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ABSTRACT

Aim: To systematically identify, evaluate and synthesise the research literature about (a) the roles and responsibilities of ad-
vanced practice nurses (APNs) in the context of advance care planning (ACP) for older persons, (b) the characteristics of APNs'
ACP practices and (c) the facilitators and barriers influencing APNs' involvement in ACP.

Design: Mixed-methods systematic review.

Methods: Followed the mixed methods systematic review guidelines outlined by the Joanna Briggs Institute. Three researchers
independently screened studies for eligibility using the Covidence Screening Application. The screening involved two stages:
titles and abstracts, followed by full-text evaluation. The Mixed Methods Appraisal Tool was used for quality assessment. A con-
vergent integrated synthesis combined quantitative and qualitative data by ‘qualitising’ quantitative findings into text, enabling
integration and thematic analysis to synthesise the results.

Data Sources: Medline, CINAHL and Embase were searched from 2012 to 2024 for original research in English, focusing on
APNs involved in ACP for individuals aged 65 or older, using qualitative, quantitative or mixed method designs.

Results: The review included 19 studies: seven qualitative, nine quantitative and three mixed method designs. Thematic anal-
ysis revealed that APNs play a key role in ACP, aligning care with patient preferences through discussions and documentation.
Studies from the United States (12), United Kingdom (4), Canada (2) and Australia (1) show varying APN roles and responsibilities.
Conclusion: APNs are crucial to ACP, but barriers limit their impact. Overcoming these is key to improving outcomes.
Implications for the Profession and Patient Care: APNs clinical expertise and close patient relationships are crucial for
aligning care with patient preferences and needs in ACP. However, to fully maximise their contribution, it is essential to over-
come barriers such as time constraints, lack of role recognition and insufficient training. Addressing these challenges will en-
hance the effectiveness of APNs in providing person-centred care.
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Reporting Method: This review adhered to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA)

statement.

Patient or Public Contribution: No patient or public contribution.

1 | Introduction

Advance care planning (ACP) is defined as a process of discuss-
ing and documenting a person’s life goals, values and health-
care preferences in order to guide decision-making about future
medical treatment and health care (Rietjens et al. 2017; Sudore
et al. 2017). ACP is a critical component of person-centred health
care, particularly for older persons facing frailty, serious and
chronicillness or nearing the end of life (OECD 2023). Advanced
practice nurses (APNs) bring advanced clinical expertise and a
holistic, person-centred approach to care. Their role extends
beyond traditional nursing responsibilities, involving a higher
level of decision-making and often serving as a key communi-
cation link between patients, families and the healthcare team
(Schober et al. 2020). This central position makes them ideally
suited to facilitate ACP by guiding patients through the com-
plex ACP process. However, there is limited knowledge about
APNSs' roles, responsibilities and practices in ACP, and this re-
view addresses these gaps and suggests ways to improve APNs'
involvement.

1.1 | Background

ACP is commonly described as an ongoing, step-by-step pro-
cess involving both dialogues and written directives in face-to-
face interactions between patients, their proxies and healthcare
personnel (Lum, Sudore, and Bekelman 2015; Park et al. 2021).
Documentation, such as advance directives or Physician Orders
for Life-Sustaining Treatment (POLST) forms, is one potential
outcome of the ACP process. While it serves as a decision-making
aid, ACP encompasses a broader and ongoing process of discus-
sions about values, goals and care preferences (Lum, Sudore,
and Bekelman 2015). The terminology used in such ACP doc-
umentation and its legally binding status can vary significantly
and are often subject to the specific rules and regulations of indi-
vidual countries (OECD 2023). Elements such as patients’ writ-
ten preferences, the identification of surrogate decision-makers,
or stipulations for future medical care are typically grouped
under the term ‘advance directives’ (Bossaert et al. 2015; Lum,
Sudore, and Bekelman 2015). The primary instruments that
serve as advance directive documents are the Durable Power
of Attorney for Healthcare (DPAHC, or Healthcare Proxy
Designations) and living wills (Silveira 2024). The adaptation
of individual preferences into portable medical orders is an ex-
ample of how ACP discussions can be translated into actionable
medical decisions. While the ACP process extends beyond these
documents to include ongoing dialogue and shared decision-
making, such documentation aims to guide medical treatment
across various healthcare settings based on the patient's current
health status, prognosis and goals. These documents are often
called Physician Orders for Life-Sustaining Treatment (POLST)
(MacKenzie et al. 2018). However, titles vary, such as Medical
Orders for Life-Sustaining Treatment (MOLST), Medical Orders

for Scope of Treatment (MOST), Physician Orders for Scope
of Treatment (POST) in certain US states (Vranas et al. 2021)
and Treatment and Escalation Plans (TEPs) (Courtney 2020) or
ReSPECT plans in the UK (Perkins et al. 2022). ‘Do not attempt
resuscitation’ orders (DNR, DNAR and DNACPR) represent an-
other category of medical orders that are considered part of ACP
(Bossaert et al. 2015). Although these orders aim to align patient
wishes with care optimisation, they are criticised for their lim-
ited scope and potential confusion due to varied acronyms and
differing legislative frameworks worldwide (Bossaert et al. 2015;
Mockford et al. 2015; Vranas et al. 2021).

Due to the complexity of ACP processes and the scope of asso-
ciated decision aids, the overall effects of ACP interventions re-
main inconclusive (Flo et al. 2016;Jimenez et al. 2018; McMahan,
Tellez, and Sudore 2021; Park et al. 2021). Nevertheless, several
outcomes have been documented. Martin et al. (2016) reviewed
studies examining the effects of ACP among nursing home res-
idents and found that in this population ACP decreased hos-
pitalisation rates by 9%-26%. Park et al. (2021) suggested that
despite the results being inconclusive, ACP interventions could
potentially enhance the quality of end-of-life care and reduce re-
source utilisation. An umbrella review by Jimenez et al. (2018)
focused on ACP broadly and emphasised the benefits of ACP in
optimising end-of-life care by ensuring it aligns with the most
appropriate timing and setting. It also highlighted the impor-
tance of viewing ACP as a comprehensive process, raising ques-
tions about the competencies and roles necessary for effective
facilitation.

While physicians traditionally lead ACP processes as key
decision makers responsible for medical orders (Mockford
et al. 2015), research increasingly shows that other healthcare
personnel, both individually and in teams, can effectively facil-
itate ACP processes when provided with adequate training and
clinical skills (Park et al. 2021; Rietjens et al. 2017). Previous
research has examined the barriers that nurses perceive in tak-
ing a more prominent role in ACP. Poveda-Moral et al. (2021)
identified a lack of knowledge and skills necessary to conduct
ACP, hesitation about initiating conversations and lack of time
as the main barriers for nurses to engage in ACP. Lack of time
and insufficient education were also identified as barriers by
Blackwood et al. (2019). Whereas nurses initiate and follow-up
on ACP discussions, APNs may play a vital role in developing
ACP models and leading ACP processes (Tetrault et al. 2022).

APN is an umbrella term encompassing multiple advanced
nursing roles, with nurse practitioners (NPs) and clinical nurse
specialists (CNSs) being among the most widely recognised
(Schober 2018). Despite both being classified under the APN
umbrella, their roles differ significantly in scope and emphasis.
NPs primarily focus on direct patient care, often serving as pri-
mary care providers in clinics, acute care and long-term care set-
tings. They can diagnose, treat and manage care independently
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Summary

« What problem did the study address?

o ACP guides future medical decisions for patients, es-
pecially older persons, those with serious illness and
those nearing end-of-life. APNs, with their clinical
expertise and strong patient relationships, are well
suited to facilitate ACP, but their specific roles, re-
sponsibilities and practices remain underexplored.

« What were the main findings?

o The findings emphasise APNs' key role in ACP,
leading discussions, completing POLST forms
and improving outcomes. Their practice involves
relationship-building, timing discussions, balanc-
ing family roles and promoting shared decision-
making. Facilitators include organisational support,
education and time management, whereas barriers
include unclear roles, time constraints and insuffi-
cient training.

« Where and on whom will the research have an impact?
o This research will impact APNs by enhancing their
role in ACP for older persons. It will help ensure
that care aligns with patient preferences, leverag-
ing APNs' clinical expertise and strong patient re-
lationships. For older persons and their families,
this means more personalised and effective care.
Healthcare services will benefit by addressing key
barriers such as time constraints, lack of role recog-
nition and insufficient training. Overcoming these
challenges will enhance APNs' contributions to
ACP, resulting in better patient outcomes and more
efficient healthcare processes.

« What does this paper contribute to the wider global
clinical community?

o Sustainability of healthcare systems: It contrib-
utes by addressing how integrating APNs into ACP
can help healthcare systems manage the growing
pressures of ageing populations and resource con-
straints, ensuring long-term sustainability.

o Improvement of person-centred care: It highlights
the contribution of APNs in delivering high-quality,
person-centred care by aligning ACP with individ-
ual patient preferences, improving the quality of
care for older persons.

o Overcoming barriers in ACP implementation: It
identifies key barriers such as time constraints,
unclear roles and inadequate training, addressing
these may optimise APNs' roles in ACP globally.

or in collaboration with physicians, with many authorised to
prescribe medications. By contrast, CNSs in some countries em-
phasise system-level improvements, shaping clinical practice,
policy and staff training as consultants and educators (Schober
et al. 2020). Countries with established APN practices often en-
compass multiple advanced nursing roles, further complicating
role differentiation and implementation. In some regions, role
definitions overlap, with the CNS title occasionally applied to
nurses performing duties more aligned with NP roles, while
some NPs assume responsibilities traditionally associated
with CNSs (Brownwood and Lafortune 2024). Regardless of
these variations, APNs possess advanced clinical skills and a

person-centred approach, allowing them to participate in discus-
sions, to ensure the understanding of patients’ preferences and
to facilitate informed decision-making (Wheeler et al. 2022).
Furthermore, APNs can collaborate effectively with interdisci-
plinary teams in order to ensure continuity of care and the im-
plementation of patients’ preferences across various healthcare
settings (Schober et al. 2020). These skills, competencies and ap-
proaches are considered important in ACP, but further research
is needed to explore the extent of APNs' contributions.

Given the growing challenges in health care related to aging
populations (OECD 2023), this study focuses on individuals
over 65. Older persons often face complex health issues, frequent
healthcare utilisation and uncertainties regarding treatment
preferences and follow-up care. These factors make them par-
ticularly suited to benefit from a holistic approach through ACP
(Park et al. 2021; Wang et al. 2023). While substantial research
has been conducted on this group, the evidence regarding the
overall effectiveness of ACP interventions remains inconclusive
(Frechman et al. 2020; Park et al. 2021; Wang et al. 2023). The
broad scope of practice, advanced competencies and person-
centred approach of APNs position them uniquely to address
the complexity and need for a holistic approach in this patient
group. While previous research has primarily focused on other
healthcare professionals, particularly nurses, there is a notable
absence of comprehensive reviews specifically examining the
role that APNs play in ACP for older persons.

2 | The Review
21 | Aim

The aim of this study was to systematically identify, evaluate
and synthesise the research literature on (a) the roles and re-
sponsibilities of APNs in the context of ACP for older persons,
(b) the characteristics of APNs" ACP practices and (c) the facilita-
tors and barriers influencing APNs' involvement in ACP.

3 | Methods
3.1 | Design

This review was designed as a mixed methods systematic re-
view (MMSR) following the methodological guidelines outlined
by the Joanna Briggs Institute (JBI) (Lizarondo et al. 2020). A
convergent integrated approach was used (Stern et al. 2021)
to combine evidence from different methodologies in order to
gain a comprehensive understanding of APNs' involvement in
ACP. Following the MMSR guidelines (Lizarondo et al. 2020),
the universal steps of a systematic review were adhered to. This
involved identifying the problem, formulating review questions,
establishing eligibility criteria and developing a search strategy.
Subsequently, we conducted a systematic literature search, re-
trieved relevant studies and critically appraised the included
studies. Finally, we performed data extraction and synthesised
the findings. To ensure transparency and completeness in re-
porting, the review adhered to the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) statement
(Page et al. 2021).
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3.2 | Search Methods

A systematic literature search was conducted by an academic
librarian (MGS) in the Medline, CINAHL and Embase bib-
liographic databases for the period January 2012-February
2024. The search was originally conducted in December 2022
and updated in February 2024. The search terms ‘Advanced
Practice Nursing’ and ‘Advance Care Planning’, including syn-
onyms, keywords and database-specific controlled terms, were
combined with the Boolean operators OR and AND. See File S1
and Figshare for full search strategy: https://doi.org/10.23642/
usn.27135015.v1.

3.3 | Inclusion and Exclusion Criteria

Studies were eligible if they were (1) original studies with a
qualitative, quantitative or mixed methods design; (2) written
in English; (3) examining APNs, NPs or CNSs; (4) performing
ACP (5) and including persons aged 65years or older. We ex-
cluded studies if they reported reviews, study protocols, case
studies, commentaries or conference abstracts were not peer-
reviewed empirical studies or were conducted before 2012
(Table 1).

3.4 | Study Selection Process

Records were screened using the Covidence Screening
Application. Three researchers (J.E.P., H.E. and L.H.F.) inde-
pendently assessed and selected studies based on eligibility
criteria reading title and abstract in the first round and based
on the full text in the second. Any discrepancies in eligibility
assessments were discussed within the group until consensus
was reached.

3.5 | Quality Appraisal

Study quality was assessed using the Mixed Methods Appraisal
Tool (MMAT) (Hong et al. 2018), which offers a flexible frame-
work for evaluating methodological quality across qualitative,
quantitative and mixed method studies. Three authors (L.H.F.,,
H.E. and L.T.) independently assessed each study, scoring each
question of the MMAT as ‘yes’, ‘no’ or ‘cannot tell’ according
to the guidelines (Hong et al. 2018) (see File S2). MMAT scores
were used as a descriptive aid to summarise quality for trans-
parency (Table 2), with studies rated as high quality with scores
of 4-5, moderate quality with scores of 3 and low quality with
scores of 0-2. Fifteen studies were high quality, four moderate
and none low. High-quality studies received the most emphasis
in the presentation of results.

3.6 | Data Extraction

To ensure rigorous data extraction, three authors (J.E.P., I.T. and
L.H.F.) extracted data independently, resolving discrepancies
through discussion. Data extraction included title, author, year,
country, aim, sample, setting, design, methods for data collec-
tion and analysis and main findings (Table 3).

TABLE1 | Eligibility criteria.

Inclusion

Exclusion

Empirical research using

qualitative, quantitative
or mixed methods

Studies published in
English

Advanced Practice
Nurse, Nurse
Practitioner, Clinician
Nurse Specialist (APN,
NP, CNS)

Advance care planning
(ACP)

Persons age > 65years
old

Studies published

Theoretical articles, literature
reviews, commentaries,
discussion papers, dissertations,
conference abstract, study
protocols, case studies,
editorials or essays

Studies not published in English

APN, NP or CNS not
specified in Section 4

ACP not mentioned,
mentioned peripherally
or focusing on unrelated
aspects (e.g., administration,
technical details)

Exclusive focus on
younger populations

Studies published before 2012

between 2012 and 2024

Peer-reviewed
publications

Nonpeer-reviewed publications

3.7 | Data Synthesis and Analysis

Data synthesis followed the convergent integrated approach
recommended by the JBI MMSR guidelines (Stern et al. 2021).
This approach combines data from quantitative and qualitative
studies by ‘qualitizing’ quantitative data into a textual format,
thus enabling data integration. In this study, relevant data were
extracted for analysis from the findings of both quantitative and
qualitative studies (see File S3). Thematic analysis (Clarke and
Braun 2021) was performed, and this involved becoming fa-
miliarised with the extracted data through iterative readings;
generating initial codes; identifying emerging themes based on
similarities in meaning; reviewing, refining and defining the
themes and reporting the findings.

4 | Results
4.1 | Search Outcome

The PRISMA flow diagram outlines the results of the litera-
ture search (Figure 1). A total of 481 studies were identified in
the first search, and 71 were identified in the updated search
in February 2024, and these were imported into Covidence.
Following the removal of duplicates, 401 records underwent
independent screening. We excluded 326 studies, leaving 75
full-text articles for further evaluation. Of these, 56 were sub-
sequently excluded based on eligibility criteria, resulting in 19
studies included for review.
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TABLE 2 | Quality appraisal MMAT.

Author 1 2 3 4 5 Qualityscore
Arnett et al. (2017)? 1 0 1 0 1 Moderate
Boot and 1 1 1 1 1 High
Wilson (2014)°

Caprio, Rollins,and 1 1 0 0 1 Moderate
Roberts (2012)¢

Constantine 1 1 1 1 1 High
et al. (2018)?

Constantine 1 1 1 1 1 High
et al. (2021)?

Dube, McCarron, 1 0 1 0 1 Moderate
and Nannini (2015)?

Dyar? 1 0 1 0 1 Moderate
Ersek?® 1 1 1 1 1 High
Hayes? 1 1 1 1 1 High
HowellP 1 1 1 1 1 High
Hussain?® 1 1 1 1 1 High
Jennings® 1 1 1 1 1 High
Llewellyn® 1 1 1 1 1 High
Mitchell® 1 1 1 1 1 High
Mullaney*® 1 1 1 1 1 High
Payongayong?® 1 0 1 1 1 High
Popejoy? 1 1 1 1 1 High
Rietze? 1 0 1 1 1 High
Vellani® 1 1 1 1 1 High

Note: 1="yes’ and 0="no’ or ‘cannot tell’ (see File S2 for specific definition of
criteria score).

2Quantitative.

bQualitative.

‘Mixed methods.

dRandomised control trials.

4.2 | Study Characteristics

The study characteristics are presented in Table 3. Seven studies
had a qualitative design, three used mixed methods and nine
were quantitative. The studies were conducted in the United
States (n=12), UK (n=4), Canada (n=2) and Australia (n=1),
with sample sizes ranging from 4 to 3829 participants. Most
studies (n=10) referred to APNs as NPs, whereas others used
the term APN (n=5) and CNS (n=4). A majority of the studies
(n=15) focused on older persons, either explicitly or indirectly,
whereas the remaining four addressed the general population
(Boot and Wilson 2014; Dyar et al. 2012; Llewellyn et al. 2018;
Payongayong et al. 2022). However, these studies were con-
ducted in settings where patients were predominantly older or
adults.

The studies highlight the diverse roles of APNs in facilitat-
ing ACP. In the United Kingdom, CNSs played important
roles in delivering ACP to terminally ill patients (Boot and

Wilson 2014), leading community palliative care in hospice
and home settings (Howell et al. 2014), improving outcomes
through CNS-led palliative neurology services (Hussain,
Adams, and Campbell 2013) and addressing structural and
social factors influencing ACP discussions in neuro-oncology
(Llewellyn et al. 2018). In the United States, Arnett et al. (2017)
described APNs collaborative contributions in rural, safety
net and long-term care settings. Constantine et al. (2018, 2021)
demonstrated NPs' accuracy in completing POLST forms in
palliative care. Dube, McCarron, and Nannini (2015) noted
challenges like time constraints and unclear policies for NPs
in hospitals and community settings. Caprio, Rollins, and
Roberts (2012) and Jennings et al. (2019) reported frequent
NP-led POLST use and engagement with patients and fam-
ilies in nursing homes. Dyar et al. (2012) described the im-
pact of APN-led palliative interventions in oncology, whereas
Mullaney et al. (2016) showed reduced hospitalisations result-
ing from NP-led ACP discussions. Payongayong et al. (2022)
explored APN roles in nephrology, and Popejoy et al. (2019)
noted reduced hospital transfers through ACP in nursing
homes. In Canada, Vellani et al. (2021) highlighted NPs' lead-
ership in long-term care during COVID-19. Rietze et al. (2016)
identified barriers to NP engagement across acute, primary
and long-term care. In Australia, Mitchell et al. (2016) studied
NP-led palliative care in rural settings.

4.3 | Study Findings

In the following sections the results from the qualitative analy-
sis will be presented. The identified themes and subthemes are
displayed in Table 4.

4.3.1 | The Roles and Responsibilities of APNs in ACP

The roles and responsibilities of APNs in ACP describe how
APNSs contribute to ACP discussions, their roles in completing
POLST forms and their impact on clinical outcomes through
ACP interventions.

4.3.1.1 | Substantial Involvement in ACP Discus-
sions and ACP Counselling. Several studies highlighted
the substantial involvement of APNs in ACP counselling with
patients or family members, despite physicians being tradi-
tionally identified as the person in charge (Arnett et al. 2017;
Boot and Wilson 2014; Caprio, Rollins, and Roberts 2012;
Dube, McCarron, and Nannini 2015; Rietze et al. 2016). In
a cross-sectional study involving healthcare providers in
the US, Arnett et al. (2017) found that even if physicians were
the predominant practitioners of ACP, APNs were frequently
involved in direct ACP counselling in clinical practice. While
most respondents agreed that physicians should primarily
be responsible for ACP discussions, there was even stronger
support for other healthcare team members, such as APNs, to
conduct these discussions if they have received appropriate
training. The study also revealed that within the interprofes-
sional team, APNs conducted comparatively longer ACP con-
versations, although this difference did not reach statistical
significance (Arnett et al. 2017). This corresponds to Caprio,
Rollins, and Roberts's (2012) study on healthcare professionals’
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[ Identification of studies via databases and registers ]

Records removed before
5 screening:
= Records identified from*: Duplicate records removed:
3] Databases: 481 151
= —
= Updated search Feb 2024: Records marked as ineligible
5 71 by automation tools: 0
= Records removed for other
reasons: 0
\ 4
Records screened: Records excluded**:
’ > 326
401
\ 4
- Reports sought for retrieval Reports not retrieved
2 75 0
S
o
5
b v
N Reports excluded:
Reports assessed for eligibility ., Wrong setting: 23
75 APN not specified in results:
18
Not ACP: 4
Not empirical study: 8
Conference abstract: 2
Not written in Enalish: 1
\4
H
° Studies included in review
E]
° 19
[=

FIGURE 1 | PRISMA flow diagram. *Consider, if feasible to do so, reporting the number of records identified from each database or register
searched (rather than the total number across all databases/registers). **If automation tools were used, indicate how many records were excluded by

a human and how many were excluded by automation tools. From Page et al. (2021). For more information, visit: http://www.prisma-statement.org/.

views and use of the MOST form in US nursing homes. Most
respondents believed NPs could handle MOST discussions
with patients and families if trained properly. Also, Dube,
McCarron, and Nannini (2015) reported similar findings. By
assessing NP practices regarding ACP discussions, they found
that 65% of NPs reported engaging in such discussions. Those
who practiced in primary care, were over 30years old, held
certification in adult/gerontology, worked over 20 h, or worked
in long-term care, inpatient, or community settings tended to
have ACP discussions more frequently. Rietze et al. (2016)
aimed to understand ACP in NP practice using an online
survey of NPs working in long-term care, acute care and pri-
mary care settings. They found that most respondents were
comfortable initiating ACP, with over half of NPs reporting
frequent engagement in ACP discussions with their patients.
While all NPs deemed ACP to be important in their practice,
those in acute care settings were more likely to initiate ACP.

In a qualitative study, Boot and Wilson (2014) investigated
the experiences of CNSs with ACP. Their findings empha-
sised the crucial role of CNSs, who are closely involved with
patients, in initiating and taking responsibility for ACP. In

contrast, Llewellyn et al.'s (2018) qualitative study presented
a less clear distribution of roles in ACP discussions. In their
interviews with healthcare professionals in neuro-oncology,
they found that the responsibility for ACP was commonly dis-
persed, influenced by participants’ perceptions of their profes-
sional roles. Neurosurgeons and physicians emphasised their
focus on treatment, leading them to delegate ACP to CNS due
to their perceived capacity for in-depth patient interactions.
Conversely, CNS positioned themselves in relation to ACP by
viewing it primarily within the context of end-of-life care,
aligning with their role in providing palliative care. However,
this perception limited their understanding of ACP discus-
sions as being distinct from their other duties, resulting in an
unclear distribution of responsibilities for ACP. Many partici-
pants viewed ACP as a shared responsibility, with uncertainty
surrounding specific practices. The majority found ACP chal-
lenging, with only a few having conducted documented ACP
discussions, thus emphasising the need for training in com-
pleting ACP processes (Llewellyn et al. 2018). Conversely, in
the study by Rietze et al. (2016) most respondents felt comfort-
able initiating ACP discussions and expressed confidence in
discussing end-of-life care.

18 of 26

Journal of Advanced Nursing, 2025



TABLE 4 | Study findings.

The roles and responsibilities of APNs in ACP

« Substantial involvement in ACP discussions and ACP
counselling

« APNs can complete and submit POLST

« APNs contribute to reduced hospitalisation and
strengthen patient care through ACP

The characteristics of APN practices in ACP

« Relationship as a point of departure

« Timing it right

« Balancing the role of family involvement

« Enhancing effective communication and shared
decision-making

Facilitators and barriers influencing APNs involvement in
ACP
« Facilitators for APNs involvement

« Organisational support and education
« Effective time management and timing

« Barriers for APNs involvement

« Lack of guidelines and support

« Time constraints and organisational procedures
« Structural and system-related barriers

» Lack of training and education

4.3.1.2 | APNs Can Complete and Submit
POLST. Some studies explored the role of APNs in ACP
by assessing their involvement in completing POLST forms.
Constantine et al. (2018, 2021) performed two retrospective
studies in West Virginia, analysing POLST forms after NPs
gained the authorization to complete them. They found that
NPs played a crucial role in facilitating ACP by completing
and submitting POLST forms. In 2018, 1year after NPs gained
authorization, they completed 14.4% (430 forms) of the total
2292 POLST forms (Constantine et al. 2018). This increased to
24.4% (935 out of 3829 forms) in 2021 (Constantine et al. 2021).
NPs in palliative care and those practicing in community
and hospital-based settings completed many NP-signed forms,
accounting for 73.0% of the total (Constantine et al. 2018).
NPs significantly outpaced physicians in completing POLST
forms, nearly doubling the average number completed (Con-
stantine et al. 2021). Additionally, NPs were more likely than
physicians to order ‘Do Not Resuscitate’ and comfort measures
on Section A and Section B of the POLST form. NPs' POLST
forms also had fewer errors than physicians (Constantine
et al. 2018, 2021). Similarly, Hayes et al. (2017) investigated
the percentage of POLST forms signed by APNs in Oregon
using the Oregon POLST registry. They found that between
2010 and 2015, 10.9% of forms were signed by APNs compared
to 85.3% signed by physicians. The percentage of POLST forms
signed by APNs increased from 9.0% to 11.4% between 2010
and 2012.

4.3.1.3 | APNs Contribute to Reduced Hospitalisa-
tion and Strengthen Patient Care Through ACP. A few
studies investigated how the roles of healthcare personnel,

especially APNs, contribute to improve clinical outcomes
and patient care. In a UK study evaluating a nurse-led pallia-
tive neurology service (Hussain, Adams, and Campbell 2013),
the findings revealed that discussions regarding future care as
part of ACP were conducted by the palliative care team in
nearly all cases. These discussions were typically led either by
a CNS in palliative neurology, often conducted in the patient's
home, or jointly by a palliative medicine consultant and a CNS
during in-patient admission. Mitchell et al. (2016) evaluated
an NP-coordinated care-planning initiative for rural residents.
They found that the implementation of ACP processes enabled
patients to remain at home, effectively connecting specialist
palliative care services with general practitioners (GPs) in
district and nursing homes. This service not only improved
healthcare personnel's confidence in handling end-of-life
matters, but also strengthened relations with the ambulance
service by improving documentation and ensuring that
advanced health directives were available at patient's homes.
In Popejoy et al.'s (2019) study investigating differences in
potentially avoidable and unavoidable hospital transfers
and identifying opportunities for improvement suggested
by APNs for decreasing avoidable transfers, the team-based
approach showed that over half of the transfers were avoid-
able. In the study by Mullaney et al. (2016), the examination
of ACP discussions on clinical outcomes revealed significant
positive changes in patients' expressed goals of care along
with a decrease in full-code status. Moreover, a notable cor-
relation was observed between the frequency of ACP discus-
sions and a reduction in hospitalizations, with the greatest
impact occurring between the third and fourth conversation.
In the qualitative aspect of the study, NPs recognised the asso-
ciation between ACP discussions and improved clinical out-
comes. They underscored that ACP discussions could reduce
hospital admissions and enhance care quality. Moreover,
they highlighted the value of family discussions for providing
person-centred care.

4.3.2 | The Characteristics of APN Practices in ACP

The characteristics of APNs' practices involve recognising the
importance of developing meaningful and lasting relationships,
overcoming challenges in timing, balancing the role of family
involvement, and emphasising effective communication.

4.3.2.1 | Relationship as a Point of Departure. Develop-
ing meaningful relationships appeared as an important charac-
teristic in APNs" ACP practices because this effectively engaged
patients and their families in ACP discussions (Boot and Wil-
son 2014; Llewellyn et al. 2018; Mullaney et al. 2016; Vellani
et al. 2021). The ACP discussions included a series of conver-
sations aimed at fostering and nurturing trust, listening to,
and questioning the patient or their family as well as providing
essential information, clarifying patient goals and ensuring
alignment with the plan of care (Dyar et al. 2012; Llewellyn
et al. 2018; Mullaney et al. 2016; Vellani et al. 2021). The partic-
ipants in the qualitative study by Llewellyn et al. (2018) under-
scored the importance of relationships by describing how they
made a point of assigning patients based on their existing rela-
tionships with the patient and their families because this posi-
tioned them to better handle ACP discussions. The closeness to

19 of 26



patients and the ability to foster stronger patient relationships
was also the reason why CNSs were perceived to be preferred
candidates to lead ACP initiatives.

In Mullaney et al. (2016), the NPs also emphasised the value of
relationship-building. They perceived ACP discussions as a dy-
namic, iterative and evolving process, a perspective they shared
with the NPs working in long-term care interviewed by Vellani
et al. (2021). This was in accordance with the shared understand-
ingthat trustisacrucial component of ACP discussions (Mullaney
et al. 2016; Vellani et al. 2021). Boot and Wilson's (2014) inter-
views with CNSs further supported this. They recognised ongo-
ing relationship maintenance as integral to their ACP discussion
strategies, acknowledging the risk of harming relationships if
ACP discussions were introduced poorly. As they became more
familiar with patients, they better identified when to discuss
ACP, balancing the risks of harming the relationship.

4.3.2.2 | Timing It Right. Timing emerged as a crucial
characteristic of APNs' ACP practices. Boot and Wilson (2014)
emphasised the significance of timing in both initiating and con-
ducting ACP discussions. Through interviews, CNSs explained
the challenges they faced in determining when to initiate ACP
discussions, balancing their moral obligation with patients’ indi-
vidual wishes. The timing was crucial and using cues, such as
hospital discharge or resuscitation orders, was common. Simi-
larly, in the study by Rietze et al. (2016), cues were identified,
with NPs often considering the patient's initial hospitalisation
due to a life-limiting illness as an appropriate timing for ACP
initiation. Boot and Wilson (2014) further clarified that while
some CNSs took a proactive approach to introducing ACP, oth-
ers adopted a cautious ‘watching and waiting’ strategy, remain-
ing alert to patients’ cues and facilitating discussions when
considered appropriate.

Also, Llewellyn et al. (2018) highlighted the critical role of tim-
ing in successful ACP discussions. This went beyond merely
having sufficient time and involved identifying the optimal
moment. Participants emphasised the importance of recognis-
ing the ‘right moment’ or the ‘window of opportunity’ for ACP
(Llewellyn et al. 2018, 4). This process was metaphorically de-
scribed by Boot and Wilson (2014) as ‘tightrope walking’ (p. 10),
acknowledging the delicate balance between perceived risks
to the patient or the nurse—patient relationship and the risk of
missing the chance to engage in ACP. Initiating ACP conversa-
tions thus involved balancing the CNSs' personal perspectives,
emotions, competencies and past experiences alongside organ-
isational norms that could either support or hinder ACP (Boot
and Wilson 2014; Llewellyn et al. 2018).

Underscoring the important role of NPs in facilitating timely
and meaningful ACP, Jennings et al. (2019) revealed that almost
all deceased individuals in a dementia care program guided by
NPs with a focus on ACP had at least one documented goals-
of-care conversation within the last 6 months of life. In Vellani
et al.'s (2021) pandemic study, NPs highlighted their usual prac-
tice of conducting ACP and goals-of-care discussions at the time
of long-term care admission and regularly thereafter. However,
due to the pandemic, there was a substantial rise in the urgency
and frequency of these conversations, necessitating adjustments
to routines in order to meet increased needs.

4.3.2.3 | BalancingtheRoleof FamilyInvolvement. Our
analysis revealed that the APNs' involvement in ACP extended
beyond patient relationships to also include family involve-
ment (Boot and Wilson 2014; Llewellyn et al. 2018; Mullaney
et al. 2016; Vellani et al. 2021). The interactions between NPs,
patients and their families provided the opportunity for shared
decision-making and care planning (Dyar et al. 2012; How-
ell et al. 2014; Vellani et al. 2021). Caprio, Rollins, and Rob-
erts (2012) emphasised the importance of discussing the MOST
form with both patients and families. Boot and Wilson (2014)
recognised families as important collaborators, providing valu-
able insights into patients’ situations and preferences. During
the pandemic, NPs faced increased responsibilities for com-
municating with families due to the heightened risk of sudden
declines in residents’ conditions (Vellani et al. 2021). Vellani
et al.'s (2021) respondents emphasised how this communication
acted as a vital connection to families. They underscored that
shared decision-making in implementing care plans, involving
patients whenever possible, was a key component of the collab-
orative process.

Howell et al. (2014) interviewed CNSs and highlighted the im-
portance of family involvement when patients were receiving
palliative care at home. They described how patients and their
families were encouraged to openly discuss end-of-life prefer-
ences, with CNSs providing supportive information to facilitate
ACP as well as organising ‘just in case’ drugs (Howell et al. 2014,
251). In Mullaney et al.'s study (2016), NPs shed light on their use
of a mortality risk assessment process during family meetings
to foster collaboration and engagement. This approach helped
families better comprehend their relative’'s complex medical
conditions. In a study on homebased palliative care, Mitchell
et al. (2016) evaluated the pilot of an NP-led and GP-supported
care provision program. They found that NPs, by coordinating
care and facilitating formal case conferences with GPs, con-
tributed to a more integrated follow-up process that actively
involved family caregivers. This approach appeared to enhance
overall patient care and make end-of-life situations at home
more feasible. Similarly, Mullaney et al. (2016) emphasised the
importance of involving families, noting that these discussions
offer an opportunity to provide comprehensive explanations of
the patient's condition.

Despite the clear benefits of family involvement (Boot and
Wilson 2014; Dyar et al. 2012; Howell et al. 2014; Vellani
et al. 2021), Boot and Wilson (2014) also emphasised that family
dynamics could possibly negatively impact the ACP process and
prove challenging. For example, the CNSs reported ethical di-
lemmas when families strongly articulated views that they per-
ceived as conflicting with the patients’ wishes or as not aligned
with the patients’ best interest.

4.3.2.4 | Enhancing Effective Communication
and Shared Decision Making. The APNs ACP practices
also involved focusing effective communication. In the study
by Caprio, Rollins, and Roberts (2012), almost all respondents
recognised the value of the MOST form in enhancing commu-
nication of treatment preferences between physicians, patients
and families. Moreover, they noted its positive impact on com-
munication within healthcare settings, including among health-
care professionals and between hospitals and nursing homes.
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Mitchell et al. (2016) highlighted how structured assessment
forms empowered APNs to address challenging questions
with patients. This enabled the collection of vital information
that might otherwise be overlooked. The importance of ACP
and end-of-life communication was underscored by Payongay-
ong et al. (2022). Their study revealed that APNs demonstrated
a moderate level of commitment to their professional responsi-
bility regarding end-of-life communication. In the observational
study by Howell et al. (2014) about NP-patient interactions in
community palliative care, communication techniques emerged
as a central theme. NPs described their approach, which
included employing various questioning strategies; exchanging
information; providing explanations, support and reassurance;
using active listening and assisting patients with summarising
their thoughts.

4.3.3 | Facilitators and Barriers Influencing APNs'
Involvement in ACP

The analysis revealed several facilitators and barriers influenc-
ing APNs' involvement in ACP. These were related to both sys-
tem, organisation, workflow and education-related facilitators
and barriers.

4.3.3.1 | Facilitators for APNs' Involvement

4.3.3.1.1 | Organisational Support and Educa-
tion. Rietze et al. (2016) found that having an ACP policy
in place facilitated NPs' involvement in ACP and indicated
that organisational support was a key facilitator for engaging
NPs in ACP practices. This finding was corroborated by Ersek
et al. (2018). Additionally, Dube, McCarron, and Nannini (2015)
demonstrated that NPs who had received formal education
or continuing education courses on end-of-life care were
more involved in ACP discussions compared to those without
such training, further highlighting the importance of special-
ised education as a key facilitator for effective ACP practices
among APNSs.

4.3.3.1.2 | Effective Time Management and Tim-
ing. Several studies highlighted that effective time manage-
ment and precise timing are crucial facilitators for ACP. Arnett
et al. (2017) found that identifying and allocating the appro-
priate time for ACP are crucial facilitators. They highlighted
that established workflow processes, which dictate the review
of ACP upon admission to long-term care facilities, were key
in structuring the timing for these discussions. Similarly, Cap-
rio, Rollins, and Roberts (2012) demonstrated that the tim-
ing of completing MOST forms, specifically at nursing home
admission and during routine care meetings, facilitated ACP.
Mullaney et al. (2016) further underscored the significance
of timing by demonstrating how the initiation of ACP conver-
sations was strategically timed based on mortality risk assess-
ments in nursing homes. They found that high-risk patients
typically engaged in discussions after 9.05 days, moderate-risk
after 12.4days and low-risk after 15.75days. This strategic
timing, based on patient risk, allowed NPs to prioritise patient
visits, especially in situations with multiple patients, thus
allowing them to attend to care more effectively and promot-
ing their ACP involvement. Furthermore, Dube, McCarron,

and Nannini (2015) reported that having more time available
was a facilitating influence allowing NPs to be involved more
thoroughly in ACP discussions.

4.3.3.2 | Barriers to APNs' Involvement in ACP

4.3.3.2.1 | Lack of Guidelines and Support. Ersek
et al. (2018) explored stakeholders' perspectives on institutional
care interventions that incorporated ACP processes for NPs.
They found that lack of clear guidelines and anchoring at
the organisational level presented significant barriers to ACP.
They interviewed NPs who reported frequent dismissal of their
ACP recommendations by physicians, as well as low engage-
ment or opposition from nursing home leadership, underscoring
a widespread lack of support.

In the study by Arnett et al. (2017), respondents also raised the
lack of guidelines or policies about ACP as well as confusion
around how and when to bill for ACP, as a barrier for effec-
tive processes. They found that 62% of their respondents either
lacked or were unsure of the guidelines for when to review
ACP documentation with patients. They also discussed how it
was difficult to isolate ACP counselling from routine care, re-
sulting in confusion and uncertainty. This concern was shared
by the respondents of Llewellyn et al. (2018) as well as Dube,
McCarron, and Nannini (2015). While they understood the core
principles of ACP in terms of early discussion, future care and
end-of-life, they struggled to distinguish it from their regular
work. Llewellyn et al. (2018) also highlighted the lack of clar-
ity in role distribution as a potential barrier. Rietze et al. (2016)
found that only 14% of the 101 NPs they surveyed stated they had
a policy about ACP, thus acting as a barrier to their engagement
in ACP.

4.3.3.2.2 | Time Constraints and Organisational
Procedures. Some studies also underscored the poten-
tial barriers posed by the time-consuming nature of ACP
and the absence of dedicated moments for patient involvement
(Dube, McCarron, and Nannini 2015; Llewellyn et al. 2018;
Rietze et al. 2016). Llewellyn et al. (2018) noted that in busy
healthcare settings, ACP was easily deprioritised, especially
if clear routines for when ACP should be conducted were
not established. Similarly, the cross-sectional study by Rietze
et al. (2016) identified limited protected time as a barrier to
ACP involvement, along with unclear roles and organisa-
tional procedures. Time constraints were also reported as a
barrier in the study by Dube, McCarron, and Nannini (2015),
where a shortage of time hindered NPs' involvement in ACP
discussions.

4.3.3.2.3 | Structural and System-Related Barriers. Cer-
tain structural and system-related factors were pointed out as
considerable barriers in some studies (Arnett et al. 2017; Caprio,
Rollins, and Roberts 2012; Dube, McCarron, and Nannini 2015).
Arnett et al. (2017) highlighted a structural barrier regarding
electronic journal systems' inadequacy for storing documents
used in ACP documentation. Their study revealed that only
about two-thirds of practices could electronically store patients’
ACP documents, and only half were capable of systematically
transferring these documents to other healthcare settings. Sim-
ilarly, Dube, McCarron, and Nannini (2015) found that NPs who
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were not involved in ACP discussions cited system factors as a
barrier. Caprio, Rollins, and Roberts (2012) further identified
system-related barriers to ACP, including challenges due to inade-
quate systems for the electronic transfer of ACP documents when
patients transitioned between services. This raised concerns
regarding potential loss of documentation or its perceived irrele-
vance during treatment decisions upon admission. While internal
adherence to documentation was trusted, doubts remained about
hospital staff's adherence in the absence of clear systems.

4.3.3.2.4 | Lack of Training and Education. Training
and education were also found to influence ACP practices,
were insufficient skills and training acted as a barrier to APNs'
involvement. Arnett et al. (2017) found that some respondents
believed they needed to improve their skills regarding ACP dis-
cussions. Others felt that their skills needed significant improve-
ment or were lacking entirely, thus posing a barrier to successful
ACP discussions. To systematically integrate ACP into prac-
tice, they identified staff training, dedicated ACP facilitators
and patient education resources as primary needs. Similarly,
Dube, McCarron, and Nannini (2015) emphasised the impor-
tance of additional training to facilitate ACP practices. Most
of the NPs responded that additional training would enhance
their ability to conduct ACP discussions.

5 | Discussion

To our knowledge, this is the first literature review on the role
of APNs in ACP for older persons. The findings presented here
suggest that APNs play a key role in initiating and conducting
ACP, either independently or as part of a team depending on the
healthcare setting. Their clinical expertise and strong patient
relationships enable them to align care with patient preferences
and medical needs. Their contributions include facilitating dis-
cussions about treatment preferences and prognoses as well as
completing documentation such as POLST. The studies reviewed
were from the United States, United Kingdom, Australia and
Canada, where APN roles are well established, however, their
roles and responsibilities vary widely. This review can help guide
the development of APN roles in ACP for older persons, especially
in countries where their responsibilities are less defined.

5.1 | Person-Centred, Holistic and Competent
Care in ACP for Older Persons Performed by APNs

Effective ACP discussions should take a comprehensive ap-
proach, including conversations about prognosis and pro-
viding patients with the education needed to make informed
end-of-life decisions (Rietjens et al. 2017; Sudore et al. 2017).
These discussions require a deep understanding of patho-
physiology and personalised treatment options, particularly
for older patients with complex conditions. The results of this
study indicate that APNs, with their advanced medical exper-
tise, are well equipped to handle these challenging conversa-
tions, using strong relationships, timing, communication and
shared decision-making to guide the process. This review un-
derscores the importance of timing ACP discussions, which
may be particularly crucial for older persons, as these conver-
sations often need to be revisited to align with their evolving

health needs (Frechman et al. 2020). APNs' close proximity to
patients enables them to identify the optimal moments for dis-
cussing future care perspectives, thus fostering relationships
and cultivating trust, both of which are core aspects of person-
centred and holistic care. Their nursing background, coupled
with advanced education in pathophysiology, pharmacology
and physical examination, equips them with the knowledge
necessary to address the specific challenges faced by older
patients. Conducting meaningful ACP conversations is par-
ticularly time-consuming and often necessitates multiple
discussions with patients and their relatives (Vanderhaeghen
et al. 2019). The close relationships APNs build with patients
and families uniquely position them to have follow-up conver-
sations when the patients are ready.

Our findings suggest that POLST forms completed by APNs
often recommend less intensive treatment and contain fewer
errors compared to those completed by physicians, likely be-
cause of the thorough, ongoing discussions APNs have with
their patients. This is consistent with Laurant et al. (2018)
who found that APNs generally spend more time with pa-
tients during consultations than physicians do, whereas Swan
et al. (2015) reported that patients under APN care needed
fewer consultations over time (Laurant et al. 2018; Swan
et al. 2015). A recent review by Deschodt et al. (2024) also
showed that APN consultations for patients with complex
conditions were of equal or better quality compared to those
by physicians. This suggests that APNs could play a crucial
role in making healthcare services more sustainable—espe-
cially for older persons needing ACP in home care and nursing
homes—as the healthcare system adapts to future needs. This
approach can improve access to health care and bring special-
ised medical care closer to patients.

APNs are uniquely positioned to balance medical and person-
centred perspectives, respecting patient autonomy while providing
expert guidance on treatment options. Their roles often over-
lap with those traditionally held by physicians, such as conduct-
ing medical assessments and prescribing treatments (Eriksson
et al. 2018; Wheeler et al. 2022). This broad scope of practice al-
lows APNs to engage in meaningful ACP discussions, educate pa-
tients and families and make informed decisions on life-sustaining
measures, aligning care with patient preferences. Studies on ACP
interventions in nursing homes show improved documentation of
end-of-life preferences when staff are trained in ACP, though ef-
fects on family satisfaction and other outcomes are mixed (Hsieh
et al. 2022; Ng et al. 2022). While these studies do not specifically
focus on APNS, our review suggests that APNs' involvement in
multidisciplinary teams could lead to better outcomes in ACP.

5.2 | Organisational and System Requirements
Needed to Support the Role of APNs in ACP
for Older Persons

The evolution of roles and responsibilities in health care is not
solely based on knowledge, but also on societal mandates, ex-
pectations, and the rights linked to these roles. The rights and
expectations associated with APNs are less well defined and
vary between different countries (Poghosyan and Maier 2022;
Wheeler et al. 2022). In countries such as Canada, Australia,
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the United States and the United Kingdom, APNs commonly
diagnose illnesses and prescribe medications—practices that
are less widespread in many other nations (Wheeler et al. 2022).
However, the role of APNs in ACP also varies across countries.
In the United States, APNs with full practice authority inde-
pendently lead ACP and complete POLST forms, improving
patient satisfaction and clarity in care decisions (Constantine
et al. 2018, 2021). By contrast, in regions with restrictive reg-
ulations, APNs must involve physicians in decision-making,
highlighting the impact of regulatory barriers (Poghosyan and
Maier 2022; Wheeler et al. 2022). Similarly, Canada expanded
NPs' roles during the COVID-19 pandemic, enabling them to
act as medical directors in long-term care settings (McGilton
et al. 2023). In Europe, APNs in the United Kingdom and the
Netherlands hold substantive roles in diagnosis and treat-
ment, whereas Scandinavian countries, including Norway,
Denmark, Sweden and Finland, impose stricter limitations
that often confine APNs to supporting roles (Brownwood and
Lafortune 2024; de Raeve et al. 2024). Meanwhile, countries
such as Germany have yet to establish APN roles (Brownwood
and Lafortune 2024). These variations not only reflect differing
stages of APN role development but also underscore the poten-
tial for further growth as healthcare systems increasingly recog-
nise their advanced expertise and contributions.

This review suggests that empowering APNs to play a central
role in the ACP process can reduce hospitalizations and improve
patient care for older persons. Countries with less clearly de-
fined APN roles could benefit from adopting insights and best
practices from nations where these roles are well established.
However, such adaptations require careful consideration of local
contexts, including regulatory, cultural and educational factors,
to ensure that APNs' contributions are effectively integrated into
the healthcare system. By learning from international experi-
ences, countries can support the development and refinement
of APN responsibilities in ACP for older persons, ultimately im-
proving care quality and outcomes.

An essential element of high-quality ACP for patients with an-
ticipated life-limiting conditions is the use of medical orders and
POLST forms, which ensure that patients’ end-of-life care pref-
erences are documented and respected (Jennings et al. 2016). In
some states in the United States, APNs are authorised to sign
POLST forms, often working in collaboration with other health-
care professionals (Constantine et al. 2021). In the United States,
the National POLST Paradigm Task Force recommends allow-
ing APNs and physician assistants, alongside physicians, to
sign these forms, with APNs authorised in most states (POLST,
2022). This underscores the significant decision-making author-
ity APNs hold in ACP, positioning them closely alongside physi-
cians in their roles.

However, as this review indicates, a significant barrier to fully
leveraging APNs' potential in ACP is the lack of organisational
support, along with challenges related to time management
and task compensation structures. Additionally, APNs in spe-
cialised fields, such as dementia care or oncology, face com-
plexities requiring tailored approaches. For instance, ACP with
dementia patients involves addressing cognitive decline and
surrogate decision-making (Jennings et al. 2019), whereas on-
cology patients face different end-of-life considerations, such

as managing complex treatment regimens and navigating emo-
tional decision-making processes (Dyar et al. 2012). These spe-
cialised scenarios underscore the need for role-specific training
and resources to enable APNSs to effectively address such chal-
lenges. Nevertheless, APNs consistently demonstrate their
ability to deliver patient-centred care and enhance satisfaction
through empathetic communication and holistic approaches.

None of the reviewed studies provided insights into how APNs
can effectively contribute to ACP implementation within health-
care organisations. This gap is particularly noteworthy consider-
ing that APNs, who are highly educated with master's or doctoral
degrees, possess the skills needed to lead service improvements
through research, innovation and organisational training.
Expanding APNs independent responsibility for completing
POLST forms could address some of these barriers by reducing
the burden on medical services and improving access to ACP.
Evidence indicates that APNs, particularly in palliative care
settings, are more proactive and precise in completing POLST
forms, ensuring better adherence to patients’ end-of-life pref-
erences than when managed solely by physicians (Constantine
et al. 2018). This demonstrates APNs' potential to uphold patient
autonomy and enhance care quality. However, increased APN
autonomy in managing POLST forms is not without challenges.
Variations in training and experience may lead to inconsistencies
(Hayes et al. 2017), while unclear role definitions within interdis-
ciplinary teams can cause miscommunication (Poghosyan and
Maier 2022). These issues highlight the need for standardised
guidelines, comprehensive training, and effective interdisciplin-
ary collaboration to ensure consistent, high-quality care.

By granting APNs greater autonomy in managing POLST forms
and addressing organisational barriers, healthcare systems can
better utilise APNs' expertise and person-centred approach.
This would not only improve the implementation of ACP but
also improve overall care quality and efficiency. Reducing physi-
cian workload and creating a more seamless, accessible process
for patients and families are critical outcomes of such changes.
Addressing these barriers is essential to fully realising the ben-
efits that APNs can bring to ACP and to fostering a more effec-
tive, person-centred healthcare environment.

5.3 | Implications for Practice and Research

The role of APNsin ACP for older persons is significant, provided
that organisational and legal support is established. Further
clarification and development of this role can contribute to the
advancement of sustainable healthcare services across various
contexts. By leveraging the unique strengths of both NPs and
CNSs, healthcare systems can deliver informed, compassion-
ate and patient-centred care, ultimately improving outcomes
and satisfaction in navigating complex healthcare decisions.
To optimise their potential in ACP, it is crucial to address bar-
riers such as inconsistent regulations, insufficient training and
fragmented collaboration among providers. Standardising APN
authority, enhancing training for complex ACP scenarios and
fostering interdisciplinary collaboration are important steps.

Future research should focus on the following aspects related to
the role and responsibilities for APNs in ACP for older persons:

23 of 26



(1) developing models for task sharing and task shifting that
contribute to high-quality healthcare services for older persons,
(2) identifying organisational systems and legal frameworks re-
quired to support APNs in expanding their roles within ACP, (3)
assessing the economic impact of APNs taking a more prom-
inent role in ACP and (4) evaluating healthcare outcomes for
older persons and their families when APNs lead ACP processes.

5.4 | Limitations

To provide a comprehensive understanding of APNs' involve-
ment in ACP, we included studies with diverse methodological
designs. While the studies varied widely in terms of methodol-
ogy and sample selection, most were of high quality, which is
a strength of this review. However, the inclusion of studies that
either focused specifically on APNs or included them as part of
a larger sample of healthcare personnel introduced variability
that made synthesis challenging. This variability might limit the
consistency, comparability and generalizability of the findings.

Additionally, ACP implementation varies across healthcare
settings, regions and nationalities concerning the legal rights,
roles, responsibilities, scope of practice and regulatory frame-
works for APNs. These differences could affect the understand-
ing and outcomes of APNs' involvement, thus complicating the
ability to draw definitive conclusions from the material.

While most studies focused on older populations, four examined
the general population but were conducted in settings largely in-
volving older persons. Though not exclusively tailored to elderly
individuals, these studies offer valuable insights into the com-
plexities of ACP for older persons.

Our review included peer-reviewed articles from electronic da-
tabases and published sources, excluding relevant grey literature
that might have offered valuable insights into APNs' involvement
in ACP. Despite our rigorous search methodologies, some studies
may have been missed due to the nature of the search strings or
the selection process, potentially leading to an incomplete repre-
sentation of the available evidence. Furthermore, the decision to
specifically search for ‘advance care planning’ rather than broader
terms such as ‘end-of-life care’ or ‘palliative care’ may have influ-
enced the findings by narrowing the scope of included studies.

6 | Conclusion

This study underscores the crucial role APNs can play for older
persons, with the right training, in guiding patients and fam-
ilies through the ACP process while delivering high-quality
care. APNs are well positioned to implement ACP by making
informed decisions about care goals and medical orders. Their
expertise and close patient relationships make them valuable
members of interdisciplinary teams, aligning patient prefer-
ences with medical needs.

However, barriers such as time constraints, lack of role rec-
ognition, organisational challenges and inadequate training
hinder their effectiveness. Addressing these obstacles through
standardised training, clear legal frameworks and enhanced

organisational support is essential to maximising APNSs' potential
in ACP. Understanding how different APN models influence ACP
implementation and patient outcomes is equally important, as
variations across countries highlight the need for context-sensitive
strategies. Overcoming these challenges has the potential to sig-
nificantly enhance the quality of care for older persons, ensuring
that their preferences and goals are respected and integrated into
medical decision-making.
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