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Abstract

Objective: Assess correlates of advance care planning (ACP) among midlife and older adults in 

the United States, with attention to informal planning (e.g., conversations) and formal planning 

(e.g., legal documentation such as a living will).

Methods: Data were collected from a nationally-representative U.S. sample of adults ages 55-74.

Results: Informal ACP was positively associated with greater confidence, history of life-

threatening illness, designation as health care decision maker for someone else, knowing at least 

one negative end-of-life (EOL) story in one’s personal network, a desire to ease surrogates’ 

decision making, and having a health care provider who had broached ACP. Formal ACP was 

positively associated with greater confidence, designation as a health care decision maker, having 

a provider who had broached ACP, and primarily receiving medical care from a doctor’s office, 

and marginally negatively associated with health worry.

Conclusions: There are relevant correlates of advance care planning at the individual, 

interpersonal, and health care levels, with implications for increasing uptake of ACP

Practice implications: A desire to mitigate proxies’ decision-making burden was a significant 

motivator for ACP conversations. Awareness of negative EOL experiences may also motivate these 

conversations. Health care providers have a powerful role in formal and informal ACP uptake.
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1. Introduction

At the end of life or during serious illness, many adults receive unwanted care in 

institutional settings, including medical interventions that are life-prolonging and potentially 

painful [1]. Advance care planning (ACP) permits patients to communicate and document 

their preferences should they become unable to make medical care decisions due to physical, 

cognitive, and/or communicative impairments. ACP has potential benefits for patients, kin 

and families, and the health care system. First, ACP can increase the concordance between 

persons’ wishes and care they receive and can increase the provision of hospice and 

palliative care [2–6]. Second, ACP may also improve outcomes for next of kin by reducing 

the burden and distress associated with decision-making because these preferences were 

communicated in advance [4, 7–9]. Further, ACP is likely to reduce expenditures given the 

high costs of care at the end-of-life in hospital and ICU settings, often for care that 

individuals may not desire [1, 10–13].

Despite these potential benefits, ACP is underutilized in the United States. Between half to 

more than two-thirds of older adults are unable to make or communicate decisions at the end 

of life [1]. Among adults ages 75 and older, more than 1 in 4 have not considered or 

documented their preferences for care at the end of life [1]. ACP completion is even lower 

among younger adults, such as those in midlife and approaching older adulthood (e.g., ages 

55-74) [14, 15].

ACP includes both formal and informal dimensions, each of which are important [16, 17]. 

Formal ACP includes legal documents, such as advance directives, living wills, and durable 

power of attorney for health care (DPOAHC). Informal ACP entails “values focused 

discussions” [18] that help proxy decision makers and physicians identify the types of care 

the recipient would desire. Informal ACP is critical, regardless of formal ACP completion. 

These conversations may help surrogates make decisions that align with the patient’s values, 

given that end of life scenarios are often unpredictable and can be complicated by factors 

such as family conflict in decision making [19–23].

To date, research has primarily focused on sociodemographic differences in ACP, with the 

literature leaning toward greater attention to formal ACP. For example, there are well-

documented disparities in ACP in the general population, particularly with regard to race 

and ethnicity, socioeconomic status, and educational attainment [24–29]. There has also 

been less attention to the informal dimension of ACP, relative to formal ACP. Less is known 

regarding other factors, such as psychosocial factors, as potential correlates of ACP [30]. 

Research has also focused on a relatively narrow population of older adults and persons with 

serious illness. Much less is known regarding the potential barriers or facilitators for 

conversations or formal documentation among “young-old” adults (i.e., ages 55-74) in the 

general U.S. population.
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To address these gaps in knowledge regarding the prevalence and correlates of informal and 

formal ACP among contemporary midlife and older adults, we collected data from a 

nationally-representative U.S. panel. The potential correlates we examined span factors at 

the individual, interpersonal, and health care levels. We hypothesized these factors to be 

relevant to ACP, based on a review of the literature and our own preliminary qualitative 

research.

2. Methods

2.1 Data sources

Data were collected from the American Life Panel (ALP), an ongoing panel study of about 

6,000 adults, weighted to be representative of the U.S. population. The ALP is described in 

detail elsewhere [31]. We distributed this survey to the subsample of ALP participants ages 

55-74 between September and October 2019 (1678 members). Panelists received weekly 

survey reminders. The effort yielded 1,297 completes (77% response rate) with 12 

incompletes (<1%). All data were self-reported via the internet panel. Surveys took 

approximately 15 minutes to complete and respondents received $10 remuneration. The 

study was reviewed by RAND’s institutional review board.

We developed the survey based on formative qualitative research and literature reviews [32]. 

Formative qualitative research included in-depth 1:1 interviews (n = 38) with midlife and 

older adults ages 55-74, including those who had and had not engaged in informal or formal 

ACP [33]. For this analysis, we conceptually grouped independent variables at the 

individual, interpersonal, and health care levels.

2.2. Dependent variables.

The two ACP outcomes were each analyzed as a binary lifetime variable. Informal ACP was 

measured with a single item (“We would like to ask you some questions about healthcare 

decisions that might need to be made for you in the future if you are unable to make them 

yourself. People sometimes make plans about the types of care or medical treatment they 

would want or not want, if they were to become seriously ill. Have you ever discussed with 

anyone the care or medical treatment you would want to receive if you were to become 

seriously ill in the future?”).

Formal ACP was defined as completing an advance directive, living will, or a durable power 

of attorney for health care (DPOAHC). In addition to mentioning each document by name, 

the respective questions described the documents. Advance directives and living wills were 

described as “written instructions about the care or medical treatment that you want to 

receive if you can not make those decisions yourself.” DPOAHC was described as “legal 

arrangements for a specific person or persons to make decisions about your care or medical 

treatment if you can not make those decisions yourself.”

2.3 Independent variables

2.3.1. Individual level independent variables—Self-rated health was assessed using 

a standard response set (excellent; very good; good; fair; poor). Experience with life-
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threatening illnesses (“cancer, organ failure, or an illness that without treatment is likely to 

cause death”) was assessed using a multiple choice item that included one’s own illness 

history (“myself”) as well as immediate family members’ illness histories. A similar item 

assessed personal employment in a medical occupation (myself; family member). Responses 

indicating “myself” for either of these two items were used as the individual-level variables, 

respectively.

The individual level also included three attitudinal variables and three ACP motivations. 

Confidence in ACP skills (“When you think about planning for health care decisions and 

decision makers in case you become seriously ill, to what extent do you feel confident?”) 

was assessed with five-point Likert ranging from “Not at all” to “extremely.” Health worry 

was assessed using an item from the Whiteley Index [34] (“I worry a lot about my health”), 

and was coded as a binary variable for analysis where “agree” or greater on the 5-point 

Likert indicated health worry. Death avoidance was analyzed as a binary variable where 

persons who agreed “moderately” or greater with a single item (“Whenever the thought of 

death enters my mind, I try to push it away") [35] were coded as death avoidant.

Finally, three individual-level motivations for informal ACP were measured within a larger 

question matrix assessing five potential motivations (two of which were interpersonal, 

described later). The three individual-level items included religious or spiritual reasons (“to 

ensure that the medical care I receive aligns with my religious or spiritual values”), a desire 

to reduce suffering at the end of life (verbatim), and a desire for end-of-life (EOL) care 

concordant with preferences (“to ensure that my wishes inform the care I receive”). The 

question text was tailored based on a respondent’s prior response to the informal ACP item, 

such that persons who had engaged in informal ACP were asked “What are your reasons for 

talking about your health care wishes with someone in your life?” and those without 

informal ACP were asked, “Which of these reasons would motivate you…”.

2.3.2. Interpersonal level independent variables—Family members’ history of 

life-threatening illness and family members’ employment in medical occupations were 

derived from the respective items described above at the Individual level (see 2.3.1). 

Satisfaction with one’s personal relationships was assessed with an item from the World 

Health Organization’s Quality of Life BREF survey [36]. The five-point Likert response was 

recoded as “satisfied or greater” for analysis.

We also measured the extent to which other people’s discomfort was a barrier to informal 

ACP in two steps. First, respondents were asked “how unwilling or reluctant” their ideal 

ACP conversation partners were. Second, respondents who indicated anything greater than 

“not at all” were asked how much this unwillingness or reluctance “affected your ability to 

have these conversations with them?”. A response of “somewhat” or greater was coded as a 

barrier. Respondents who indicated “not at all” to the first question were coded as “no 

barrier.”

The interpersonal level also included the two remaining motivations from the ACP 

motivations matrix: a desire to “make decisions easier for my family/decision maker,” and a 

desire to “preserve financial assets or avoid spending money on unwanted medical care.” We 
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grouped the financial motivation at the interpersonal level because formative interview 

participants had expressed desires to preserve assets for their estate and next of kin.

We assessed respondent’s exposure to four negative EOL scenarios, derived from common 

themes in the formative interviews. We asked respondents whether they knew someone in 

their personal network who: 1) had to make medical decisions for someone else at EOL, 

without being sure of what that person really wanted 2) experienced strain or conflict with 

family members when these decisions were made, 3) received EOL care that the respondent 

felt “was too extreme, even if it’s what that [dying] person may have wanted,” or 4) received 

EOL care that the respondent believed was incongruent with the dying person’s own wishes. 

Based on frequencies, we combined these four items into a binary variable indicating one or 

more of these experiences, versus none. Finally, we included two items indicating whether 

the respondent themselves had been appointed or served as someone else’s medical decision 

maker.

2.3.3. Health care level independent variables—We assessed whether a health care 

provider had ever brought up ACP. We also asked respondents for their usual source of 

medical care (doctor’s office or health center; walk-in clinics including urgent care and retail 

clinics; telemedicine; emergency departments; none; other). Based on frequency data, we 

created a binary variable indicating a doctor’s office/health center as the usual source of 

care, versus elsewhere.

2.3.4. Demographic control variables—Race and ethnicity were combined into a 

single variable (White non-Hispanic; Black non-Hispanic; Other non-Hispanic; and 

Hispanic). Gender was assessed as male or female. We stratified age as midlife (55-64) 

versus older adults (65-74) because age 65 is a traditional age of eligibility for retirement 

benefits, including social security insurance and Medicare. Marital status was categorized as 

currently married/partnered, divorced/separated, widowed, or single and never married. 

Employment status was collapsed into categories reflecting currently employed, disabled, 

retired, or other (unemployed and looking for work; temporarily laid off/on sick leave/other 

leave; homemaker; other). Finally, educational attainment was coded as Bachelor’s degree or 

more, versus less than a Bachelor’s degree.

2.4. Analysis plan

The data were weighted to permit nationally-representative estimates; weighting is described 

in detail elsewhere [31]. Analyses were completed using Stata 16 [37]. supplemented with 

the fitstat package [38]. Each dependent variable (informal ACP, formal ACP) was examined 

separately as an outcome. We used bivariate logistic regression to produce unadjusted odds 

ratios between each independent variable and the given ACP behavior. We then created a 

multivariable logistic regression model where all independent variables were entered 

simultaneously, in order to adjust for each other. This produced adjusted odds ratios for each 

covariate of interest, indicating the association with the given ACP behavior after accounting 

for the other variables. Variables were checked for multicollinearity and all VIFs were 

acceptable (< 2.0). Results were considered statistically significant at p < 0.05. Model fit 

was assessed using design-based goodness-of-fit for survey logistic regression and 
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McFadden’s adjusted pseudo-R2 [39, 40]. We used McFadden’s adjusted R2 to 

conservatively assess model fit because it penalizes the R2 for the number of independent 

variables, which otherwise inflate R2.

3. Results

The weighted sample is described in detail in Table 1. The majority of the adults were non-

Hispanic White (70%). Most adults were currently married or partnered (66%). About half 

were still in the workforce, and about one-third had retired. The majority of adults (47%) 

reported “very good” or “excellent” health. Nine percent had ever had a life-threatening 

illness.

Among midlife and older adults, 45% had engaged in formal advance care planning; 39% 

had completed a DPOAHC and 37% had completed an advance directive. About two-thirds 

of adults (65%) had ever engaged in informal advance care planning. About 70% had 

engaged in either or both dimensions of ACP (informal and/or formal). Most adults (76%) 

were at least “somewhat confident” or greater in their advance care planning abilities. For 

hypothetical or realized ACP motivations at the individual level, the most commonly-

endorsed motivation was a desire to receive EOL care concordant with preferences (63%), 

followed by a desire to reduce suffering at the end of life (55%), and much less commonly, a 

desire to ensure care concordant with religious or spiritual preferences (20%).

About half of adults had a family member who had experienced a life-threatening illness 

(56%), and half reported at least one negative EOL story in their personal network (50%). 

About one-third each had been designated as a health care decision maker for someone else, 

and had served as a medical decision maker for someone else at the end of life (33% and 

36%). One-fourth of adults reported that others’ reluctance or discomfort with EOL topics 

was a “somewhat” or greater barrier to these conversations (24%). For ACP motivations at 

the interpersonal level, a desire to ease decision-making for others was substantially more 

common than a desire to reduce financial costs at the end of life (85% versus 44%). About 

one-quarter of adults reported that their health care provider had ever broached ACP (28%).

3.1. Informal advance care planning

The bivariate (unadjusted) and multivariable (adjusted) models are shown in Table 2. In the 

unadjusted tests, many of the covariates had statistically significant associations with 

informal ACP conversations. In the multivariable model for informal ACP, we adjusted for 

all variables simultaneously, including sociodemographics. McFadden’s adjusted R2 was 

0.24, indicating very good model fit [39, 40]. At the individual level, greater confidence in 

ACP (OR = 2.02) and a lifetime history of life-threatening illness (OR = 2.11) were both 

positively associated with informal ACP. At the interpersonal level, designation as a 

healthcare decision-maker for someone else (OR = 2.97), having at least one negative EOL 

story in one’s personal network (OR = 2.05), and a motivation to ease decision making for 

next of kin (OR = 2.11) were all positively associated with informal ACP. For health care 

factors, having a provider who had ever brought up ACP was associated with informal ACP 

(OR = 2.72).
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3.2 Formal advance care planning

The bivariate and multivariable models are shown in Table 3. Similar to our findings for 

informal ACP, many of the covariates were significantly associated with formal ACP in 

bivariate tests. In the multivariable model for formal ACP, we adjusted for all variables 

simultaneously, including sociodemographics. McFadden’s adjusted R2 was 0.24, indicating 

very good model fit. At the individual level, greater confidence in ACP (OR = 1.80) was 

positively associated with formal ACP, and health worry was marginally negatively 

associated with formal ACP (OR = 0.63). At the interpersonal level, having been designated 

as a health care decision maker for someone else was positively associated with the 

respondent having engaged in formal ACP (OR = 5.31). Finally, both health care factors 

were positively associated with formal ACP: having a provider who had brought up ACP 

(OR = 1.98), and typically receiving care from a doctor’s office (OR = 2.07).

3.3. Evidence of ACP disparities

Finally, although we included sociodemographics primarily as control variables (point 

estimates not shown in tables), we note that non-Hispanic Black adults had lower odds of 

informal ACP (OR = 0.44, 95% CI = 0.22, 0.88; p = .02) and formal ACP (OR = 0.38, 95% 

CI = 0.18, 0.81; p = .01) compared to white non-Hispanic adults, even after adjusting for all 

of the individual, interpersonal, and health care variables.

4. Discussion and conclusions

4.1. Discussion

Informal ACP was more common than formal ACP among contemporary midlife and older 

adults ages 55 to 74 in the U.S., with about two-thirds of adults having had these 

conversations. This prevalence is comparable to that found in a recent representative survey 

of adults in one U.S. state [28]. Fewer than half of adults had completed formal ACP. The 

prevalence of formal ACP in this sample is slightly higher than rates estimated in a 

systematic review of advance directive prevalence (about one-third of U.S. adults), including 

when stratified by those with and without chronic illness [14]. However, we combined both 

forms of formal ACP into a single indicator, which likely contributes to the higher 

prevalence in our sample. When comparing our prevalence of advance directives or living 

wills to that found in Yadav et al. [14], the rates are more similar.

In the bivariate analyses, many of the covariates were statistically significant. Our selection 

of these covariates was guided by literature reviews and formative qualitative research, 

which may explain the large number of unadjusted, statistically significant associations. 

More importantly, we used multivariable models to simultaneously adjust for all covariates, 

including sociodemographics. These latter findings shed light on the most salient factors to 

address in future research and intervention development.

Most adults were at least “somewhat” confident in their skills related to ACP, and confidence 

was associated with both informal and formal ACP. Conversely, health worry was also 

marginally associated with a lower odds of having completed formal ACP. Though health 

worry was assessed as a global attitude in this study, it may overlap with lower self-efficacy 
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or perceived locus of control in matters of health care planning. While interventions should 

engender confidence and self-efficacy, these outputs alone may not translate into increased 

ACP. It also possible that having engaged in ACP engendered greater confidence; the cross-

sectional nature of our data precludes an assessment of temporality.

Respondents endorsed a range of potential motivations for advance care planning. The most 

common motivation for ACP, a desire to ease decision-making for others, was associated 

with engaging in informal ACP. However, this motivation was not associated with 

completing formal ACP. One potential explanation is that the motivation to reduce the 

burden of decision-making for others is strong enough to promote conversations (a lower bar 

to entry) but perhaps not strong enough to promote formal planning (a much higher bar to 

entry). On one hand, the value of these conversations should not be discounted, as they have 

potential benefits for decision makers as well as the care recipient [20, 21, 23, 41, 42]. These 

conversations may reduce conflict and increase concordance with wishes, particularly when 

serious illness or the end of life are sudden or unanticipated. On the other hand, the utility of 

these conversations may be limited by a number of factors. First, potential challenges faced 

by proxy decision makers include difficulties understanding and evaluating medical 

information in the moment as communicated by health care providers, who themselves are 

often operating in a fragmented health care ecosystem [21]. Second, for informal planning 

with health care professionals, these conversations may not be adequately documented in 

electronic health records, or the documentation may not accurately reflect patients’ positions 

[43]. The timing of these conversations, if “too early” or “too late” – what Billings et al. [44] 

referred to as the “Goldilocks Phenomenon” – can also limit the utility of the conversations. 

Finally, the quality of these conversations is also an important consideration [19, 45].

Having been designated as a health care decision-maker for someone else was associated 

with both informal and formal ACP, and these effect sizes were the largest of all covariates. 

These associations likely represent reciprocity of ACP behaviors undertaken together in a 

dyad (e.g., marriage). However, formal ACP in dyads may not always be reciprocal. For 

example, Koss et al. [46] found that one quarter of couples were a dyad in which only one 

person had completed an AD.

Half of adults knew at least one negative EOL story from their personal network, such as 

family conflict over EOL decision making. In turn, these adults were more likely to have 

engaged in informal ACP. Our cross-sectional survey cannot assess temporality. Thus, at 

least two potential explanations are possible. First, second, there may be recall bias where 

persons who have had these conversations are more likely to remember these stories (a 

measurement effect). Second, exposure to these stories may have prompted respondents to 

engage in conversations with others about their own care preferences (a triggering effect) 

[47, 48].

The null finding regarding other persons’ discomfort with ACP as a potential barrier to 

informal or formal ACP is surprising, given the range of challenging experiences that 

participants described in our formative qualitative interviews, and the broader research 

regarding the reluctance and difficulty in discussing death and dying with loved ones and 

providers [47, 49]. This perception may reflect the “cold light of day” of the survey, which 
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asked respondents for their global assessment rather than specific episodes. This null finding 

may also indicate distinct social attitudes among the baby boomer cohort. Their peers may 

be more receptive to these conversations, and/or baby boomers may be more willing than 

earlier cohorts to pursue ACP conversations with reluctant conversation partners.

Our findings also indicate health care providers’ critical role in promoting ACP among this 

cohort. Having a provider who brought up ACP was associated with both informal and 

formal ACP, and the effect size was larger than most other variables. It is plausible that 

persons who have engaged in ACP are more likely to recall a provider’s suggestion for ACP. 

Nevertheless, other research supports the instrumental role of providers in increasing ACP 

uptake [47].

Finally, we note the striking racial disparity in both informal and formal ACP among Black 

adults compared to White adults. Our study adds weight to the existing evidence for this 

disparity [26, 28, 50] because we further adjusted for a range of individual, interpersonal, 

and health care factors that might explain differences in ACP across the two racial groups. 

This suggests that there are other underlying explanations for these racial disparities that 

were not captured in our survey, and are important areas for future research.

We note several limitations and strengths of this study. First, data were drawn from an 

ongoing panel study of adults, weighted to be representative of the U.S. general population. 

Strengths of our study include the use of formative research with the target population to 

develop the survey instrument and the use of a nationally-representative sample of midlife 

and older adults. However, there are potential biases in panel surveys including conditioning 

and attrition [51, 52]. Additionally, the survey was only administered in English. All data 

were self-reported and subject to social desirability bias. There are also other relevant factors 

not included in this survey which might further explain differences in ACP prevalence, such 

as medical mistrust [29]. Still, our models demonstrated very good fit for the data, even after 

accounting for the large number of variables in the models. Finally, we did not assess the 

quality of informal ACP conversations. One theory-based approach for quality assessment in 

future studies, as implemented by Van Scov et al. [53], is the extent to which these 

conversations achieve patients’ task goals (e.g.. establishing a decision), relational goals 

(e.g.. interpersonal closeness), and identity goals (e.g.. preserving personhood) [45, 53, 54]. 

Future research could explore the extent to which the multilevel factors we examined are 

associated with aspects of conversation quality.

4.2. Conclusion

The COVID-19 pandemic is changing views of vulnerability and mortality risk and the 

context for critical illness care among the general population [55–58]. This work also 

provides a benchmark against which future, post-pandemic investigations can be compared 

to aid understanding of changes in ACP prevalence among this cohort. The threats to health 

system integrity and capacity during crises, such as the COVID-19 pandemic, also 

underscore the importance of ACP. For example, ACP may help to mitigate health care 

workers’ ethical and triage decision making in instances where the health care system has 

insufficient resources to provide life-sustaining treatment to all persons nearing the end of 
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life, and when it may be difficult or impossible to assess patients’ preferences regarding 

treatment.

4.3. Practice Implications

Our findings also provide important guideposts for family members and healthcare providers 

initiating informal care conversations to elicit wishes, as well as those developing methods 

to increase formal advance care planning. Future research and interventions should 

incorporate these individual-level and interpersonal factors, in addition to health services 

interventions to increase ACP.

A desire to mitigate proxies’ decision-making burden was a significant motivator for ACP 

conversations, more prevalent and more salient than the desire for value concordant care at 

the end of life. Similarly, awareness of negative EOL experiences in their social networks 

may have motivated adults to have these conversations. These socially-based motivations 

and triggers are highly relevant to tools, including non-medical tools such as conversation-

based games, that are designed to spur ACP-related conversations and behaviors [59–62]. 

Increasing the general public’s awareness of these tools may increase uptake, and in turn 

these tools provide actionable steps toward ACP. These tools may also have utility for 

increasing confidence and self-efficacy, which we found was associated with both informal 

and formal ACP.

Finally, health care providers appear to have an especially salient role in ACP uptake. 

Reviews have found that more successful interventions in the health care setting address 

ACP over multiple visits, as opposed to “single dose” interventions or providing passive 

educational information [63]. The critical role of clinicians’ authority in initiating these 

conversations suggests that expanded training of medical professionals about ACP could 

yield more advance care planning, supporting patient preferences, reducing ambiguity, and 

ultimately improving appropriateness of use of healthcare resources. Still, there are 

competing demands on clinicians’ time and the health care system that can impede ACP 

efforts [64, 65]. There remains a need for pragmatic ACP interventions that are sustainable 

in the real world of clinical practice, beyond experimental or evaluation programs [64].
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Highlights

• 65% of midlife and older adults have talked with others about their end of life 

preferences

• A desire to lessen the burden of others’ decision-making is a significant 

motivator

• Others’ negative end of life experiences may motivate conversations about 

care preferences

• Health care providers have a powerful role in formal and informal ACP 

uptake
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Table 1.

Weighted sample descriptives; advance care planning among midlife and older adults.

Outcomes Percent

Formal ACP (Power of Attorney and/or Advance Directive) 44.50%

 Durable Power of Attorney for Health Care 39.03%

 Advance Directive or Living Will 37.38%

Informal ACP (ever had conversations regarding care preferences for serious illness or EOL) 64.63%

Either informal and/or formal ACP 70.00%

Demographics

Race and ethnicity

 White non-Hispanic 70.04%

 Black non-Hispanic 9.29%

 Other non-Hispanic 4.11%

 Hispanic 16.56%

Female (versus Male) 52.71%

Ages 55-64 (versus 65-74) 58.75%

Marital status

 Married/partnered 65.80%

 Divorced/separated 19.85%

 Widowed 5.92%

 Single and never married 8.44%

Employment

 Currently working 44.94%

 Disabled 10.48%

 Retired 36.87%

 Unemployed, other 7.71%

Bachelor’s degree or more 32.62%

Individual factors

Medical occupation - self 9.80%

Confidence in ACP

 Not at all confident 6.30%

 A little confident 17.92%

 Somewhat confident 40.47%

 Very confident 29.07%

 Extremely confident 6.23%

Worry about health 23.97%

Self-rated health

 Poor 3.95%

 Fair 14.47%

 Good 34.27%

 Very good 39.22%
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Outcomes Percent

 Excellent 8.09%

Death avoidance (push away thoughts about death) 37.56%

Life threatening Illness - Self 9.15%

Motivation for ACP - EOL care concordant with preferences 62.93%

Motivation for ACP - Religious or spiritual reasons 19.74%

Motivation for ACP - Reduce suffering at EOL 54.99%

Interpersonal factors

Medical occupation - family 30.11%

Satisfied with personal relationships 73.25%

Other persons’ discomfort is a barrier to ACP conversations 23.57%

Life threatening Illness - Family member 56.44%

Designated as health care decision-maker for someone else 33.26%

Served as medical decision maker for someone else 35.63%

One or more negative EOL stories in personal network 50.43%

Motivation for ACP - Ease decision making for others at EOL 85.21%

Motivation for ACP - Reduce financial costs at EOL 44.06%

Health care factors

Health care provider ever brought up ACP 28.17%

Usual source of care - Provider’s office/clinic 92.61%
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