the ICU, and study 
designs like retrospective or chart reviews. Finally, 
after the primary and secondary screening, four articles 
were included in this review (Figure 1).

Figure 1 Flow diagram of study selection and inclusion process
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Literature Overview

The authors, publication information, country, 
study objectives, subjects (population), and study 
design of the four studies are presented in Table 2. 
This study included three quantitative studies, that is, 
two randomized controlled trials (RCT) and one 
prospective cohort study, and one qualitative study. 
In terms of participants, two articles focused on both 
patients and families, one on patients, and another on 

families. Three studies were from the United States 
and one from France; none of the Asian studies met 
the inclusion criteria of this review. Of the four 
studies, one was associated with ACP, two with AD, 
and one with DNAR. The status setting (before, 
during, or after ICU admission), results, and main 
endpoints of the samples in the four studies are shown 
in Table 3. In terms of the reason for ICU admission, 
one study of perioperative patients and their families 
was included.

Table 2	 Summary of included articles

Table 3	 Description of ACP intervention

NOTE AD: advance directives; ACP: advance care planning; DNAR: do not attempt resuscitation

Randomized
controlled trial

Randomized
controlled trial
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Main Endpoints and Results of the ACP Studies
In one patient study, the outcome was defined 

as reducing decision-making conflict to enhance 
satisfaction and confidence.24 Outcome measures 
included whether the ACP intervention documented 
the patients’ intention to receive treatment (documentation 
of the ACP) and whether the patients remembered 
past AD reviews.24,25 It also included whether the 
intervention improved the patients’ understanding 
and knowledge of ACPs and DNARs.24,25 The results 
of one family-focused study evaluated the degree of 
confidence that surrogate decision-making offered 
amid conflicting decisions or the degree to which it 
reflected the patient’s wishes.26 One study of both 
patients and their families evaluated whether patients 
and their families agreed on decision-making on ACP 
and whether consideration of ACP before surgery 
increased anxiety.24,25 Additionally, the qualitative study 
identified factors that hindered the consideration of 
AD.27

Survey Results
Impact of ACP on ICU patients and their 

families and surrogate decision makers
One study evaluated improved knowledge and 

decision-making in patients and their families within 
48 hours of ICU admission by viewing a video of 

cooperative participants explaining treatment options 
related to cardiopulmonary resuscitation (CPR).25 In 
the intervention group, patients and family members 
had the opportunity to watch the video and then talk 
to the doctor if they had questions. This study included 
235 patients and 208 surrogate decision-makers as 
participants, with 27 (3.9%) recruited patients refusing 
to participate. In the intervention group, both patients 
and surrogate decision makers showed improved CPR 
knowledge (p <.001). Moreover, treatment preferences 
for DNAR were not significantly different between 
the intervention and control groups (p = .81). None 
of the patients reported feeling uncomfortable with 
the intervention in the ICU.

Another study reported the level of understanding 
of AD among patients and their surrogate decision-
makers several months after ICU discharge.24 The 
study included 94 patients and 64 surrogates, with 78 
(83.5%) patients and 49 (76.5%) surrogates reporting 
they have never heard of AD. Those who had heard 
about AD did not understand the exact content. Two 
participants had considered AD before entering the 
ICU, and six expressed a desire to prepare for AD 
before their future admission to the ICU. Barriers to 
the development of AD included: 1) lack of information, 
2) lack of healthcare providers’ support or encouragement 

Table 3	 Description of ACP intervention (Cont.)

NOTE AD(s): advance directives; ACP: advance care planning; CPR: cardiopulmonary resuscitation; DCS: 
decision conflict scale



495

Kanako Yamamoto et al.

Vol. 26  No. 3

to prepare an AD, 3) the timing of support, 4) a sense 
of futility, 5) transfer of responsibility, 6) guilt about 
discussing AD, 7) misconceptions on the part of 
patients (e.g., thinking that AD meant euthanasia 
or that AD could not be changed), 8) the perceived 
complexity of management processes, 9) a feeling of 
distress over the process, and 10) disagreement with 
family members regarding the discussion of AD.

Impact of ACP discussions on patients’ family 
or surrogate decision makers

One study focused only on surrogate decision-
makers, like family members.25 The study included 
275 (67.9%) surrogate decision-makers of patients 
on ventilators with acute respiratory distress syndrome; 
57% had conducted a prior discussion on ACP with 
the patient. Surrogate decision-making at patients’ 
end of life has been reported to cause moderate to 
high decision conflict. However, surrogate decision-
makers who had previously discussed ACP with the 
patients reported significantly lower decision-conflict 
(p <.001). Additionally, surrogate decision-makers 
who discussed ACP with patients in advance had 
significantly higher self-assessments of their knowledge 
of patient treatment preferences (p <.001) than 
surrogate decision makers who did not.

Benefits and needs of ACP support for patients 
admitted to the ICU and their families

One study investigated the effect of ACP 
interventions on patients undergoing cardiovascular 
surgery and their families, in which ACP was introduced 
before surgery.24 The study recruited 88 patients and 
their families, 33 of whom declined to participate. 
The ACP intervention before surgery did not increase 
patients’ anxiety, although the surrogate decision-makers 
of patients who had not studied ACP previously had 
higher anxiety than the patients, as assessed in 16 
participants in both the intervention and control 
groups. The introduction of ACP significantly improved 
the concordance of treatment intent between patients 
and their surrogate decision-makers (p <.002). The 
study also considered patients who had studied ACP 

years ago to see their previous treatment intentions. 
However, most patients did not remember their previous 
decisions. The study found no difference in improving 
knowledge regarding ACP with or without ACP 
intervention. However, patients who were previously 
expected to be admitted to the ICU were supported 
with ACP prior to surgery, with benefits to patients 
and their families.

Discussion

Few ACP studies have focused on ICU patients 
in the previous literature. RCT studies were also 
included, but few studies provided valuable evidence 
because of the small number of participants and high 
dropout rates. The reasons may be as follows. Many 
patients in ICUs are depressed and incapacitated 
because of sedative use or illness. Therefore, it is 
difficult to commence ACP after admission to an ICU 
as it becomes difficult to identify the patient’s values 
and treatment preferences and initiate support. One 
patient-focused study in the reviewed literature 
included pre-and post-ICU patients and described 
the difficulty of introducing an ACP intervention 
during ICU admission. A study on the ability of ICU 
patients and family members to understand DNAR 
after ICU admission used a decision-making intervention. 
This study reported difficulties in determining the 
time for helping the patients consider DNAR in the 
ICU.28 It was also reported that patients who were 
previously admitted to an ICU and had prepared 
their AD did not remember their thoughts regarding 
treatment after discharge. These results are consistent 
with those introducing ACP to healthy people.29 

Patients seem to have little opportunity to reconsider 
their end-of-life transition after overcoming illness 
and returning to society.13 However, reconsideration 
of the ACP after discharge is important, and medical 
providers should recognize a need for the same when 
providing support.
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Moreover, the ICU is equated with lifesaving 
treatment, and it is difficult to initiate conversations 
on ACP in a life-threatening situation. This can be 
inferred from the high dropout rate of study participants 
in the RCT studies reviewed. The studies found no 
significant difference in the presence or absence of 
ACP in increased anxiety in patients undergoing ACP 
intervention before surgery. However, some patients 
opted out of the intervention because of increased anxiety 
while confirming their participation in the study. This 
behavior indicates that the method of assisting patients 
with ACP before surgery should be considered. Indeed, 
many practitioners are concerned that introducing 
ACP to ICU patients will cause significant stress,30 

and they tend to avoid discussing end-of-life scenarios 
with patients.10 However, the results of the studies 
reviewed also showed that the introduction of ACP 
does not increase patient anxiety and that this process 
leads to improved patient satisfaction and decision-
making quality. These results are consistent with 
the findings of ACP studies conducted with other 
participants and ICU patients.31,32 ACP can work for 
patients depending on the way it is supported. The 
literature review was based on Western studies as no 
Asian studies were found. The influence of culture, 
values rising from views on life and death and respect 
for autonomy could explain the lack of Asian studies. 
For instance, the Japanese believe that there are positive 
aspects to death, like peace of mind and body, freedom 
from being a burden to others, and also they value good 
relationships with medical staff.33 Compared with 
Western cultures, where individual autonomy is highly 
valued, Asian cultures respect the family’s wishes.34 
Thus, practitioners need to consider patients’ cultural 
backgrounds when broaching the topic of ACP.

The outcomes of ACP studies on ICU patients 
and their families included improved knowledge 
and awareness of ACP, AD, and DNAR. Appropriate 
knowledge must be established before actual ACP 
can be conducted. Some ACP studies have implemented 
video-based ACP support, which has improved the 

knowledge of ACP significantly.35 Patients and their 
families may have specific perceptions and understanding 
of resuscitation options, particularly DNAR, whose 
accuracy has not been established. Since patients in 
critical care areas, like the ICUs, often have complex 
medical conditions and treatments, surrogate decision-
makers may have difficulty fully grasping the condition 
and the effects and implications of treatment. According 
to reports, 50% to 70% of ICU patients’ surrogate 
decision-makers have little understanding of the 
patient’s condition or treatment.36,37 To determine 
the treatment level a patient would want to receive if 
they fall into a critical situation during the treatment, 
practitioners offering ACP should educate the patient 
and their family on treatment for resuscitation (like 
DNAR), its meaning, and its effects. Most studies used 
a survey format to assess whether patients and their 
families understood ACP. The period shortly before 
or during ICU admission may be too late to start 
engaging in activities that promote understanding 
of ACP. Before entering the ICU, patients should 
understand the process and be able to consider their 
treatment preferences, increasing the likelihood of those 
preferences being reflected in the patient’s treatment 
after ICU admission. Medical professionals should use 
appropriate methods and tools to convey information 
to surrogate decision-makers in a short time.

The review also suggested that discussing 
ACPs could reduce decision-making conflict among 
family members and other surrogate decision-makers, 
and the burden on family members when surrogate 
decision-making tests are conducted. In an ICU, 
treatment intends to save the patient’s life, but the 
patient may progress to the end of life during 
treatment. Therefore, the introduction of ACP to ICU 
patients protects patients’ autonomy and is critical to 
reducing the psychological burden of surrogate 
decision-makers. 

These results suggest the possibility of introducing 
ACP to surrogate decision-makers, ICU patients, and 
their families. The scoping review was limited to 
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surrogate decision-makers. However, it was intended 
for healthcare providers who support ACP-centered 
decision-making. Currently, ICU doctors and nurses 
have difficulty assessing a patient’s presumed best 
interests.28,38 ICU patients, likely to lose decision-
making capacity, must identify their values and 
treatment needs. Despite the absence of studies on 
ACP being evaluated by the three groups (i.e.) patients, 
families, and healthcare providers, the need for ACP 
in ICUs is expected to be clarified by elucidating the 
relationships among the three groups and their 
implications. The review also highlighted the need 
for physicians to recognize that they may have patients 
and patients’ families who do not want to consider ACP. 
ACP may increase patients’ likelihood of receiving their 
desired treatment by discussing treatment preferences 
with a surrogate decision-maker in advance. Still, 
healthcare providers need to help patients and their 
surrogate decision-makers understand ACP’s purpose 
rather than merely discuss it. In clinical practice, time 
constraints and personnel problems often lead to a 
lack of explanation, and many healthcare providers 
have emphasized the importance of documenting 
ACP. Healthcare providers should be prepared to 
explain the pros and cons of ACP to patients and 
initiate support when patients and family members 
need it. 

The results of the ICU-set ACP study were 
limited to the short-term effects on patients, family 
members, and other surrogate decision-makers. This 
study also showed that implementing ACP support 
for ICU patients was challenging. This study revealed 
a lack of understanding with respect to helping 
healthcare providers and emphasized the need for 
timely discussions. It is necessary to clarify the 
development and education methods of programs and 
tools for smooth implementation of ACP in a clinic. 
Based on the study’s findings, clarifying the effectiveness 
of ACP support for ICU patients and their families 
via RCTs is highlighted as a future task.

Limitations

This scoping review collected literature from 
many databases. However, since we included only 
English and Japanese documents, the scope of the 
study was limited. In addition, some literature might 
have been missed out due to the search strategy, 
including manual search. Moreover, new articles 
may have been published in the intervening time 
period. Hence, we recognize the possibility that not 
all of the literature was collected and reviewed.

Conclusions and Implications for  

Nursing Practice

Four studies were reviewed and showed the 
effects of ACP on ICU patients, their families, and 
other surrogate decision-makers in our study. However, 
the evidence remains inadequate. These studies suggested 
that surrogate decision-makers, patients, and their 
families should consider ACP to promote their 
understanding and decision-making based on the 
patients’ wishes and values for treatment. The studies 
suggested that an important first step is to promote a 
better understanding of the purpose of ACP. Other 
future challenges include whether prior consideration 
of ACP may cause anxiety for patients, family members, 
and other surrogate decision-makers. Future studies 
need to assess ACP’s impact on patients recovering 
from ICU treatment and surrogate decision-makers, 
and its long-term outcomes. Such an assessment 
could help increase the acceptance of ACP among 
medical professionals, which can help expand the 
scope of ACP.
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การทบทวนวรรณกรรมแบบก�ำหนดขอบเขตของการสนบัสนนุการวางแผน
ดูแลรักษาตนเองล่วงหน้าส�ำหรับผู้ป่วยในหอผู้ป่วยวิกฤติ

Kanako Yamamoto,* Junko Hayama, Yuki Yonekura, Kazuhiro Nakayama, Erika Ota

บทคัดย่อ: การตัดสินใจว่าจะหยุดการรักษาช่วยชีวิตผู้ป่วยที่ได้รับการบริบาลแบบวิกฤติและผู้ที่มี
โอกาสในการฟื้นตัวไม่ดีหรือไม่นั้นเป็นสิ่งที่ท้าทาย เน่ืองจากการที่ผู้ป่วยไม่สามารถตัดสินใจได้เองและ
มคีวามยากล�ำบากในการทีจ่ะให้ตนเองบรรลเุป้าประสงค์เกีย่วกบัการรกัษานัน้ สมาชกิในครอบครวัมกัต้อง
เป็นผู้ตัดสินใจ ในการดูแลผู้ป่วยระยะสุดท้าย การสนับสนุนการวางแผนดูแลรักษาตนเองล่วงหน้าได้มี
การขยายมากขึ้นเพื่อปรับปรุงคุณภาพของการดูแล แต่ประสิทธิผลส�ำหรับหอผู้ป่วยวิกฤติยังไม่ชัดเจน 
การทบทวนวรรณกรรมแบบก�ำหนดขอบเขตน้ีมีวัตถุประสงค์เพื่อศึกษาประสิทธิผลของการวางแผน
ดูแลรักษาตนเองล่วงหน้าส�ำหรับผู้ป่วยที่รักษาในหอผู้ป่วยวิกฤติและครอบครัวของผู้ป่วย ผู้ศึกษาใช้
รายการตรวจสอบ PRISMA-ScR เป็นแนวทางในการรายงานการทบทวนวรรณกรรมครั้งนี้โดยสืบค้น
จากฐานข้อมลูของ BNI, CINAHL, EMBASE, Ichushi-Web, PsycINFO, PubMed, The Cochrane Library, 
OpenGrey และฐานข้อมูลทางการแพทย์ Trip ส�ำหรบังานวจิยัในหอผูป่้วยวกิฤตทิัง้ทีต่พีมิพ์และไม่ได้ตพีมิพ์ 
ตัง้แต่เดอืนมกราคม พ.ศ. 2543 ถงึ มนีาคม พ.ศ. 2563 โดยคดัเลอืกงานวจิยัในผูป่้วยวยัผูใ้หญ่ทีเ่ข้ารบั
การรกัษาในหอผูป่้วยวกิฤต ิ ส่วนการศกึษาในผูป่้วยทีก่�ำลงัได้รบัการรกัษาสขุภาพจติ ผูป่้วยระยะสดุท้าย ผูเ้ป็น
มารดาใหม่ และผูป่้วยในบ้านพกัคนชราและสถานดแูลผูป่้วยระยะสดุท้ายจะถกูคดัออกจากการศกึษาครัง้นี้
	 ในการทบทวนวรรณกรรมนี ้มงีานวจิยัเชงิปรมิาณ 3 งานและงานวจิยัเชงิคณุภาพ 1 งานทีไ่ด้รบั
การคดัเลือกตามเกณฑ์ การวิเคราะห์วรรณกรรมพบว่าการวางแผนดแูลรกัษาตนเองล่วงหน้าส�ำหรบัผูป่้วย
ในหอผูป่้วยวกิฤตใินระยะก่อนและหลงัผ่าตดัและส�ำหรบัครอบครวัของผูป่้วยท�ำให้ผููป่้วยและญาตมิคีวามรูู้
เพิม่ขึน้อย่างมนียัส�ำคญั การบันทึกความตั้งใจของผู้ป่วยช่วยลดความขัดแย้งในการตัดสินใจและเพิ่ม
ความพงึพอใจในการดแูล อปุสรรคในการเตรยีมการวางแผนดแูลรกัษาตนเองล่วงหน้าคอื การขาดข้อมลู
และการสนบัสนนุจากบคุลากรด้านการดแูลสขุภาพ งานวจิยัทีใ่ช้ในการศกึษาทบทวนวรรณกรรมครัง้นี้ 
ชีใ้ห้เหน็ว่าบคุลากรทางการแพทย์และครอบครวัของผูป่้วยสามารถตดัสนิใจแทนผูป่้วยได้ตามความตัง้ใจ
และค่านิยมของผู้ป่วยโดยสนับสนุนการวางแผนดูแลรักษาตนเองของผู้ป่วยไว้ล่วงหน้า
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