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Abstract

Background: Increasing severity of serious illness requires individuals to prepare and make 

decisions to mitigate adverse consequences of their illness. In a racial and ethnically diverse 

sample, the current study examined preparedness for serious illness among adults in California.

Methods: This cross-sectional study used data from the Survey of California Adults on Serious 

Illness and End-of-Life 2019. Participants included 542 non-Hispanic White (52%), non-Hispanic 

Black (28%), and Hispanic (20%) adults who reported at least one chronic medical condition 

that they perceived to be a serious illness. Race/ethnicity, socio-demographic factors, health 

status, discrimination, mistrust, and communication with provider were measured. To perform data 

analysis, we used logistic regression models.

Results: Our findings revealed that 19%, 24%, and 34% of non-Hispanic White, non-Hispanic 

Blacks, and Hispanic believed they were not prepared if their medical condition gets worse, 

respectively. Over 60% indicated that their healthcare providers never engaged them in discussions 
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of their feelings of fear, stress, or sadness related to their illnesses. Results of bivariate analyses 

showed that race/ethnicity was associated with serious illness preparedness. However, multivariate 

analysis uncovered that serious illness preparedness was only lower in the presence of medical 

mistrust in healthcare providers, perceived discrimination, less communication with providers, and 

poorer quality of self-rated health.

Conclusion: This study draws attention to the need for healthcare systems and primary care 

providers to engage in effective discussions and education regarding serious illness preparedness 

with their patients, which can be beneficial for both individuals and family members and increase 

quality of care.

Keywords

serious illnesses; racial disparity; ethnicity; mistrust; perceived discrimination; health 
communication

Background

Managing a serious illness can be a frightening and difficult experience, especially for 

individuals who continually experience lower quality care and diminished access to care. 

When planning and selecting appropriate care and services for serious illnesses, an 

individual may face various emotional reactions, such as embarrassment and/or fear, and 

may avoid conversations with their provider regarding illness outcomes and treatment 

options.1 However, it is now recommended by several agencies, including the Centers for 

Medicare and Medicaid (CMS), that individuals with serious illnesses learn about their 

rights and responsibilities of planning their health and personal affairs for when their serious 

illness worsens.2 Furthermore, assessment and management of serious illness preparedness 

may be directly linked to the completion of advance directives and planning, use of palliative 

and hospice care, and acceptance of end-of-life and its changes. Additionally, preparing for 

serious illness can provide individuals with knowledge of their illness trajectory and increase 

their decision-making ability, leading to more effective plans and responses to their future 

health outcomes.

To ensure individuals with serious medical conditions are prepared for the trajectory of 

their illnesses, discussions with providers must be performed continually. Unlike advanced 

care planning, self-perceived serious illness preparation is a subjective assessment of a 

person’s internal preparedness for future health conditions. In comparison, advance care 

planning is focused on the selection of a surrogate decision maker and documenting 

the directives and preferences for end-of-life medical care.3,4 Moreover, it encompasses 

communication and decisions about palliative care, hospice and other resources, which 

can be initiated by providers to start discussions surrounding the consequences of serious 

illness and death and dying. Despite advance care planning and serious illness preparedness 

being acknowledged as continual processes, serious illness preparedness is centered on the 

individualistic perception of the disease trajectory and future health outcomes if their health 

status deteriorates and serious illness worsens. For example, a patient with diabetes mellitus 

that is transitioning from oral antidiabetic medications to insulin management or end-stage 

renal disease patient preparing for dialysis and/or a kidney transplant. Even though these 
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concepts may be linked, serious illness preparedness focuses on planning response actions 

with regard to a specific illness or disease, as opposed to recording preferences for life-

sustaining treatments when incapacitated. Even though there are similarities between the 

2 concepts, serious illness management targets the subjective assessment of a individual’s 

internal preparedness for future health conditions and worsening of current health issues.

Over the last 3 decades, issues related to serious illness preparedness for medical care have 

been extensively examined.5–11 A comprehensive review of the literature shows that targeted 

strategies have been tested and evaluated to promote the completion of these activities.12 

Numerous studies have shown that demographic characteristics, social and environmental 

disparities, such as low educational attainment and financial difficulties, have notable effects 

on the initiation and completion of planning and decision-making.13–24 Multiple systematic 

reviews conducted in recent years have documented multidimensional racial inequalities in 

health care utilization, medical treatment, and quality of care in minority populations in 

the United States.25–46 The racial disadvantage has also been documented throughout the 

literature for adults who receive specialized services, such as palliative care for people with 

serious illness or hospice services for people approaching the end of life.17,47–72 The racial 

disparities persist into end-of-life care, particularly regarding communication and family 

needs.73

While a few studies have focused on advance care directives and planning among minority 

populations,15–24,74 to the best of our knowledge, no study has investigated serious illness 

preparedness among racial/ethnic groups. The objective of this study was to compare 

serious illness preparedness among non-Hispanic Blacks, Hispanics, and non-Hispanic 

Whites. We also examined perceived discrimination from the health care system, levels of 

mistrust toward their healthcare practitioners, communication with providers, and analyzed 

the impact of each of these factors on levels of serious illness preparedness with the 

3 racial/ethnic groups. Using multivariate analysis, we adjusted for demographic and 

socio-economic variables while estimating the potential independent impact of perceived 

discrimination, mistrust, and communication on serious illness preparedness among 

individuals with serious medical conditions.

Methods

Design and Settings

This study used data from the Survey of California Adults on Serious Illness and End-of-

Life 2019, which is a cross-sectional representative survey of California residents conducted 

on behalf of the California Health Care Foundation.75 The sampling design and data 

collection methodology have been extensively described in previous literature.75–77 Data 

collection for the survey took place from June 2019 to July 2019. To ensure that racial 

comparative analysis could be performed, the survey oversampled the study population of 

non-Hispanic Black participants using supplemental non-probability sampling. The survey 

included a total of 2,588 California adults, aged 18 years and older. Out of the 2,588 

respondents, a sub-sample (n = 585) reported at least one serious chronic condition. These 

participants were assessed on their preparedness if their chronic condition/s worsen. Almost 

5% (n = 29) of participants of subsample were excluded from our data analysis due to self-
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identification with other racial/ethnic groups not studied in our analyses or no identification 

of their racial/ethnic group. Therefore, our present study included 542 individuals with 

chronic condition/s who were 1) non-Hispanic Black, 2) Hispanic, or 3) non-Hispanic 

White. Overall, the survey targeted an equal number of participants with household incomes 

1) under 150% federal poverty level (FPL), 2) between 150% and 399% FPL, and 3) at least 

400% FPL and above.

Measurements

Independent Variable

Demographic and socio-economic characteristics included age, gender, educational 

attainment, marital status, ethnicity, and household income. Gender was a dichotomous 

measure (male = 1, female = 0 [reference group]). Age was a continuous variable. 

Educational attainment was operationalized as a continuous variable with a range between 

0 and 14, with a higher score reflecting more years of schooling. Not married, widowed, 

separated participants were coded 0, while married or living with partners were coded 

1. Income was measured as annual household income for previous years. Income was 

categorized by 3 levels: 1) under 150%, 2) 150–399%, and 3) ≥ 400% of the federal poverty 

level. Race/ethnicity was self-identified, and was dichotomized, with non-Hispanic Whites 

designated as the reference category.

Perceived Discrimination

Perceived discrimination was measured using a 10-item questionnaire. For all 10 items, 

participants indicated whether they agreed or disagreed with each statement. For example, 

participants were asked whether they had been the subject of discrimination by health 

care providers due to their ethnicity/race, language, income, or medical coverage. Principal 

component analysis was used to identify potential factors underlying the 10-item instrument 

that measures the type of discrimination. The Varimax rotation produced 2 distinct factors, 

explaining 58% of the variance. The first factor was associated with the 6 items that measure 

perceived discrimination associated with income, type of insurance, and being uninsured. 

The second factor produced by the Varimax rotation is associated with 4 items that measure 

perceived discrimination because of race/ethnicity and language.

Level of Mistrust

Mistrust was measured with a single item asking participants, “In general, how much do you 

trust your health care providers to act in your best interest?” Response options included “not 

at all,” “not too much,” “some,” and “a lot.” We use following coding: 1 = “not at all/not too 

much”; 2 = “some,” and 3 = “a lot.”

Communication With Providers Regarding Their Illnesses

Communication with providers regarding their chronic illnesses measured using following 

5 items: “Have any of your health care providers talked to you about 1) how to make your 

life better as you live with your illnesses? 2) any fear, stress, or sadness you may be feeling? 

3) what to expect if your illness gets worse? 4) both the good and bad things that could 

happen with your treatments? and 5) what is most important for you as you live your life 
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with your illnesses?” Cronbach’s alpha coefficient for these 6 items was calculated to be 

0.82. Furthermore, when items were deleted, the alpha scores ranged from 0.762 to 0.798, 

indicating that no single item decreased reliability appreciably. Therefore, we are convinced 

that a summative score of these 5 items is a reliable measure of communication with 

providers. This index for serious illness preparation includes the following tenets: 1) basic 

medical and illness history, 2) mental wellness, 3) expectations of illness/disease trajectory, 

4) perceptions of treatment risks and benefits of treatments, and 5) personal short-term and 

long-term health goals. Therefore, these 5 items chosen to represent a proxy for serious 

illness preparedness.

Number of Chronic Conditions

The number of chronic conditions was measured based on self-report of being diagnosed 

with: 1) emphysema or chronic obstructive pulmonary disease, 2) heart disease, 3) cancer, 4) 

stroke, 5) HIV/AIDS, 6) cirrhosis or late-stage liver disease, 7) chronic or end-stage kidney 

disease, 8) hypertension, 9) diabetes, 10) depression, 11) an anxiety disorder, 12) bipolar 

disorder, and 13) any other serious illness.

Self-Rated Health (SRH) Status

Self-Rated Health (SRH) status was measured using a single item.78–81 Participants reported 

their overall health. Response options were coded as 1) excellent, 2) very good, 3) good, 4) 

fair, and 5) poor. The Institute of Medicine (IOM) recommends the use of Self-Rated Health 

Status for monitoring the health of the US general population.

Outcome Variable

Serious illness preparedness was measured with a single item asking participants, “How 
prepared do you feel to deal with your illness(s) if it gets worse in the future?” The response 

options were “very prepared,” “somewhat prepared,” “not too prepared,” and “not at all 

prepared.” In order to use multiple logistic regression, we used a binary code of 0 for not 

being prepared (“not too prepared,” and “not at all prepared”) and 1 for prepared (“very 

prepared,” and “somewhat prepared”).

Statistical Analysis

For descriptive statistics, we reported means and proportions (frequencies). For bivariate 

analysis, we used Chi Square or ANOVA tests. For multivariable models, we employed 

the multiple logistic regression technique. Adjusted Odds Ratios (ORs), 95% Confidence 

Intervals (9% CI), and p-values were reported. P-values equal or less than 0.05 were 

considered significant.

Results

Table 1 reports the characteristics of the study sample. This study included 542 individuals, 

of whom 154 identified as non-Hispanic Black, 106 as Hispanic, and 282 as non-Hispanic 

Whites, all aged 18 years and older (mean 57.7 ± 17.01). More than 28% of our sample 

reported having a high school diploma and 7% reported 0–11 years of education. Over 36% 

reported their household income in the range of 150% to 400% of the federal poverty 
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level, whereas almost 37% reported income under 150% of the federal poverty level. 

Only 4% of participants reported excellent health, whereas 34% described their health as 

poor (8%) or fair (26%). This cross-sectional survey shows that 19%, 24%, and 34% of 

non-Hispanic White, non-Hispanic Blacks, and Hispanic reported that they are not prepared 

if their chronic condition worsened, respectively. In addition, more than 60% of participants 

indicated that their health care providers never talked to them regarding their feelings of 

fear, stress, or sadness related to their serious illnesses. Similarly, only 45% of participants 

indicated that their health care providers talked with them about what to expect if their 

illness(es) gets worse.

Bivariate Correlations

Table 2 shows the bivariate correlation results between the independent variables and serious 

illness preparedness. At the bivariate level, all independent variables (except for the number 

of chronic conditions and perceived racial/language discrimination) were associated with 

serious illness preparedness. The following were all more likely to report higher levels of 

preparedness: i) men, ii) older adults, iii) higher education level, iv) married, v) higher 

income, vi) identification as a non-Hispanic White, vii) higher self-rated health, viii) lower 

levels of perceived discrimination, ix) frequent communication with their providers, and x) 

greater level of trust in their providers.

Multivariate Analysis

Table 3 reports result of the multiple logistic regression estimating independent association 

between serious illness preparedness and independent variables. The relationship between 

the independent variables that included in the logistic regression model was examined. We 

detected no harmful multi-collinearity among independent variables (the highest correlation 

was between variables that measured the self-rated health status and number of chronic 

condition; r = 0.314). Table 3 shows that adjusting for demographic, SES status, and other 

relevant variables, the index that measured perceived discrimination due to income or type 

or lack of health care coverage was associated with lower serious illness preparedness. 

This indicated that experiencing a higher level of discrimination because of income, type 

of insurance, and lack of insurance leads to a 65% (OR: 1.652; 95% CI: 1.299–2.101, p 

< 0.0001) increase in the odds of not being prepared for a serious deterioration in health 

condition. Similarly, those who indicated that they did not trust their health care providers 

were 0.379 times less likely to report serious illness preparedness (OR = 0.379; 95% CI: 

0.176–0.816; P < .02), compared to those who have complete trust in their health care 

providers. Additionally, a lower level of self-rated health status decreased the odds of being 

among survey participants who indicated that they are prepared if their medical conditions 

get worse. Finally, racial and ethnic backgrounds did not remain significant when other 

relevant variables (particularly the variable that measures trust in providers) were held 

constant.

Discussion

This study documented that after adjusting for demographic, SES status, and other relevant 

variables, lower levels of serious illness preparedness was associated with 1) a higher 
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level of perceived enabling discrimination; 2) a higher level of mistrust with health care 

providers; 3) a lower level of communication with providers regarding their illnesses; and 

4) a lower level of perceived health status. Additionally, racial/ethnic identity was correlated 

with serious illness preparedness at the bivariate levels, with non-Hispanic Blacks and 

Hispanics being less prepared for their serious illness than non-Hispanic Whites. However, 

at the multivariate level and controlling for other related variables, including level of 

trust with health care providers, perceived discrimination with health system, and level of 

communication with providers, racial/ethnic identity was no longer statistically significant 

with serious illness preparedness. Therefore, it is important to discuss the role of these 

3 factors/variables on modifying the association between serious illness preparedness and 

racial/ethnic identity. Indeed, reviews of literature show that the level of communication with 

providers,15,16,82,83 mistrust,84,85and perceived discrimination86,87 are 3 strong predictors of 

advance care planning, palliative care as well as hospice care among minority populations. 

This is important for our findings as we uncovered these predictors to be significant for 

lower serious illness preparedness.

Evidence has shown that there are existing disparities in diversity, equity and inclusivity 

within healthcare and society.88 Recent findings of other studies focused on race and 

income89,90 reveal that income and resources may indicate poorer health outcomes, as 

opposed to race. Viewing mistrust and lack of communication through lens of health 

disparities, attributed to lower resources and lack of adequate care can diminish notions 

that all inequality is due to race/ethnicity. Moreover, decisions regarding serious illness 

preparedness may be impacted by social status, personal responsibility of health, and 

structural pressures, all which may have a greater impact than race/ethnicity. Therefore, 

our significant factors from our multivariate analyses may be a result of economic, social, 

and personal factors, which can lead to other forms of discrimination, such as income, 

age, or disability. This may be more impactful than race/ethnicity, marking it a surprising 

finding. Despite this result, we still uncovered race/ethnicity to be significant in our bivariate 

analyses.

Numerous studies, including recent systematic reviews, show that ethnic/racial minority 

patients consistently experience poorer communication quality, information-giving, 

patient participation, and participatory decision-making than their non-Hispanic White 

counterparts.91. Community-based studies reveal that racial and ethnic minorities are 

less likely than non-Hispanic Whites to communicate their advance care preferences 

to their healthcare providers.15,16 Moreover, a recent systematic review of literature 

found that interventions promoting effective communication about aspects of serious 

illness preparedness improved concordance between preferences for care and delivered 

care.7 Elliott and colleagues (2016) suggest that excessive (compared to non-Hispanic 

Whites) mortality of non-Hispanic Black patients in the intensive care unit undergoing 

life-sustaining treatment is associated with differences in patient- and/or surrogate-

provider communication.83 Also, it is well-documented that non-Hispanic Blacks desire 

communication, information, respect, and a trusting doctor-patient relationship.92 Several 

studies have shown that minority groups desire initiatives that are sensitive to their 

religious values and cultural assumptions.17,18,22,93–96 Finally, knowing that community-

based interventions have been exceptionally successful among minority communities on a 
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variety of topics, additional investigational intervention are needed to focus on improving 

serious-illness planning.

Controlling for all other variables, our data show that mistrust in healthcare providers 

was associated with low serious illness preparedness. This finding is very similar to 

numerous studies that show low initiation of advance care planning and low completion 

of advance directives strongly are linked to mistrust in the health care system among 

various populations.85,97 A recent systematic review of 40 studies found that unwillingness 

to participate in advance care planning among adults is related to fear of the advance 

care planning process and to previous negative experiences with the health care system.98 

Medical mistrust is a major barrier to a strong patient-provider relationship and negatively 

influences health behavior and treatment outcomes.99–101 An extensive review of the 

literature shows linkage between patient mistrust, lack of commitment to treatment plans, 

negative health behaviors, and undesired health outcomes, particularly among minority 

groups.102–105 Indeed, there is an established body of literature indicating that minorities, 

particularly non-Hispanic Blacks, consistently report higher levels of mistrust in the health 

care system than Whites.97,104–107 Our study revealed that non-Hispanic Black and Hispanic 

participants are twice as likely as their White counterparts to admit that they do not trust 

their health care providers “at all.” Hong and colleagues (2018) found in their systematic 

review of 26 studies, medical mistrust acted as a barrier to advanced care planning among 

non-Hispanic Blacks.85 For racial/ethnic minorities, medical mistrust may be rooted in 

previous discriminatory experiences.104,105,108–110

Our findings revealed that more than 56% of participant state that their health care providers 

never talked to them regarding their feelings of fear, stress, or sadness related to their serious 

illnesses. Moreover, at least half of our sample reported that their healthcare providers 

didn’t discuss their illness trajectory and decision-making for future outcomes. Interestingly, 

almost 11% of participants indicated that they do not trust their providers at all and were 

likely to be unprepared if their health deteriorated. Cross-cultural studies commonly identify 

communication and the flow of information, perceptions of hospice and palliative care, and 

compatibility with beliefs (i.e. cultural, spiritual, social) as major barriers that profoundly 

impact services for serious illness preparedness.82,111,112

Another important factor linked to serious illness preparedness in our multivariate analysis 

was the perception of enabling discrimination shown within the health care system and 

by providers. It is important to understand how specific factors, such as mistrust and 

discrimination, can impact serious illness preparedness and use of health care services. We 

documented that perceived discrimination due to enabling characteristics (income and type 

or lack of health care coverage) led to a 65% increase of not being prepared for carrying out 

effective management of serious illnesses.

Additionally, our data shows consistently strong association between perceived 

discrimination with medical care system and providers. For example, 38%, 27%, and 

19% of non-Hispanic Blacks participated in this study indicated that they have been 

treated differently by health care providers because of their ethnicity, type of insurance, 

and lack of health care coverage, respectively. However, only 5%, 15%, and 9% of 
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non-Hispanic White participants, admitted that they were treated differently for the same 

reasons mentioned above, specifically ethnicity, type of insurance, and lack of health 

care coverage. Discrimination and mistrust are more common in minority populations 

with multi-morbidities who are managing multiple and complex illnesses.113,114 It is 

well-established that minority groups, such as non-Hispanic Blacks, have experienced 

decades of systemic and institutionalized racism and discrimination, in addition to unethical 

medical experimentation, which can result in lower levels of mistrust and various types of 

discrimination. In a comprehensive speculative essay, Rosenblatt (2009) paints a troubling 

picture of racism and its impact on preparedness for serious illness and end-of-life care in 

the United States. He argues that “the racial system operates in ways that bruise some people 
and that make it difficult for those who are advantaged by the system to understand the 
system and their place in it; and so, ideally one way for end-of-life care facilities to deal 
with potential difficulties in black-white relationships is to provide contexts for dealing with 
bruises and obliviousness.”87

Evidence shows that poor health status is a common facilitator for higher engagement 

in serious illness preparedness among many groups, including minority populations.85 

Interestingly, our data shows that participants who reported a higher level of self-rated 

health status were more likely to have higher levels of serious illness preparedness. Usually, 

individuals who are deemed to have a higher risk of dying due to illness may receive 

advance care planning counseling to ensure easier decision-making at the end of life, 

especially for those in poor health. However, these patients may not feel prepared, even 

after discussions with providers and family members and completion of advance directives. 

When their perceived health condition and quality of health worsens or is already poor, 

they may be less likely to admit that they are prepared for challenging situations. Instead, 

family members and healthcare providers should periodically assess patients’ satisfaction 

with decisions for preparedness for serious illness management, followed by advance care 

planning.

Finally, it is important to despite our sample including all adults aged 18 and older, the 

average age was 58 (SD = 17), which reflects a wide range of individuals who perceived 

their chronic conditions as serious. Interestingly, at bivariate level, age was a significant 

predictor of the preparedness for serious illness, indicating that those who reported that 

they were not prepared, were 5 years younger than their counterparts who reported being 

prepared for serious illness. However, at the multivariate level, age was not significant, 

which is important to recognize as other variables, particularly gender and variables that 

measured mistrust were added to the model.

Implications

In our multivariate analysis, this study showed that serious illness preparedness was lower 

in the presence of medical mistrust in healthcare providers, perceived discrimination, 

less communication with providers, and poorer quality of self-rated health. While this 

finding has not been reported in this context previously, it is an indication of how 

impactful discrimination, mistrust, and communication with health system and providers 

shape the quality of care, patient behavior, and health outcomes that has been reported in 
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numerous studies.99–102,115–118 Planning for effective responses to serious illnesses requires 

ongoing engagement and dialogue with primary health care providers, family members, and 

thoughtful consideration of experiences and wishes.119

Consideration of various types of healthcare practitioners is integral as individuals residing 

in underresourced urban and rural areas may have greater access to nurse practitioners and 

physician assistants, as opposed to a physician, and should seek to maintain and regularly 

engage with a multidisciplinary healthcare team (i.e. nutritionist, occupational therapist, 

social worker). This may lead more positive perceptions of patients’ self-assessment of 

their health and increase their preparedness to make decisions about their care. Therefore, 

healthcare providers (i.e. physicians, nurse practitioners, and physician assistants) should 

implement methods to initiate discussions regarding serious illness preparedness with 

patients at most visits with patients, which would also improve their communication skills 

and relationships with patients, especially under-served and minority groups.120 Primary 

healthcare providers may find it difficult to discuss these topics with patients across the 

life cycle, such as goals of care or conversations about serious illness and its potential 

negative outcomes. The reluctance to discuss these topics with individuals across the life 

span may have to be integrated in the curriculum of their educational training, such as 

medical school.121 Discussing preparedness, if illnesses get worse, may be an interesting 

tactic to build relationships and rapport with patients to facilitate further discussion about 

advance care planning. Providers who have already had discussions with their patients about 

serious illness preparedness may find it easier to discuss end-of-life issues.

With regard to patient education and wellness, we acknowledge the need for innovative 

advance care planning models that integrate serious illness preparedness as one of 

the primary tenets, due to its focus on understanding the subjective assessment of an 

individual’s illness preparedness, and their socio-psychological/cognitive status. Moreover, 

expectations of the illness trajectory should occur prior to advance care planning, and 

initiated at the time of diagnosis so that patients learn to adapt to their wellness change 

and planning of future health goals. This may eventually lead to reduction of chronic 

stress related to their illness and any future deterioration in physical and mental health 

status, especially for underresourced minority adults. The careful evaluation of patients’ 

serious illness preparedness for dealing with serious illnesses may also help achieve a 

positive treatment outcome. However, it is quite possible that the self-perception of serious 

illness preparedness does not reliably capture the needs of patients. Therefore, future 

research should ideally include both objective and subjective (self-perceived) measures of 

patients’ serious illness preparedness to. The variability in preparedness suggests that there 

is a great need for culturally sensitive, customized, stage-specific interventions based on 

individualized assessments of self-rated health, communication and experiences with health 

care system and providers to improve preparedness to carry out effective responses to 

serious illnesses. Finally, it is important for family members and providers to understand 

the patients’ self-perception and preparedness of their future health condition and preferred 

method of treatment for the serious illness.

There were a few limitations with this study. First, this study utilized secondary data 

analysis. While secondary data analysis is flexible and can be utilized in several ways, it 
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can be limiting due to inability to capture other relevant variables/factors. For example, 

this dataset may have needed to add additional items/questions to describe the meaning of 

serious illness preparedness. Second, this was a cross-sectional study that prevented any 

determination of causal relationships. An additional limitation was the use of self-reported 

measures, which results in a degree of bias. Lastly, consecutive address-based sampling 

was utilized, which may limit generalizability. However, this study is unique as it included 

a more equal representation of non-Hispanic Blacks, Hispanics, and non-Hispanic Whites, 

which is not always represented in datasets. Despite these limitations, this is a novel study 

that contributes to the current knowledge on serious illness preparedness among these 

population of adults with serious medical illnesses.

Conclusion

This study shows that 3 factors—level of communication with providers, mistrust, and 

perceived discrimination—strongly predict the level of serious illness preparedness, which is 

similar to previous literature on end-of-life services and completion of directives. More 

importantly, our findings showed that non-Hispanic Blacks and Hispanics may be at 

a disadvantage due to lower levels of serious illness preparedness. However, knowing 

that perceived serious illness preparedness is based on self-perception, it is necessary 

that providers offer comprehensive and culturally competent knowledge to ensure that 

patients understand their health condition and illness trajectory, especially for minority 

populations. We strongly suggest that serious illness preparedness be further examined 

and its potential association with end-of-life and advance care planning. With greater 

knowledge and evidence, healthcare systems, communities, and families will greatly benefit 

from improved understanding of serious illness management, especially among underserved 

minority groups.
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Table 1.

Characteristics of Sample (n = 542).

n %

Gender

 Male 264 48.7

 Female 278 51.3

Household income

 Under 150% 200 36.2

 150%−399% 196 36.9

 ≥ 400% 146 26.9

Ethnicity/race

 White, non-Hispanic 282 52.0

 Black, non-Hispanic 154 28.4

 Hispanic 106 19.6

Marital status

 Not married 283 52.2

 Married 259 47.8

Trusting health care providers

 No at all/not too much 58 10.8

 Some 190 35.5

 A lot 287 53.6

Mean + SD

Age (Years: 18–93) 57.7 + 17.01

Education attainment (1–14) 10.62 + 1.86

Self-rated health (1–5: excellent-poor) 3.08 ± 1.01

Number of chronic conditions (1–13) 2.77 ± 1.70

Communication with provider (0–5) 2.74 + 1.91

Perceived enabling discrimination −0.08 ± 1.05

Perceived racial and language related discrimination −0.06 ± 1.11
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Table 3.

Multivariate Logistic Regression Estimating the Correlation Between Independent Variables and Serious 

Illness Preparedness (n = 542).

Independent variable OR 95% CI Sig.

Gender .001

 Male 0.412 0.238–0.712

 Female 1.000 -

Age 0.999 0.983–1.016 .910

Education 1.037 0.892–1.205 .635

Marital status .371

 Not married 1.276 0.749–2.174

 Married 1.000

Household income .645

 Under 15% 1.000 - .738

 150%−399% 0.880 0.415–1.865 .683

 ≥ 400% 1.164 0.561–2.414

Ethnicity

 White, non-Hispanic 1.000 - .527

 Black, non-Hispanic 1.498 0.744–3.016 .258

 Hispanic 1.282 0.610–2.694 .512

Self-rated health 0.597 0.458–0.778 .000

Number of chronic conditions 1.029 0.877–1.209 .723

Communication with provider 1.451 1.263–1.667 .000

Perceived enabling discrimination 1.652 1.299–2.101 .000

Perceived racial/language discrimination 0.924 0.712–1.199 .553

Trust with health care providers

 Not at all/not too much 1.000 - .037

 Some 0.379 0.176–0.816 .013

 A lot 0.919 0.522–1.620 .771

−2 log likelihood 405.787

 Nagelkerke 0.350
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