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Abstract
Responding to an urgent need for more research on end-of-life concerns of racial and ethnic
minorities, the present study explored predictors of willingness of older Korean-American adults (N
= 675) to use hospice. Guided by Andersen's behavioral health model, the study considered
predisposing factors (age, sex, marital status, education), potential health needs (chronic conditions,
functional disability), and enabling factors (health insurance, acculturation, prior awareness of
hospice). Nearly three-quarters of the sample answered yes to the following statement and question,
“Hospice is a program that helps people who are dying by making them feel comfortable and free of
pain when they can no longer be cured of their disease. If you needed hospice services, would you
use them?” A greater willingness was observed in younger persons (odds ratio (OR) = 0.96, 95%
confidence interval (CI) = 0.93–0.98) and those with higher levels of education (OR = 1.67, 95% CI
= 1.12–2.48), more chronic conditions (OR = 1.23, 95% CI = 1.05–1.44), health insurance (OR =
0.59, 95% CI = 0.37–0.94), higher levels of acculturation (OR = 1.07, 95% CI = 1.03–1.10), and
prior awareness of hospice (OR = 4.43, 95% CI = 2.85–6.90). The present study highlights the role
of prior awareness in shaping individuals’ attitudes toward services, calling attention to a need for
community education and outreach programs for racial and ethnic minorities, with specific emphasis
on dissemination of information and greater awareness of hospice services.
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As the U.S. population becomes more diverse, greater attention is being paid to racial and
ethnic disparities in various aspects of health and health care.1,2 One area that still has not
received much attention is that of racial and ethnic diversity or disparities in end-of-life (EOL)
care.3,4 Disparities in EOL care are particularly important, because the beneficial functions of
hospice in terms of symptom management and enhanced well-being for patients and their
families have been well documented.5,6 Despite the value of hospice in ensuring quality of life
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as long as possible, few members of racial and ethnic minority groups know about EOL care
options and use such services.7,8 According to a report by the National Hospice and Palliative
Care Organization,9 of the approximately 1.4 million individuals who received hospice care
in 2008, only 18.1% were nonwhite.

Of particular note is the pronounced underuse of hospice by Asian Americans.5 A series of
studies with Medicare beneficiaries registered in the Surveillance, Epidemiology, and End
Results program found that terminally ill older Asian Americans with cancer were less likely
than their white counterparts to use hospice.10,11 The disparities observed between older Asian-
American and white patients with cancer persisted even after the effects of socioeconomic and
clinical information were controlled for.

Given the heterogeneity between and within Asian-American groups, the present study focused
on Korean Americans, the fourth largest subgroup of Asian Americans.12 The study examined
factors that might increase or decrease willingness of older Korean-American adults to use
hospice. Although willingness and use represent distinct constructs, studies have shown that
when combined with skills, abilities, and minimal environmental barriers, personal willingness
is a critical determinant of help-seeking behaviors in many health-related contexts.13 The
exploration of a broad range of predictors of willingness to use hospice was expected to provide
essential information to help in the design of interventions to increase awareness and
acceptance of services and eventually to lead to greater use of services.

Andersen's behavioral health model,14,15 which has proven to be a useful framework for
studying use of various types of services,16–18 including hospice,19 guided the present
investigation. Predisposing variables usually include demographic variables that may influence
individuals’ propensity to use services. Physical health constraints, such as chronic conditions
and functional disability, represent potential needs for hospice use. Enabling variables consist
of a variety of resources that may facilitate access to services. Studies have suggested that
younger individuals, women, and those with a spouse and more education are likely to have
more-favorable attitudes toward service use.16–18 It was also expected that older individuals
who currently had severe health constraints would be more favorably disposed to using hospice.
Health insurance is a critical enabler of health service use,20 and those with such coverage are
likely to have a greater willingness to use services. Research on immigrant populations has
shown that those who are more acculturated to the host culture have a more-positive perception
of and greater use of services.21 Finally, prior knowledge and familiarity may promote service
use.16,18

Taking the existing literature as a springboard, the goal of the present study was to explore
factors that might increase or decrease willingness of older Korean-American adults to use
hospice. An array of potential predictors, including predisposing variables (age, sex, marital
status, educational attainment), potential health needs (chronic conditions, functional
disability), and enabling factors (health insurance, acculturation level, prior awareness of
hospice), was assessed.

METHODS
Participants

The Mental Health Literacy Among Korean American Elders project provided data for the
study. Data were collected from March through August 2008 in Tampa and Orlando, Florida.
The surveys were conducted with Korean adults aged 60 and older who were able to understand
and complete the questionnaire. The survey questionnaires were in Korean and were developed
through back-translation and pilot-testing with 20 older Korean adults who were representative
of the anticipated sample. Because immigrant populations are often underrepresented in public
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databases (e.g., Census data, telephone directories), a variety of sources were used for
recruitment, including specific organizations and a telephone directory. The survey sites
included 25 local Korean churches, two other groups with a religious affiliation, one Korean
senior center, two senior apartments, and a local Korean elder association. Individuals for
whom on-site contacts were not possible were mailed a packet including a set of questionnaires
and pre-stamped return envelope. To recruit individuals who were not affiliated with the
aforementioned groups, requests were made for referrals from respondents and other
individuals associated with the primary data collection sites.

The convenience sampling procedure was supplemented with a systematic review of a
telephone directory of Korean residents provided by the Florida Korean American Association.
Two thousand Korean residents in Tampa and Orlando were listed in the directory. After
excluding those who had already been recruited through the convenience sampling efforts, all
remaining individuals were called to ask whether there were age-eligible members in the
household. Up to five phone calls were made to each number. When there was an eligible
person in the household, a survey packet was sent. This step was designed to improve sample
representation by including individuals who were not recruited through the convenience
sampling efforts; this is often done with hard-to-reach minority groups.22

The final sample consisted of 675 participants. Of these, 73.0% were recruited through visits
and 27.0% through mail surveys. A series of analyses was conducted to determine whether
there were any significant differences in sample characteristics according to recruitment
method. Only one significant difference in a major demographic variable was found;
participants recruited in visits were less educated those who responded to the mail surveys (chi-
square = 10.3, P < .01). This finding suggests that sole reliance on the mail survey approach
might have a bias in favor of more-educated individuals. All respondents were paid $20 for
their participation.

Measures
Predisposing Factors—Demographic information included age, sex (0 = male, 1 = female),
marital status (0 = married, 1 = not married), and educational attainment (0 = ≤high school, 1
= >high school).

Potential Health Needs—For chronic conditions, individuals were asked to report, using
a yes-or-no format, existing medical conditions from a nine-item list of chronic diseases and
conditions commonly found in older populations (e.g., arthritis, stroke, heart problems,
diabetes mellitus, cancer). A summated score was used for the analysis, with a high score
indicating more chronic conditions.

Functional status was assessed using a composite measure adapted from the Older Americans
Resources and Services questionnaire.23 The 20 items covered a wide range of instrumental
and basic activities of daily living, including eating, dressing, traveling, managing money,
carrying a bag of groceries, and reaching the arms above the head. Participants were asked
whether they could perform each activity. The responses were coded as 0 (without help), 1
(with some help), or 2 (unable to do). Responses to individual items were summed for a total
score. The possible range for functional status was 0 (no disability) to 40 (severe disability).
Internal consistency for the measure was high in the sample (α = .93).

Enabling Factors—Health insurance coverage, level of acculturation, and prior awareness
of hospice were conceptualized as enabling variables. With respect to insurance, respondents
answered yes or no in response to a question about whether they had health insurance coverage.
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Acculturation was assessed using a 12-item acculturation inventory24 that included items
representing language, media consumption, food consumption, social relations, sense of
belonging, and familiarity with the host culture. Each response was coded from 0 to 3. Total
scores could range from 0 to 36, with a higher score indicating a greater level of acculturation
to mainstream U.S. culture. Internal consistency for the scale was high in the present sample
(α = .92).

To assess awareness of hospice, participants were asked whether they had heard of hospice.

Outcome Variable—The following statement and question were used to assess willingness
to use hospice: “Hospice is a program that helps people who are dying by making them feel
comfortable and free of pain when they can no longer be cured of their disease. If you needed
hospice services, would you use them?” To use a nontechnical definition of hospice, the
wording was based on a consumer guide developed by the Hospice Association of America.
25 A binary code of yes or no was used. Affirmative response indicated a personal willingness
to use hospice.

Analytical Strategy
Descriptive information and bivariate correlations were assessed to understand the underlying
characteristics of the sample and study variables. Logistic regression models of willingness to
use hospice were estimated by entering the constructs in an order determined using Andersen's
model: predisposing factors (age, sex, marital status, educational attainment), potential health
needs (chronic conditions, functional disability), and enabling factors (health insurance,
acculturation, prior awareness of hospice). Because of the individual distinctness, each of the
enabling variables was added in succession. Analyses were performed using SPSS version 17.0
(SPSS Inc., Chicago, IL).

RESULTS
Sample Characteristics and Descriptive Information

As shown in Table 1, the sample consisted of 675 older Korean-American adults ranging in
age from 60 to 96, with an average age of 70.2 ± 6.9. More than half (58.8%) of the sample
was female, and approximately three-fourths was married. Approximately 45% of the sample
had more than a high school education. All participants were foreign born, and the number of
years lived in the United States ranged from 1 to 54, with a mean of 28 years. These
demographic characteristics were similar to previously reported profiles of older Korean-
American adults in Florida and in other U.S. states.24,26

The sample was in reasonably good health, as evidenced by average scores for chronic
conditions and functional disability of 1.35 ± 1.24 and 1.81 ± 4.47, respectively. Approximately
82% of the sample had health insurance coverage (39% Medicare only, 6.3% Medicaid only,
14.2% private insurance, 12.2% Medicare and Medicaid, 9.9% other combinations).
Acculturation scores averaged 15.8 ± 7.6 out of a possible 36. More than half of the participants
(52.8%) reported that they had heard about hospice, and 73.6% of the sample expressed a
willingness to use hospice.

Predictors of Willingness to Use Hospice
Table 2 summarizes the series of logistic regression analyses on willingness to use hospice. Of
the predisposing variables entered into the initial model, age and education made significant
contributions. Those who were younger (odds ratio (OR) = 0.96, 95% confidence interval (CI)
= 0.93–0.98) and who had more than a high school education (OR = 1.67, 95% CI = 1.13–
2.48) were more willing to use hospice. Variables representing potential health needs were
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entered into the second model, and a significant contribution was made by chronic conditions
(OR = 1.23, 95% CI = 1.05–1.03). As the number of chronic conditions increased, so did the
likelihood of endorsing a willingness to hospice use. In the subsequent models, three enabling
variables were entered in succession, and each was significant. The likelihood of endorsing a
willingness to use hospice increased when individuals had health insurance coverage (OR =
0.59, 95% CI = 0.37–0.94), a greater level of acculturation (OR = 1.07, 95% CI = 1.03–1.10),
and prior awareness of hospice (OR = 4.43, 95% CI = 2.85–6.90). During the process of adding
the predictive variables, age, education, and health insurance coverage lost their significance,
although the significance of chronic conditions, acculturation, and prior awareness of hospice
persisted.

DISCUSSION
Responding to the demographically driven imperative for more research on EOL issues in
racial and ethnic minorities,3–7 the present study explored predictors of willingness of older
Korean-American adults to use hospice. Andersen's behavioral health model,14,15 which
considered predisposing factors (age, sex, marital status, education), potential health needs
(chronic conditions, functional disability), and enabling factors (health insurance,
acculturation, prior awareness of hospice), guided the study.

The generally low use of hospice by racial and ethnic minority groups3–7 suggests that older
Korean Americans might also lack knowledge of hospice and be unwilling to use such services.
It was encouraging, therefore, to find that more than half of the present sample had heard of
hospice and that nearly three-quarters were willing to consider using it. However, the rate of
endorsed willingness to use hospice reported in the present study (73.6%) is still notably lower
than the 94.4% and 89.8% found in whites and African Americans in a statewide survey of
older Floridians.27 Although higher than expected, this overall lower rate of willingness of
Korean Americans to use hospice than of other ethnic groups is consistent with previous
findings for Korean Americans.28,29 A study that compared four ethnic groups in California
found that Korean Americans had the lowest level of knowledge about advance directives and
that a majority of those participants exhibited negative attitudes toward EOL care planning.
28 Focus groups of older Korean adults and caregivers living in Florida also found a lack of
knowledge and misconceptions about advance care planning and hospice.29

Of the array of predisposing variables included, age and education contributed significantly to
the variance in willingness. Younger individuals and those with more education were more
likely to endorse willingness to use hospice. This finding is in line with the gerontological
literature showing that those who are younger or more educated are generally more open to
service use.16,18 The significance of age disappeared when prior awareness of hospice was
entered into the model. The same pattern was found for education, whose contribution became
nonsignificant with the entry of acculturation. In short, awareness of hospice and acculturation
had a greater effect on the outcome variable than did age and education.

Chronic conditions played a significant role in increasing willingness to use hospice.
Functional disability did not contribute to willingness. The lack of a significant association
may result from the fact that most of the sample were functionally intact and that hence variance
was limited. The existence of health concernsFparticularly chronic conditionsFseems to prime
older individuals on EOL issues. The significance of chronic conditions persisted through the
final model.

Each of the three enabling variables considered made a substantial contribution to the predictive
model. Although it lost its significance in subsequent models, health insurance promoted
willingness to use hospice. Numerous studies have reported that health insurance is a critical
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determinant of the use of health-related services.20 As previously noted, those with higher
levels of acculturation were more willing to use hospice. The positive associations between
acculturation and service utilization have been reported in many studies with immigrant
populations.21,24 A greater level of adaptation to the host culture seems to be linked to greater
knowledge about and acceptance of available resources and services.

The present study highlights the role of prior awareness in shaping individuals’ attitudes toward
services. Older Korean-American adults who were aware of hospice were at least four times
as likely as those who were not to endorse the use of hospice. This finding is consistent with
other studies that have shown that prior exposure to services promotes openness to and
acceptance of those services.16,18 The fact that 28% of the sample had never heard of hospice
but indicated an willingness to use such services when provided information in a questionnaire
underscores the potential benefits of community education and outreach programs. Previous
research has shown that simple educational interventions can dramatically increase hospice
use.30 A supplemental analysis also showed a positive association between willingness to use
hospice and personal interest in having advanced directives (correlation coefficient = 0.37, P
< .001). This latter analysis suggests that there may be moderate overlap across domains of
health decisions and further supports the importance of educational and outreach programs on
EOL care.

To maximize the effectiveness of the programs, particular attention should be paid to the unique
characteristics and needs of the target group. Given previous studies that document the central
role that family plays in EOL decision-making of Korean Americans,29 programs that target
not only older adults, but also their family members are recommended. In addition, cultural
beliefs that may influence perceptions and attitudes toward EOL care such as filial piety and
filial expectations need to be addressed in the programs.29 Within-group differences in the
level of acculturation also represent a challenge. For those who are less acculturated and
especially for those with limited English proficiency, programs should be disseminated in the
native language of the target population. Overall, the openness to and acceptance of hospice
observed in the present sample of older Korean-American adults provides support for the idea
of including the presentation about EOL care not only in a community setting, but also in a
clinical setting.

Some limitations to the study should be noted. Because a cross-sectional design and a
geographically defined, non-representative sample were used, causal inference and
generalizability are not warranted. The outcome criterion, willingness to use hospice, was
measured using a simple yes-or-no format. Future studies need to incorporate continuous
variables with multiple items and adopt a mixed methodology combining qualitative
approaches to expand the knowledge base of the attitudes of older ethnic minority adults toward
EOL services. In addition, research interests should be extended to issues of access and quality
by addressing use of services and perceived satisfaction with service use. In the present
assessment, the scope of predictive variables was limited to factors at the level of the individual;
future studies need to consider a broader spectrum of variables, including structural and
systematic barriers. The fact that participants’ cognitive abilities were not systematically
screened may add to the limitations. Despite these limitations, the present study expands
researchers’ knowledge about EOL issues in understudied and underserved older ethnic
minority adults. The findings may serve as a basis for developing and implementing educational
interventions to promote awareness and use of hospice in older minority populations.
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Table 1

Descriptive Information About the Sample and Study Variables (N = 675)

Variable Value

Age, mean ± SD (range) 70.2 ± 6.9 (60–96)

Female, % 58.8

Not married, % 23.4

> High school education, % 44.6

Number of chronic conditions, mean ± SD (range) 1.35 ± 1.24 (0–9)

Functional disability score, mean ± SD (range) 1.81 ± 4.47 (0–40)

Uninsured, % 18.3

Acculturation score, mean ± SD (range) 15.8 ± 7.57 (0–35)

Prior awareness of hospice, % 52.8

Willingness to use hospice, % 73.6

SD = standard deviation.
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