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Abstract

Background: Black and Hispanic older Americans are less likely than white older Americans to possess
advance directives. Understanding the reasons for this racial and ethnic difference is necessary to identify
targets for future interventions to improve advance care planning in these populations.
Methods: The aim of the study was to evaluate whether racial and ethnic differences in advance directive
possession are explained by other demographic factors, religious characteristics, and personal health values. A
general population survey was conducted in a nationally representative sample using a web-enabled survey
panel of American adults aged 50 and older (n = 2154).
Results: In a sample of older Americans, white participants are significantly more likely to possess advance
directives (44.0%) than black older Americans (24.0%, p < 0.001) and Hispanic older Americans (29.0%,
p = 0.006). Gender, age, retired or disabled employment status, educational attainment, religious affiliation,
Internet access, preferences for physician-centered decision making, and desiring longevity regardless of
functional status were independent predictors of advance directive possession. In fully adjusted multivariable
models with all predictors included, black older Americans remained significantly less likely than white older
Americans to have an advance directive (odds ratio [OR] = 0.42, 95% confidence interval [CI] = 0.24–0.75),
whereas the effect of Hispanic ethnicity was no longer statistically significant (OR = 0.65, 95% CI = 0.39–1.1).
Conclusion: In a nationally representative sample, black race is an independent predictor for advance directive
possession. This association remains even after adjustment for other demographic variables, religious char-
acteristics, and personal health values. These findings support targeted efforts to mitigate racial disparities in
access to advance care planning.

Introduction

Arecent Institute of Medicine (IOM) report on care
near the end of life indicates that many older adults

continue to receive costly and low-quality care that may be
inconsistent with their preferences, in large part due to in-
adequate advance care planning and patient-provider com-
munication.1 These burdens may be disproportionately borne
by members of underserved groups. As one example, black
and Hispanic Americans are less likely than white Americans
to have healthcare advance directives.2–7As advance direc-

tives can be important tools for protecting patient autonomy
and reducing distress among surrogate decision-makers,1,8

these racial and ethnic differences may represent important
disparities in quality health care at the end of life.

However, the causes of these racial and ethnic differences
are poorly understood, and therefore potential targets for
interventions to improve advance care planning in these
populations are not well characterized. Although some have
suggested that black and Hispanic Americans lack sufficient
access to and education about advance care planning,7,9 an
alternative hypothesis is that these differences in advance
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directive possession do not indicate racial and ethnic dis-
parities, but instead reflect cultural differences. On this al-
ternative hypothesis, race and ethnicity are merely proxies
for cultural beliefs and religious values that influence indi-
viduals’ willingness to undertake advance care planning.10,11

In support of this hypothesis, black and Hispanic Americans
are more likely than white Americans to say religion is very
important in their lives6,10 and black Americans are more likely
to endorse the statement that their health outcomes are deter-
mined by God.12,13 Furthermore, whereas advance directives
are often used to limit life-sustaining treatment, black and
Hispanic Americans are more likely to desire life-sustaining
treatment despite poor prognosis.6,14,15

Recent investigators examining associations among race/
ethnicity, cultural values, and advance directive possession in
non-representative convenience samples have reached con-
flicting conclusions6,10,11; to date, these relationships have not
been evaluated in large, demographically representative sam-
ples. In this study, we investigated whether racial and ethnic
differences in advance directive possession are explained by
other demographic factors, religious characteristics, and per-
sonal health values, using a nationally representative sample of
older U.S. adults. We constructed five logistic regression
models with advance directive possession as the dependent
variable to examine how alternative predictors influence the
effect of race and ethnicity on advance directive possession.

Methods

Study design and participants

In this study, we used data from a broader panel-design
study of medical treatment preferences, which has been
previously described.16,17 Data were collected on the Time-
Sharing Experiments in the Social Sciences platform, using
the web-enabled GfK KnowledgePanel, a probability-based
panel designed to field responses from a nationally repre-
sentative U.S. sample.18 Before 2009, households were se-
lected for this panel using random-digit dialing based on a
sample frame of U.S. residential landline telephone service;
after 2009, a residential address-based sampling frame was
used to account for mobile phone-only households. Demo-
graphic and household variables were assessed by self-report
before participants became eligible for sampling. Households
that were selected for the panel but lacked Internet access
were provided with a computer and Internet connection.
Between February 19 and March 3, 2013, 3418 online
questionnaires were fielded to U.S. adults aged 50 years and
older; all questionnaires were in English. The institutional
review board at the University of California, San Francisco
approved this study. Participants provided informed consent
before they were presented with the study instrument.

Measures

The primary outcome of interest was whether participants
had an advance directive, assessed using the question, ‘‘Do
you have an advance directive (‘living will’) that documents
your treatment preferences in case you have a medical prob-
lem that makes you unable to communicate with your doctors
and family?’’ Participants’ demographic characteristics, reli-
gious affiliation, and frequency of religious attendance were
obtained from previous KnowledgePanel surveys. Personal

health values on whether the participant relies solely upon
their doctor’s knowledge, prefers patient-centered decision
making, prefers physician-centered decision making,19 fears
becoming dependent on others for daily needs, desires lon-
gevity regardless of poor health,20 and is confident in re-
ceiving good care were elicited using a 6-point Likert-type
scale ranging from ‘‘strongly agree’’ to ‘‘strongly disagree.’’
Responses were dichotomized to agree/disagree for analysis.

Statistical analysis

Racial and ethnic group differences in population charac-
teristics were assessed using the Pearson’s chi-squared test of
independence. Demographic predictors were selected on the
basis of earlier literature on advance directive posses-
sion6,7,10; income was excluded from multivariable models to
avoid multicollinearity with education and employment sta-
tus, particularly as income is a problematic proxy for wealth
or socioeconomic status in older adults due to retirement and
other sources of variability in income. Religious affiliations
were collapsed into more inclusive categories to avoid model
estimation errors due to small cell counts, yielding: mainline
Protestant (including Methodist, Lutheran, Presbyterian, and
Episcopal), Catholic, Evangelical (including Baptist and
Pentecostal), other Christian (including Mormon and Eastern
Orthodox), other non-Christian (including Jewish, Muslim,
Hindu, and Buddhist), and None. Single variable and multi-
variable odds ratios (ORs) were calculated using logistic
regression to examine whether demographic factors, reli-
gious characteristics, and personal health values predict ad-
vance directive possession both independently and with all
predictors included.

We estimated the separate influences of other demographic
factors, religious characteristics, and personal health values
on the relationship between race/ethnicity and the use of
advance directives by constructing five logistic regression
models with advance directive possession as the dependent
variable. The first model was a single variable base model
to estimate the overall effect of race/ethnicity on advance
directive possession. The next three multivariable models
estimated the separate influence of adding each class of al-
ternative predictors to the single variable (race/ethnicity)
base model. The first of these models included other demo-
graphic variables (excluding income as described above);
the second included religious affiliation and frequency of
religious attendance; and the third included personal health
values, in addition to race/ethnicity. Finally, we constructed a
final multivariable model including all of the independent
variables from the preceding models: race/ethnicity, other
demographic factors, religious affiliation and attendance, and
personal health values.

Questionnaire responses were weighted to match the U.S.
population aged 50 years and older based on the United
States Current Population Survey, using a three-step strat-
egy to offset known selection deviations in panel recruit-
ment, other sources of sampling error due to recruitment
methods and panel attrition, and study-specific factors such
as non-response and undersampling or oversampling re-
sulting from the study-specific sample design. All statistical
analyses were conducted using Stata 12.1 software (Stata-
Corp., College Station, TX); a two-tailed p value of <0.05
was considered significant.
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Table 1. Sample Characteristics of White, Black, and Hispanic Americans Age ‡50 Years
a

White older
Americans
(n = 1702)

Black older
Americans
(n = 201)

Hispanic older
Americans
(n = 136)

P value
Black versus

white

P value
Hispanic versus

white

Has health care advance directive, % (No.) 44.0 (758) 24.0 (48) 29.0 (30) <0.001 0.006
Female gender, % (No.) 51.5 (882) 65.3 (123) 53.5 (74) 0.003 0.72

Age, % (No.) 0.009 0.007
50–59 years 38.6 (707) 48.8 (96) 56.4 (72)
60–69 years 31.3 (581) 35.5 (79) 26.7 (49)
70–79 years 22.6 (327) 14.3 (24) 14.8 (13)
‡80 years 7.5 (87) 1.4 (2) 2.1 (2)

Marital status, % (No.) <0.001 0.15
Married 62.5 (1,147) 37.0 (74) 53.4 (80)
Widowed 9.9 (137) 14.1 (24) 6.6 (8)
Divorced 14.1 (224) 20.0 (49) 19.3 (23)
Never married 8.3 (113) 16.5 (33) 10.7 (14)
Other 5.3 (81) 12.4 (21) 10.0 (11)

Annual household income, % (No.) <0.001 0.22
<$25,000 20.0 (273) 36.6 (62) 19.6 (28)
$25,000–$49,999 24.6 (399) 25.3 (55) 22.8 (32)
$50,000–$74,999 18.2 (342) 14.4 (55) 19.9 (30)
$75,000–$99,999 14.6 (241) 11.8 (19) 19.3 (24)
$100,000–$124,999 10.6 (199) 5.6 (13) 3.3 (5)
‡ $125,000 11.9 (248) 6.2 (14) 15.0 (17)

Employment status, % (No.) <0.001 0.11
Employed 41.0 (762) 33.9 (75) 40.5 (58)
Retired 42.9 (674) 34.3 (72) 34.5 (44)
Disabled 6.6 (113) 24.0 (38) 12.1 (17)
Other unemployed 9.5 (153) 7.8 (16) 12.3 (17)

Highest educational attainment, % (No.) 0.02 0.01
Less than high school 10.3 (111) 16.5 (22) 19.7 (20)
Completed high school 35.1 (561) 37.3 (68) 22.3 (37)
Some college 25.4 (470) 28.7 (65) 29.9 (39)
Bachelor’s degree or higher 29.2 (560) 17.4 (46) 28.1 (40)

Census region, % (No.) <0.001 <0.001
Northeast 21.1 (363) 13.9 (30) 8.9 (12)
Midwest 24.1 (448) 18.1 (46) 14.3 (16)
South 34.6 (558) 56.5 (105) 35.2 (54)
West 20.1 (333) 11.5 (20) 41.6 (54)

Resides in metropolitan area, % (No.) 78.9 (1,367) 89.3 (187) 95.2 (128) 0.01 <0.001
Has Internet access, % (No.) 70.4 (1,398) 46.6 (119) 78.0 (109) <0.001 0.13

Overall physical health, % (No.) 0.10 0.45
Excellent 7.3 (136) 9.3 (13) 10.4 (11)
Very Good 38.1 (682) 27.0 (56) 32.0 (45)
Good 37.0 (596) 38.0 (76) 37.8 (50)
Fair 15.2 (235) 23.0 (50) 18.7 (25)
Poor 2.5 (35) 2.7 (3) 1.2 (2)

Religious attendance, % (No.) <0.001 0.02
More than once a week 10.1 (180) 31.7 (57) 13.2 (13)
Once a week 26.0 (444) 27.3 (59) 19.8 (17)
Once or twice a month 7.1 (137) 12.3 (20) 13.0 (17)
A few times a year 16.4 (277) 12.4 (26) 24.0 (37)
Once a year or less 18.8 (308) 10.0 (21) 19.9 (26)
Never 21.6 (355) 6.4 (15) 10.2 (14)

Religious denominationb <0.001 <0.001
Mainline Protestant 31.0 (522) 7.0 (21) 7.5 (11)
Catholic 27.0 (441) 7.3 (14) 50.3 (75)
Evangelical 14.1 (241) 57.6 (107) 17.5 (19)
Other Christian 11.9 (196) 17.0 (34) 13.1 (18)
Other non-Christian 4.1 (84) 6.2 (11) 4.3 (5)
None 12.0 (215) 4.9 (11) 7.2 (8)

(continued)
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Results

Study population characteristics

Of 3418 questionnaires, 2154 (63.0%) were completed.
Population characteristics were compared among black,
Hispanic, and white older Americans (Table 1).

Overall, 40.6% of Americans aged 50 and older reported
having an advance directive. In population-weighted analyses,
black older Americans were significantly less likely to have
advance directives (24.0%) than white older Americans (44.0%,
p < 0.001); as were Hispanic older Americans (29.0%, p = 0.006;
Tables 1 and 2). Marked demographic differences were observed
among racial/ethnic groups in the study population, including
gender, age, marital status, income, employment status, educa-
tion, census region, residence in a metropolitan area, and Internet
access. Black older Americans attended religious services more
frequently than white older Americans and were more likely to
declare Evangelical religious affiliation, whereas Hispanic older
Americans were more likely to declare Catholic religious affil-
iation. Both black and Hispanic older Americans were more
likely than white older Americans to desire longevity regardless
of functional status.

Influence of race and ethnicity on advance
directive possession

In the base single variable logistic regression model, the
association of black race with advance directive possession
was statistically significant (OR = 0.40, 95% confidence
interval [CI] = 0.27–0.61). In a series of multivariable lo-
gistic regression models, this association was only mod-
estly influenced by the introduction of other demographic
variables (OR = 0.45, 95% CI = 0.27–0.75), religious char-
acteristics (OR = 0.43, 95% CI = 0.28–0.68), or personal
health values (OR = 0.40, 95% CI = 0.26–0.62). In a final

multivariable logistic regression model including all of
these predictors, the association of black race with advance
directive possession remained significant (OR = 0.43, 95%
CI = 0.24–0.76; Fig. 1A).

In the base single variable logistic regression model, the
association of Hispanic ethnicity with possession of an ad-
vance directive was also statistically significant (OR = 0.51,
95% CI = 0.31–0.83). This association was modestly dimin-
ished by the introduction of other demographic variables
(OR = 0.54, 95% CI = 0.33–0.90), as well as by religious
characteristics (OR = 0.60, 95% CI = 0.36–1.0) and personal
health values (OR = 0.57, 95% CI = 0.35–0.93), and the in-
fluence of these alternative predictors was more pronounced
than in the case of black race. In a final multivariable logistic
regression model including all of these predictors, the asso-
ciation of Hispanic ethnicity with advance directive posses-
sion was no longer statistically significant (OR = 0.70, 95%
CI = 0.42–1.2; Fig. 1B).

Other factors predicting advance
directive completion

Our final multivariable model revealed other demographic
variables, religious characteristics, and personal health val-
ues that are independently associated with possession of an
advance directive (Table 2). In particular, increasing age
(OR = 1.6, 95% CI = 1.4–2.0), retired or disabled employ-
ment status (OR = 2.1, 95% CI = 1.5–2.9; OR = 1.9, 95%
CI = 1.2–3.2), and receiving a bachelor’s degree or higher as
educational attainment (OR = 2.2, 95% CI = 1.6–3.0) were
demographic variables with associations with advance di-
rective possession comparable to those of race and ethnicity.
Internet access was also associated with advance directive
possession (OR = 1.6, 95% CI = 1.1–2.2). Evangelical and
Catholic religious affiliation were negatively associated with

Table 1 (Continued)

White older
Americans
(n = 1702)

Black older
Americans
(n = 201)

Hispanic older
Americans
(n = 136)

P value
Black versus

white

P value
Hispanic versus

white

Health attitudes, % (No.)
I prefer to rely upon my doctor’s

knowledge and not try to find out
about my condition on my own.

61.1 (970) 63.9 (126) 68.6 (91) 0.53 0.15

I prefer that my doctor offers me
choices and asks my opinion.

94.5 (1,600) 90.4 (180) 92.6 (122) 0.08 0.48

I prefer to leave the decisions about
my medical care up to my doctor.

57.8 (919) 58.6 (108) 66.1 (86) 0.86 0.11

I am afraid of becoming dependent
on my family or a nursing home
for my daily needs.

74.6 (1,286) 71.4 (136) 81.9 (113) 0.43 0.13

I would like to live a long life, regardless
of how healthy or independent I am.

50.4 (784) 67.7 (131) 64.5 (82) <0.001 0.01

When I go to a hospital or doctor’s office,
I am confident that I will receive
good care.

85.1 (1,420) 81.8 (164) 85.1 (109) 0.33 0.99

aReported percentages are weighted to represent the total population of U.S. adults age ‡50 years on the basis of the United States Current
Population Survey.

bReligious denominations were collapsed into more inclusive categories for comparison. Evangelical denominations include Baptist and
Pentecostal. Mainline Protestant denominations include Methodist, Lutheran, Presbyterian, and Episcopal. Other Christian denominations
include Orthodox and Mormon, whereas non-Christian denominations include Jewish, Muslim, Hindu, and Buddhist.
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Table 2. Demographic Factors, Religious Affiliation, and Personal Health

Values as Predictors of Advance Directive Possession

Predictor
Single variable
OR (95% CI)

Final multivariable
model OR (95% CI)

Race or ethnicity
White, non-Hispanic (ref) – –
Black, non-Hispanic 0.40 (0.27–0.61) 0.43 (0.24–0.76)
Other, non-Hispanic 0.87 (0.44–1.7) 0.98 (0.46–2.1)
Hispanic 0.51 (0.31–0.83) 0.70 (0.42–1.2)
Mixed, non-Hispanic 0.95 (0.48–1.9) 1.0 (0.48–2.2)

Gender
Male (ref) – –
Female 1.2 (1.0–1.6) 1.4 (1.1–1.8)

Age (per decade) 2.0 (1.8–2.3) 1.6 (1.4–2.0)
Marital status

Married (ref) – –
Widowed 2.1 (1.4–3.1) 1.6 (0.98–2.5)
Divorced 0.78 (0.57–1.1) 1.1 (0.75–1.6)
Never married 0.43 (0.28–0.66) 0.72 (0.45–1.2)
Other 0.62 (0.37–1.0) 1.1 (0.60–1.9)

Annual household income
< $25,000 (ref) – –a

$25,000–49,999 1.4 (0.98–2.0)
$50,000–74,999 1.6 (1.1–2.4)
$75,000–99,999 1.4 (0.98–2.1)
$100,000–124,999 1.6 (1.1–2.5)
‡ $125,000 1.5 (1.0–2.3)

Employment status
Employed (ref) – –
Retired 3.4 (2.7–4.4) 2.1 (1.5–2.9)
Disabled 1.2 (0.75–1.8) 1.9 (1.2–3.2)
Other unemployed 0.89 (0.57–1.4) 0.86 (0.53–1.4)

Highest educational attainment
Less than high school 0.77 (0.49–1.2) 0.63 (0.36–1.1)
High school (ref) – –
Some college 1.3 (0.99–1.7) 1.7 (1.2–2.3)
Bachelor’s or higher 2.0 (1.5–2.6) 2.2 (1.6–3.0)

Census region
Northeast 0.77 (0.57–1.1) 0.81 (0.56–1.2)
Midwest 0.75 (0.56–1.0) 0.77 (0.56–1.1)
South (ref) – –
West 1.0 (0.76–1.4) 0.90 (0.64–1.3)

Resides in metropolitan area 1.0 (0.75–1.3) 1.1 (0.76–1.5)
Has Internet access 1.4 (1.1–1.8) 1.6 (1.1–2.2)
Fair or poor physical health 0.84 (0.63–1.1) 1.1 (0.78–1.5)

Religious attendance
More than once a week 1.2 (0.80–1.7) 1.1 (0.73–1.7)
Once a week (ref) – –
Once or twice a month 0.84 (0.54–1.3) 1.1 (0.68–1.9)
A few times a year 0.97 (0.69–1.4) 1.1 (0.74–1.6)
Once a year or less 0.69 (0.49–0.97) 0.71 (0.49–1.0)
Never 0.96 (0.69–1.3) 1.1 (0.68–1.6)

Religious denomination
Mainline Protestant (ref) – –
Evangelical 0.38 (0.27–0.53) 0.50 (0.32–.0.76)
Catholic 0.43 (0.32–0.58) 0.54 (0.39–0.75)
Other Christian 0.60 (0.41–0.87) 0.91 (0.60–1.4)
Non-Christian 0.96 (0.57–1.6) 1.2 (0.66–2.2)
None 0.67 (0.46–0.97) 0.82 (0.51–1.3)

Prefers to rely on doctor’s knowledge 0.77 (0.61–0.96) 1.0 (0.74–1.4)
Prefers to be offered choices and asked opinion 0.68 (0.43–1.1) 0.66 (0.39–1.1)
Prefers to leave medical care decisions up to the doctor 0.77 (0.62–0.96) 0.79 (0.59–1.1)
Fears dependence on family or nursing home 0.97 (0.75–1.3) 0.86 (0.65–1.1)
Desires longevity regardless of health and independence 0.58 (0.47–0.73) 0.65 (0.51–0.84)
Confident in receiving good care 0.81 (0.60–1.1) 1.1 (0.79–1.7)

aIncome was excluded from the final multivariable model to avoid multicollinearity with highest educational attainment and employment
status.

CI, confidence interval; OR, odds ratio.
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advance directive possession (OR = 0.50, 95% CI = 0.32–
0.76; OR = 0.54, 95% CI = 0.39–0.75), whereas frequency of
religious attendance was not associated with advance direc-
tive possession. Finally, among the personal health values
that we elicited, only a desire for longevity regardless of
health and independence was independently associated with
possession of advance directives (OR = 0.65, 95% CI = 0.51–
0.84).

Discussion

These findings within a nationally representative sample
indicate that black race is an independent predictor of ad-
vance directive possession rather than a mere proxy for

religious and cultural factors that influence advance care
planning, whereas the influence of Hispanic ethnicity on
advance directive possession may be explained by these al-
ternative predictors. Racial differences in advance directive
possession between black and white older Americans re-
mained statistically significant after adjustment for other
demographic factors, religious characteristics, and personal
health values in a multivariable model. In fact, the point es-
timate for the effect of black race was only minimally af-
fected by the inclusion of all of these predictors in the final
model. After adjustment for these alternative predictors,
differences in advance directive possession between His-
panic and white older Americans were no longer statistically
significant. However, as the final model point estimate for the

A

B

FIG. 1. The influence of (A) black race and (B) Hispanic ethnicity on advance directive possession in adjusted and
unadjusted models.
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effect of Hispanic ethnicity remained low with a confidence
interval just including unity, it is plausible that a study with a
larger sample size would find persisting ethnic differences in
advance directive possession after adjustment.

Our overall findings are concordant with two recent studies
of advance directive possession in large representative sam-
ples of older Americans.2,21 The prevalence of advance di-
rective possession in this study is comparable to that observed
in these two studies, and in all three studies female gender,
increasing age, and educational attainment are positively
associated with advance directive possession. Our specific
findings on the relationships between race/ethnicity, culture,
and advance directive possession conflict with earlier reports
from less demographically representative samples. Johnson
and colleagues have reported that racial differences in ad-
vance directive possession are no longer significant after
adjustment for cultural beliefs and values, sampling 205 older
adults recruited from one university health center; Ko and
Lee have reported that Latino-white differences in advance
directive possession are explained by differences in knowl-
edge, sampling 256 older adults from the same urban
area.10,11 Carr reported that black-white differences in ad-
vance directive possession are limited to those of low so-
cioeconomic status, although this national sample of 2111
adults was limited to those in stable romantic partnerships
(potentially screening for high socioeconomic status and
more conservative cultural values).22

In our study, participants who reported Catholic and
Evangelical religious affiliations were less likely than mainline
Protestants to have advance directives, even after adjusting for
personal health values. Members of these religious commu-
nities may have other established plans for advance care that
preclude needing advance directives, or may perceive that
advance directive possession is inconsistent with their reli-
gious beliefs. Along these lines, Garrido and colleagues have
reported that conservative Protestants, including Baptists and
other Evangelicals, were most likely to report that religious
beliefs would influence their medical decisions and to en-
dorse the claim that the length of one’s life is determined
by God.23

In addition, we identified other factors that independently
predict advance directive possession. The effects of retire-
ment and disability on advance directive possession are as
strong as that of black race, suggesting that employment
transitions prompt many older adults to complete advance
directives as part of comprehensive estate or disability
planning. Such employment transitions may be useful targets
for promoting advance care planning in underserved groups.
We also found that Internet access is independently associ-
ated with advance directive possession even after adjustment
for income and educational attainment, suggesting an effect
of current access to information.

To our knowledge, this is the first study designed to examine
cultural explanations for racial and ethnic differences in ad-
vance directive possession in a nationally representative
sample of older Americans. We also recognize several limi-
tations. In particular, all surveys were conducted in English,
which suggests further caution in interpreting our findings
about Hispanic older Americans. Although our national sam-
ple is demographically representative, it may not be culturally
representative of Spanish-only-speaking Hispanic Americans.
Also, our sample did not include enough respondents of Asian-

American or mixed race to allow for analyses of these popu-
lations. Our study outcome of interest was the possession of
an advance directive, although we recognize that other ele-
ments of advance care planning (such as having conversations
with one’s primary physician and family, or designating a
surrogate) may be of equal or greater clinical importance. The
web-based testing platform limited our ability to qualitatively
explore individual participants’ rationales for either having or
not having advance directives. In addition, some other alter-
native predictors of interest could not be examined, such as
access to information on advance directives,7,9,11 the quality of
the patient-provider relationship,1,4,24,25 and health literacy (as
distinct from educational attainment).26,27

In summary, low adoption of advance directives among
black older Americans (as compared with white older Amer-
icans) is not explained by other demographic factors, religious
characteristics, or personal health values. As a matter of policy,
these findings support targeted efforts and reimbursement
models to promote advance care planning among members of
underserved groups, as an individual’s religious beliefs and
personal health values do not fully explain the racial difference
in advance directive possession. Additional findings suggest
that employment transitions and access to information (such as
through the Internet) may be promising targets for promoting
advance care planning and, ultimately, closer adherence to
older adults’ wishes near the end of life. In clinical practice,
these findings suggest that clinicians should not assume that
black and Hispanic older Americans will be culturally unre-
ceptive to advance care planning, although more work re-
mains to be done to identify culturally appropriate methods for
promoting such planning.
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