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Abstract

Background: Little is known about the patterns of end-of-life health care for older Mexican Americans with or without a diagnosis of 
Alzheimer’s disease and related dementias (ADRD). Our objective was to investigate the frequency of acute hospital admissions, intensive care 
unit use, and ventilator use during the last 30 days of life for deceased older Mexican American Medicare beneficiaries with and without an 
ADRD diagnosis.
Methods: We used Medicare claims data linked with survey information from 1,090 participants (mean age of death 85.1 years) of the 
Hispanic Established Populations for the Epidemiologic Studies of the Elderly. Multivariable logistic regression models were used to estimate 
the odds for hospitalization, intensive care unit use, and ventilator use in the last 30 days of life for decedents with ADRD than those without 
ADRD. Generalized linear models were used to estimate the risk ratio (RR) for length of stay in hospital.
Results: Within the last 30 days of life, 64.5% decedents had an acute hospitalization (59.1% ADRD, 68.3% no ADRD), 33.9% had an 
intensive care unit stay (31.3% ADRD, 35.8% no ADRD), and 17.2% used a ventilator (14.9% ADRD, 18.8% no ADRD). ADRD was 
associated with significantly lower hospitalizations (odds ratio [OR] = 0.67, 95% confidence interval [CI] = 0.50–0.89) and shorter length of 
stay in hospital (RR = 0.77, 95% CI = 0.65–0.90).
Conclusion: Hospitalization, intensive care unit stay, and ventilator use are common at the end of life for older Mexican Americans. The lower 
hospitalization and shorter length of stay in hospital of decedents with ADRD indicate a modest reduction in acute care use. Future research 
should investigate the impact of end-of-life planning on acute-care use and quality of life in terminally ill Mexican American older adults.
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Many older adults experience fragmented care across a myriad of 
health care settings in the months before death (1,2). From 2000 
to 2009, the average number of health care transitions during the 
90 days before death increased from 2.1 to 3.1 transitions, with the 
percentage of patients experiencing a health care transition within 
3 days of death increasing from 10.3% to 14.2% (1). However, this 
percentage decreased to 11.2% in 2011 and 10.8% in 2015 (3). The 
percentage of patients who experienced three or more hospitaliza-
tions in the 90 days before death has also decreased from 11.5% in 
2009 to 7.1% in 2015 (3).

Prior research on end-of-life (EOL) care for older adults has gen-
erally focused on non-Hispanic white older adults and few studies 
have used data that include minority populations, especially older 
Hispanics. Hispanics are the largest minority population in the 
United States with the majority of Hispanics being of Mexican des-
cent (4). Hispanics’ decision making regarding EOL care is shaped 
by cultural values and beliefs. Family has a critical role in EOL care 
decision making (5) and older Hispanics may prefer less autonomy 
in EOL care decision making (5,6). Although not reported in all 
studies (5,7), evidence supports that older Hispanics prefer to receive 
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life-sustaining treatments (8,9) and more aggressive EOL care (10–
12). These preferences may reflect cultural beliefs that aggressive 
treatment can lead to recovery (9) and that a physician would not 
suggest aggressive treatment in situations where there was no chance 
for recovery (8).

Alzheimer’s disease is the sixth leading cause of death in the 
United States (13). Approximately one-third of Medicare beneficiar-
ies who died in 2014 had been diagnosed with Alzheimer’s disease 
and related dementias (ADRD) (14). This percentage may be even 
higher for Hispanic Medicare beneficiaries as the prevalence of 
ADRD is higher among Hispanics than non-Hispanic whites (15).

ADRD is an increasingly common cause of death (16), but few 
studies have investigated differences in EOL care between older 
adults with and without ADRD (1,17). The available evidence is 
mixed with ADRD decedents having fewer inpatient and outpatient 
visits but greater use of skilled nursing and hospice services during 
the last 6 months of life than decedents without ADRD (17). There 
is also evidence for decreasing trends in the percentage of ADRD 
decedents who are hospitalized during the last 90 days of life, but 
increasing trends for nursing home stays in the last 90 days of life 
and intensive care unit (ICU) use in the last 30 days of life (1).

Little data exist on the patterns and frequency of EOL health care 
utilization for older Mexican Americans, especially for those who 
have been diagnosed with ADRD. We used Medicare claims data 
linked with survey information to determine the frequency of and 
variations in acute hospital admissions, ICU use, and ventilator use 
during the last 30-days of life in deceased older Mexican American 
Medicare beneficiaries with and without an ADRD diagnosis.

Methods

Sample Population
This analysis used data from the Hispanic Established Populations 
for the Epidemiologic Studies of the Elderly (H-EPESE) that has been 
linked with Medicare claims data files. The H-EPESE is an ongoing, 
longitudinal study of Mexican Americans aged 65 and older living 
in the southwestern United States (18). A total of 3,050 participants 
were enrolled at the first observation wave in 1993–1994 and nine 
observation waves have been completed as of 2016. At wave 5 
(2004/2005), a new cohort of 902 participants aged 75 and older 
was added to the sample.

The H-EPESE survey files have been linked with Medicare Master 
Beneficiary Summary Files, Medicare Provider Analysis and Review 
files, Outpatient Standard Analytic files, and Carrier files for 1999–
2012. The linked data were supplied by the Centers for Medicare 
and Medicaid Services following the procedures in a data use agree-
ment approved by Centers for Medicare and Medicaid Services and 
our University’s Institutional Review Board. The data linkage was 
done by sending the social security numbers for H-EPESE partici-
pants alive after December 31, 1998 to the Centers for Medicare 
and Medicaid Services (n = 3,348). The records for participants who 
could not be matched according to social security numbers and gen-
der or who did not have a unique ID for both the H-EPESE sur-
vey data set and Medicare claims data were not considered to be a 
successful match. The records for 2,585 H-EPESE participants of 
a possible 3,348 participants were successfully matched. With the 
exception of age, there were no significant differences for gender, 
nativity, language of interview, or education between the 2,585 par-
ticipants who were successfully matched and the 3,348 participants 
who were alive after December 31, 1998 (Supplementary Table 1). 

Twenty-eight percent participants who were successfully matched 
were aged 80  years or older in 1999 compared to 26.1% of the 
3,348 participants who were alive after December 31, 1998.

A summary of the sample selection is presented in Figure 1. The 
final sample (n  =  1,090) was selected from 2,585 H-EPESE par-
ticipants who were linked with Medicare claims files. Participants 
who were recorded as deceased in the H-EPESE as determined by 
the National Death Index and Medicare claims data were selected 
(n = 1,778). We excluded 102 participants whose date of death in 
the National Death Index did not match with the date of death 
in the Medicare claims files (n = 1,676). We excluded 523 partici-
pants who were not continuously enrolled in Medicare during the 
13 months before death so that we had a look back period to iden-
tify ADRD and other health conditions in the Medicare claims data 
(n = 1,153). The sample of 1,676 participants was slightly but sig-
nificantly older than the sample of 1,153 participants who were con-
tinuously enrolled in Medicare during the 13 months before death 
(Supplementary Table 1). We excluded an additional 63 participants 
who did not have valid information to determine ADRD status (see 
Classification of ADRD section). The regression models used data 
from 1,001 participants who did not have any missing data for soci-
odemographic characteristics.

Medicare claims data do not include information on a person’s 
daily functioning, cognition, and depressive symptoms. These meas-
ures are routinely collected in population-based cohort studies and 
may affect EOL care. We conducted secondary analyses to examine 
differences in EOL care according to limitations in activities of daily 
living (ADL), impaired cognitive functioning, and high depressive 
symptoms. These analyses used data from participants whose last 
survey interview was completed within 2 years of death and who had 
continuous Medicare enrollment between the last survey interview 

Figure 1. Flowchart of selecting study subjects.
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and death. We excluded 248 participants whose last interview had to 
be completed by a proxy or had missing data for sociodemographic 
characteristics, cognitive functioning, ADL limitations, or depressive 
symptoms. The final sample for the secondary analyses included 420 
participants.

Classification of ADRD
We used the Chronic Conditions Data Warehouse indicator variable 
to identify participants with ADRD (19,20). The Chronic Conditions 
Data Warehouse includes variables for 27 common health condi-
tions. These variables are created using algorithms of International 
Classification of Diseases, Ninth Revision (ICD-9) diagnostic codes 
that are applied to administrative claims data (21). These variables 
are available in the Medicare Master Beneficiary Summary Files. The 
Chronic Conditions Data Warehouse algorithm for ADRD or senile 
dementia includes 24 ICD-9 codes. Medicare beneficiaries who had 
one or more of the 24 ICD-9 codes in at least one inpatient, skilled 
nursing facility, home health, outpatient, or carrier file were identi-
fied as having a diagnosis of ADRD (20).

EOL Care Measures
The EOL care measures included acute hospitalization, ICU use, and 
ventilator use. These outcomes were each treated as dichotomous 
variables (yes  or  no). Length of stay (LOS) for participants who 
did not experience a hospitalization was recorded as zero days. All 
outcome measures were determined using the Medicare Provider 
Analysis and Review file. Acute hospitalizations were identified 
according to if a participant had a discharge date that was within 
30 days of death. The Medicare Provider Analysis and Review file 
includes indicator codes for if a participant received care in the ICU. 
Finally, ventilator use was determined by four ICD-9 procedure 
codes (93.90, 96.70, 96.71, and 96.72).

Covariates
We selected covariates based on prior EOL care studies and potential 
confounders relevant to EOL care among older Mexican Americans. 
These included participants’ demographic characteristics and comor-
bid health conditions. The demographic characteristics were selected 
from the H-EPESE survey and included age at death (68–79, 80–84, 
85–89, and 90+), gender, country of birth (US-born or foreign-born), 
and years of formal education. The categories for age at death were 
selected so that the sample sizes in each category were relatively 
equal. Also, the youngest age at death was 68 years. Health condi-
tions that were controlled for in the analysis included diabetes, heart 
failure, stroke, chronic obstructive pulmonary disease, and cancer 
(colorectal, endometrial, female breast, lung, and prostate). These 
conditions were identified using the chronic condition categories in 
the Medicare Chronic Conditions Data Warehouse and were defined 
as having a recorded fee-for-service claim during the last year of life. 
The Charlson Comorbidity Index (CCI) score was also calculated to 
examine differences in EOL care according to the number of health 
comorbidities. The CCI score was calculated using inpatient and 
outpatient claims files from the 13 months before death, excluding 
the last month of life. The CCI score was used to group patients into 
four categories (0, 1–2, 3–4, and 5+).

The secondary analyses included as covariates the demographic 
characteristics from the primary analyses, as well as marital status 
(married, widowed, other), living alone (yes  or  no), self-reported 
health conditions (diabetes, heart attack, heart failure, stroke, 
chronic obstructive pulmonary disease, cancer, and fracture), 

limitations in one or more ADLs, cognitive impairment, and depres-
sion. ADL limitations were determined by asking participants if 
at the time of the interview they needed help from another person 
or special equipment to walk across a small room, bath, personal 
grooming, get dressed, eat, move from a bed to a chair, or use the 
toilet. Cognitive impairment was defined as a score of less than 18 
points Mini-Mental Status Exam (22). Depression was defined as 
scoring at least16 points on the Center for Epidemiologic Studies 
Depression Scale (23).

Statistical Analysis
Descriptive statistics were presented as percentage and mean (stand-
ard deviation). Chi-square tests and analysis of variance were used 
to make group comparisons in sociodemographic and health charac-
teristics according to acute hospitalization, ICU use, and ventilator 
use. Multivariable logistic regression models were used to estimate 
the odds ratio (OR) for hospitalization, ICU use, and ventilator use 
in the last 30 days of life for decedents with ADRD than those with-
out ADRD, controlling for demographic and health characteristics. 
Generalized linear models with log-link normal distribution were 
used to estimate the risk ratio (RR) for the LOS. All analyses were 
conducted using SAS statistical software (version 9.4; SAS Institute 
Inc., Cary, NC).

Results

Sample Description
Approximately 65% decedents had an acute hospitalization, 
33.9% had an ICU stay, and 17.2% used a ventilator in the last 
30 days of life (Table 1). The average LOS was 6.0 days (median: 
4.0  days). Decedent characteristics associated with greater EOL 
care included younger age at death, being born in Mexico, inter-
viewed in Spanish, diabetes, heart failure, and chronic obstructive 
pulmonary disease (Table 1).

Differences in EOL Care by ADRD Diagnosis
A total of 450 decedents (41.3%) had a diagnosis of ADRD. 
Decedents diagnosed with ADRD had significantly lower odds for 
hospitalization (OR = 0.67, 95% CI = 0.50–0.89) and 0.77 times 
shorter LOS (95% CI = 0.65–0.90; Table 2). Decedents with ADRD 
also had lower odds to have had an ICU stay (OR  =  0.76, 95% 
CI  =  0.56–1.02) and to have used a ventilator (OR  =  0.70, 95% 
CI  =  0.48–1.02), but these findings only approached statistical 
significance.

Other measures associated with EOL care included younger age 
at death, place of birth, diabetes, heart failure, and stroke (Table 2). 
A significant decreasing trend in the odds for hospitalization, ICU 
use, and ventilator use with advancing age at death was observed (all 
trend tests p < .01). Compared to decedents who died between 65 and 
79 years of age, those who were 90 years or older had significantly 
lower odds to have been hospitalized (OR = 0.62, 95% CI = 0.39–
0.97), to have stayed in the ICU (OR = 0.61, 95% CI = 0.39–0.95), 
or to have used a ventilator (OR = 0.49, 95% CI = 0.28–0.86) in the 
last 30 days of life. In addition, patients who died between 85 and 
89 years of age had significantly lower odds to have used a ventilator 
(OR = 0.49, 95% CI = 0.28–0.84). Decedents born in the United 
States had 0.65 (95% CI = 0.49–0.86) times lower odds to have an 
ICU stay compared to foreign-born decedents, but the differences 
in hospitalization and ventilator use according to nativity were not 
statistically significant. Heart failure was associated with 1.43 (95% 

328 Journals of Gerontology: MEDICAL SCIENCES, 2020, Vol. 75, No. 2



CI = 1.07–1.90) times higher odds to be hospitalized and 1.59 (95% 
CI = 1.19–2.13) times higher odds to have stayed in the ICU during 
the last 30 days of life. Heart disease and stroke were associated with 
1.37 (95% CI = 1.16–1.62) and 1.27 (95% CI = 1.06–1.52) times 
longer LOS, respectively.

A significant increasing trend in the odds to have been hospital-
ized in the last 30 days of life according to greater CCI score was de-
tected (Table 3). Compared to decedents with a CCI score of 0, those 
with a CCI score of 1–2, 3–4, and 5+ had 2.14 (95% CI=1.20–3.80), 
2.82 (95% CI=1.57–5.06), and 3.27 (95% CI=1.92–5.57) higher 
odds, respectively, to have been hospitalized in the 30 days before 
death (trend test p < .05).

The results for the secondary analyses are presented in Table 4. No 
significant differences in the EOL care measures between patients with 
one or more ADL limitations or depression were detected. Patients who 
were classified as cognitively impaired had 0.55 times lower odds (95% 
CI = 0.33–0.91) to have stayed in the ICU. The odds to have been hos-
pitalized were not significantly different according to cognitive status.

Discussion

This study aimed to describe the EOL care for older Mexican 
Americans by identifying acute hospitalizations, ICU use, and venti-
lation use in the last 30 days of life. We observed that 65% decedents 
were hospitalized, 33.9% stayed in the ICU, and 17.2% used a ven-
tilator in the last 30 days of life. These percentages are higher than 
what has been reported by other studies using data from predomin-
ately non-Hispanic white populations (1,3). The greater health care 
utilization at the end of life in our sample may reflect ethnic differ-
ences in advanced care planning. Advanced care planning has been 
associated with fewer hospitalizations (24) and less stress, anxiety, 
and depression among family members (25). Hispanics are less likely 
than non-Hispanic whites to complete an advanced directive and 
to have discussions with family members and health care profes-
sionals about the type of care they want to receive at the (26). This 
disparity may be due to several factors including a lack of aware-
ness about advanced care resources (26), language barriers and low 

Table 1. Baseline Characteristics and Percent of Patients Experiencing End-of-Life Care Measures in Medicare Cohort (N = 1,090)

Characteristics*,† 

 End-of-life care measure, % Yes Mean (SD)

N Hospitalization ICU Ventilation LOS (d)

Total 1,090 64.5 33.9 17.2 6.0 (7.35)
Age at death 
 68–79 y 201 72.6 38.3 21.9 7.0 (7.68)
 80–84 y 318 66.4 38.7 20.8 6.8 (8.29)
 85–89 y 282 61.3 30.5 14.2 5.5 (6.91)
 90+ y 289 59.9 29.1 12.8 4.8 (6.18)
Gender
 Male 458 64.6 36.7 19.2 6.1 (7.78)
 Female 632 64.4 32.0 15.7 5.9 (7.03)
Place of birth
 Mexico 439 65.8 37.8 17.8 6.0 (7.41)
 United States 651 63.6 31.3 16.7 5.9 (7.32)
Language
 English 216 61.1 26.9 13.0 5.3 (6.94)
 Spanish 874 65.3 35.7 18.2 6.1 (7.44)
Education c

<12 y 904 65.7 34.1 16.7 6.1 (7.43)
≥12 y 97 56.7 39.2 20.6 5.4 (7.44)
Dementia
 No 640 68.3 35.8 18.8 6.6 (7.87)
 Yes 450 59.1 31.3 14.9 5.1 (6.45)
Diabetes
 No 526 60.8 28.5 13.7 5.2 (6.96)
 Yes 564 67.9 39.0 20.4 6.7 (7.62)
Heart failure
 No 531 59.9 29.0 15.3 4.9 (6.93)
 Yes 559 68.9 38.6 19.0 7.0 (7.60)
Stroke
 No 953 63.5 33.7 17.2 5.8 (7.26)
 Yes 137 71.5 35.8 16.8 7.5 (7.79)
COPD
 No 790 62.4 32.9 16.5 5.6 (7.11)
 Yes 300 70.0 36.7 19.0 7.0 (7.87)
Cancer      
 No 983 64.7 34.5 17.7 6.0 (7.35)
 Yes 107 62.6 29.0 12.1 5.9 (7.33)

Note: COPD = chronic obstructive pulmonary disease; ICU = intensive care unit; LOS = length of stay in hospital.
*Survey information was based on the latest interview before death †Missing data for education
Bold p < .05.
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health literacy (7,27), disagreement about prognosis and care goals 
between family members or with clinicians (28), and distrust in the 
medical system because of negative past experiences (29). The crit-
ical role of family in EOL care decision making among Hispanics 
suggests there is a need for more culturally competent health pol-
icies and patient-centered education that facilitate patient and family 
decision making (5). Implementing the use of Physician Orders for 
Life-Sustaining Treatment documents for patients, with the involve-
ment of family being an option, is another possibility to ensure that 
EOL care is consistent with a person’s values and beliefs (30).

Our findings contribute to the existing literature showing less 
health care utilization at the end of life among older adults with 
ADRD (17). We observed decedents who had been diagnosed with 
ADRD had significantly lower odds to have been hospitalized and 
had significantly shorter LOS than those who had not been diag-
nosed with ADRD. The lower odds for hospitalization and shorter 
LOS may reflect less aggressive treatment of older adults with ADRD 
(31). Cultural factors may also have an important role in the EOL 
care of older Hispanics with ADRD. Hispanic culture emphasizes 
the role of family in providing care for an older family member and 
patients may prefer to rely on other family members to make deci-
sions on their behalf (32). Regardless, the rates of hospitalizations 
were still relatively high for both patient groups, with about 59% of 
decedents with ADRD and 68% of non-ADRD decedents spending 
almost a week in the hospital in the last 30 days of their life.

A strength of our analysis is we used Medicare claims files that 
are linked with survey data. We observed in the primary analysis 
that US-born Mexican Americans had significantly lower odds to 
stay in the ICU and to use a ventilator during the last 30 days of 
life compared to Mexican Americans born in Mexico. These nativity 
differences may reflect greater acculturation to the United States for 
US-born Mexican Americans (33), which could influence preferences 
for EOL care (29). We also examined health and functional charac-
teristics that are not included in Medicare claims data. We observed 
that cognitive impairment was associated with significantly lower 
odds of an ICU stay, but ADL limitations and depression were not 
significantly associated with any EOL care measures.

However, the findings from the secondary analyses need to be 
interpreted with caution. Participants in the secondary analysis 
needed to have completed their Wave 5 interview within 2 years of 
death but were able to complete the interview without help from a 
proxy. This is a unique subsample because participants were healthy 
enough to have completed the interview but then died within a rela-
tively short period of time. Our findings need to be replicated before 
definitive conclusions can be made about the associations between 
cognitive impairment, depression, ADL limitations, and EOL care.

Our study has important limitations. First, we did not have suf-
ficient data to determine hospice, home health, inpatient, outpatient, 
or physician service use. There may be benefit in looking at these 
additional health care measures in Mexican Americans and potential 

Table 2. Multiple Logistic Regression Model for the Association Between ADRD and End-of-Life Care (N = 1,001)

Characteristics

End-of-life care measure, OR (95% CI) Length of stay

Hospitalization ICU Ventilation Ratio (95% CI)

ADRD 0.67 (0.50–0.89)* 0.76 (0.56–1.02) 0.70 (0.48–1.02) 0.77 (0.65–0.90)*
Age at death (ref: 68–79 y)
 80–84 y 0.83 (0.55–1.26) 0.97 (0.65–1.44) 0.92 (0.57–1.47) 0.99 (0.83–1.19)
 85–89 y 0.71 (0.46–1.09) 0.69 (0.45–1.05) 0.49 (0.28–0.84)* 0.81 (0.66–1.01)
 90+ y 0.62 (0.39–0.97)* 0.61 (0.39–0.95)* 0.49 (0.28–0.86)* 0.72 (0.56–0.91)*
Female 1.14 (0.86–1.51) 0.87 (0.65–1.15) 0.83 (0.58–1.17) 1.03 (0.88–1.19)
US-born 0.87 (0.66–1.16) 0.65 (0.49–0.86)* 0.76 (0.53–1.07) 0.95 (0.82–1.10)
≥12 y 0.71 (0.45–1.11) 1.35 (0.86–2.14) 1.39 (0.80–2.42) 0.93 (0.72–1.21)
Diabetes 1.28 (0.97–1.70) 1.37 (1.03–1.82)* 1.45 (1.01–2.09)* 1.12 (0.96–1.31)
Heart failure 1.43 (1.07–1.90)* 1.59 (1.19–2.13)* 1.28 (0.89–1.85) 1.37 (1.16, 1.62)*
Stroke 1.40 (0.91–2.16) 0.99 (0.65–1.49) 0.89 (0.53–1.50) 1.27 (1.06–1.52)*
COPD 1.26 (0.91–1.74) 1.03 (0.75–1.41) 1.16 (0.79–1.71) 1.15 (0.99–1.35)
Cancer 0.85 (0.54–1.34) 0.68 (0.43–1.09) 0.56 (0.30–1.04) 0.88 (0.68–1.13)

Note: ADRD = Alzheimer’s disease and related dementias; CI = confidence interval; COPD = chronic obstructive pulmonary disease; ICU = intensive care unit; 
OR = odds ratio.

*p < .05.

Table 3. Multivariable Regression Models for the Association Between Charlson Comorbidity Score and EOL (N = 1,001)

Characteristics 

End-of-life care measure, OR (95% CI) Length of stay

Hospitalization ICU Ventilation Ratio (95% CI)

Charlson Comorbidity Score (ref: 0)
 1–2 2.14 (1.20–3.80)* 1.66 (0.86–3.20) 1.11 (0.50–2.47) 1.85 (0.82–4.17)
 3–4 2.82 (1.57–5.06)* 1.76 (0.91–3.39) 1.36 (0.62–2.97) 2.46 (1.11–5.46)
 5+ 3.27 (1.92–5.57)* 1.93 (1.05–3.53)* 1.22 (0.59–2.51) 3.57 (1.64–7.79)
Trend test <0.001 0.0561 0.6157 <0.001

Note: CI = confidence interval; EOL = end of life; ICU = intensive care unit; OR = odds ratio. Models controlled for year of death, age at death, gender, nativity, 
and education.

* p < .05.
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differences by ADRD diagnosis (17). Hospice has an important role 
in providing high-quality EOL care to older adults with ADRD 
(34) and older adults who receive hospice care experience less in-
tense EOL care (35). Second, the H-EPESE only includes Mexican 
American participants and our findings may not be generalizable to 
other Hispanic populations living in the United States (29,32). Third, 
our sample was limited to Medicare fee-for-service beneficiaries, and 
we did not have data for beneficiaries who were enrolled in Medicare 
Advantage plans. Recent evidence suggests decedents with Medicare 
Advantage may receive better quality EOL care than Medicare fee-
for-service beneficiaries (3). Medicare claims data also have poor 
sensitivity for detecting older adults who are in the early stages of 
ADRD (19), and it is likely that the ADRD decedents in our sample 
include mostly individuals in the moderate-to-severe stages of the 
disease. Finally, we did not have information on if decedents had an 
advanced directive or other documents indicating their preferences 
for EOL care. Advanced care planning has positive outcomes such 
as greater family satisfaction, better alignment with patient wishes, 
fewer unnecessary hospital admissions, and lower health care costs 
in nursing homes (36).

Conclusion

Hospitalization, ICU stay, and ventilator use are common at the end 
of life for older Mexican Americans. The lower hospitalization and 
short LOS of Mexican American decedents with ADRD likely indi-
cate a modest attempt at de-intensification of acute care in this popu-
lation. Future research is needed to investigate how EOL planning 
might differ for elderly Hispanics with ADRD than those who do 
not have ADRD. This may include investigating the role of advanced 
directives and Physician Orders for Life-Sustaining Treatment docu-
ment use and their relationships with acute health care use and qual-
ity of life in the last 30 days of life of Hispanic elders.
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