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Abstract: Evidence shows that older patients with advance directives such as a living will, or durable
power of attorney for healthcare, are more likely to receive care consistent with their preferences at the
end of life. Less is known about the use of advance directives between veteran and non-veteran older
Americans. Using data from the decedents of a longitudinal survey, we explore whether there is a
difference in having an established advance directive between the veteran and non-veteran decedents.
Data were taken from the Harmonized End of Life data sets, a linked collection of variables derived
from the Health and Retirement Study (HRS) Exit Interview. Only male decedents were included in
the current analysis (N = 4828). The dependent variable, having an established advance directive, was
measured by asking the proxy, “whether the deceased respondent ever provided written instructions
about the treatment or care he/she wanted to receive during the final days of his/her life” and
“whether the deceased respondent had a Durable Power of Attorney for healthcare?” A “yes” to
either of the two items was counted as having an advance directive. The independent variable,
veteran status, was determined by asking participants, “Have you ever served in the active military
of the United States?” at their first HRS core interview. Logistic regression was used to predict the
likelihood of having an established advance directive. While there was no difference in having an
advance directive between male veteran and non-veteran decedents during the earlier follow-up
period (from 1992 to 2003), male veterans who died during the second half of the study period
(from 2004 to 2014) were more likely to have an established advance directive than their non-veteran
counterparts (OR = 1.24, p < 0.05). Other factors positively associated with having an established
advance directive include dying at older ages, higher educational attainment, needing assistance in
activities of daily living and being bedridden three months before death, while Black decedents and
those who were married were less likely to have an advance directive in place. Our findings suggest
male veterans were more likely to have an established advance directive, an indicator for better
end-of-life care, than their non-veteran counterparts. This observed difference coincides with a time
when the Veterans Health Administration (VHA) increased its investment in end-of-life care. More
studies are needed to confirm if this higher utilization of advance directives and care planning among
veterans can be attributed to the improved access and quality of end-of-life care in the VHA system.

Keywords: veterans; living will; durable power of attorney for healthcare; advance directives;
advanced care planning; Veterans Health Administration

1. Introduction

Advances in medical technologies (e.g., chemotherapy, tube-feeding, and ventilators)
have made dying an increasingly prolonged and “medicalized” process [1]. In many cases,
these life-sustaining treatments may prolong the lives of patients with terminal illnesses,
but not necessarily enhance the quality of their lives. Dying patients may go through
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invasive, costly, and futile interventions in acute care settings [2] that are incongruent with
the characteristics of quality end-of-life care both patients and families prefer [3]. Advance
directives are care planning tools, introduced as a solution to improve the quality of end-
of-life care [4] and they can take the form of a living will or durable power of attorney
for healthcare (DPAHC). Patients can document their treatment preferences, along with a
variety of end-of-life choices, when they are still capable of making decisions.

Evidence indicates that advance care planning (ACP) is less likely to take place in
hospitals and intensive care units, where timely transitions to palliative care could be
slowed and a patient’s preferences might not be honored sometimes [5]. Although there
are reports on the limitations, regarding the efficacy and effectiveness of advance directives
in clinical practices [1,6]. Studies have found that the use of ACP is associated with
better transitions to palliative care and more use of hospice where patient-centered care is
honored [7–9]. Considered an important indicator of better planning for end-of-life care,
several systematic review articles also conclude that the use of ACP is associated with other
positive outcomes, such as dying in preferred place, reducing invasive and futile treatments,
and achieving some characteristics of “good death” [10–13]. It has been recognized that
advance directives are not a panacea to all the problems in end-of-life care. Instead, they
should serve as the starting point for ongoing communication between patients, surrogates,
and health professionals [14].

Empirical research on the use of ACP has identified a variety of factors associated with
the use of ACP, including age, race/ethnicity, socioeconomic status (SES), psychological,
religious, and attitudinal factors [1]. Racial and ethnic disparities have been heavily
investigated and significant racial disparities in the use of ACP are identified [15,16], where
African Americans are less likely to have an established advance directive than their white
counterparts. Significant differences in the use of advance directives are also found among
patients with different terminal illnesses [11]. Patients who die of different diseases may
go through different trajectories of terminal decline [17], which could lead to multiple
transitions between different care settings near the end of life. However, little is known
about the use of advance directives and care planning at the end of life between veteran
and non-veteran older adults in the United States.

For male Americans who were born before the 1940s, veteran status is an important
mediator of their aging experiences, because many of them had been drafted into the
military and a large proportion of these veterans had served in World War II, the Korean
War, or the Vietnam War. A theoretical perspective in social gerontology, the life course
perspective, highlights the link between early experiences and later developments in
human lives. In a similar vein, the lifespan view of military influences on aging US
veterans also asserts that the effects of military service are lifelong [18]. Veterans usually
form strong network ties through their military experiences and people’s social networks
provide a structure where potential resources are embedded [19,20]. The literature of
healthcare utilization and the social process of help-seeking behavior have suggested that
an individual’s network is important in channeling their entrance into care [21].

Furthermore, as the largest healthcare delivery system in the country, the Veterans
Health Administration (VHA) is charged with the provision of healthcare to qualified US
veterans. The increasing number of aging veterans has been an important driving force
for the VHA to take the lead in developing end-of-life care programs and initiatives (e.g.,
hospice and palliative care) [22,23]. There have been reports on the VHA’s investment in
improving the access and quality of end-of-life care since the 1990s [5,24,25]. Several policy
evaluation studies also found that these programs have improved the quality, availability,
and accessibility of end-of-life care in the VHA system [23,26]. However, most of these
studies analyzed data from the medical records kept within the VHA system, so that their
samples consisted mainly of the veterans covered by the VHA. In this study, we used data
from a nationally representative survey, in which both veterans and non-veteran older
adults were sampled. We compared the difference in the use of advance directives (either a
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living will or DPAHC) between the deceased veterans and non-veterans from a longitudinal
survey over two decades.

2. Methods
2.1. Data and Samples

Launched in 1992, the Health and Retirement Study (HRS) is a panel-designed longi-
tudinal survey of those over the age of 50 in the United States [27]. The survey draws a
multistage probability sample that is nationally representative of the U.S. population. Using
both face-to-face and telephone interviews, the survey collects information addressing
many important questions related to the aging experiences in America. Core interviews
were conducted every two years and, for the deceased HRS participants, exit interviews
were arranged with their proxies to seek information about the decedents, including the
diseases and causes of deaths, healthcare utilization, and end-of-life planning.

Data for the current study were taken from the Harmonized HRS End of Life data
files, a streamlined collection of variables derived from the first HRS Exit Interviews from
1994 to 2014 [28]. A total of 12,952 HRS participants had died between 1992 and 2014.
However, 2623 of the decedents whose proxies did not provide information on advance
directives. Plus, for these cohorts of older Americans, military service was predominantly a
male role, we further excluded all of the 5471 female decedents from the analyzed sample.
After excluding another 30 cases with missing values on other variables, a total of 4828
male decedents were available for the current analysis.

2.2. Measures

For the dependent variable, the provision of advance directives was measured by two
questions: “whether the deceased respondent ever provided written instructions about
the treatment or care he/she wanted to receive during the final days of his/her life?” and
“whether the deceased respondent had a Durable Power of Attorney for health care?” If the
answers to either of the two items were “yes”, the dependent variable was coded 1 (having
an established advance directive). It was coded 0 if both answers were “no”, indicating
that the decedent had neither of the two types of advance directive.

For the independent variables, age at death was treated as a continuous measure. Over
96 percent of the male decedents were either white or Black, so race was dichotomized into
Black (=1) and all others (=0). Educational attainment was measured as years of schooling
and this measure was treated as a continuous variable. Marital status at death was also a
dichotomous measure. The proxy was asked if the respondent was married (or partnered)
at the time of death (yes = 1; otherwise = 0).

Caring for dying patients can be both physically and emotionally challenging for
their family caregivers. Two indicators of care burden were also included to predict the
dependent variable, the likelihood of having an established advance directive before death.
In the survey, proxies were asked whether a spouse, child/grandchild, or other relatives
had helped with Activity of Daily Living (ADLs) in the three months prior to death. A “yes”
to any of the six ADLs (eating, bathing, dressing, walking, toileting, and getting in and
out of bed) was coded as 1 and 0 for otherwise. Bedridden status was coded as 1 and 0 for
otherwise if the respondent spent more than half the day in bed over 85 days during the last
three months before death. These measures could be indications of an expected death and a
prompt for end-of-life care planning activities. Since the deaths in our sample occurred over
a long period, the social norms regarding the use of advance directives and the availability
of care-planning tools could change considerably over time. Thus, a dichotomous variable
indicating whether the death occurred during the earlier half (from 1992 and 2003) or the
latter half (from 2004 to 2014) of the study period was also included. Finally, the prognosis
of patients dying of cancer is more predictable and consistent when compared to other
common causes of mortality [29]. Decedents whose main cause of death was cancer were
singled out as a predictor for the use of advance directives. The main cause of death in the
survey was determined by asking the proxies the following open-ended question, “What



Healthcare 2023, 11, 1824 4 of 9

was the major illness that led to (her/his) death?”. The reported illnesses were then recoded
according to the Health Conditions Master Code developed by the HRS [28]. If the main
cause of death was cancer, it was coded 1. For all other causes of death, it was coded 0.

2.3. Analysis

Binary logistic regression models, where the dependent variable was constructed
as the probability of having an advance directive in place versus not having an advance
directive. The main independent variable, veteran status, was used to predict the likelihood
of having an advance directive, while controlling for other covariates. Odds ratios (and their
95 percent of confidence intervals) were used to evaluate the significance of the included
predictors. Separated analyses were performed for decedents whose death occurred during
the earlier half (from 1992 to 2003) and those who died during the latter half of the study
period (from 2004 to 2014).

3. Results

Among the 4828 male decedents, about 58 percent of them (2783 out of 4828) were
identified as veterans. The high percentage of veterans in our sample is because over
90 percent of the male decedents in our sample were born before 1941. For this cohort
of male Americans, a military conscription was in place until 1973. From the descriptive
statistics presented in Table 1, we know that, on average, veterans died older and had
more years of schooling than those of the non-veteran decedents. The percentage of
African Americans was significantly lower among the veteran group when compared to
the non-veterans. The percentages of having a living will or a durable power of attorney
for healthcare were also significantly higher among the veterans, when compared to their
non-veteran counterparts.

Table 1. Selected characteristics of the male decedents of Health and Retirement Study participants
by veteran status, 1992 to 2014.

Predictors Veteran (N = 2783) Non-Veteran (N = 2045)

Mean Age at death 78.2 (9.3) 77.4 (11.8)
Years in schools 12.3 (3.1) 10.0 (4.2)

African Americans (yes) 296 (10.6) 430 (21.0)
Marital status at death (married) 1858 (66.8) 1214 (59.4)

Death occurred between 1992 and 2003 (yes) 1178 (42.3) 897 (43.9)
Cancer as the main cause of death (yes) 803 (28.9) 530 (25.9)
Needed help with any activities of daily

living 3 months before death (yes) 1320 (47.4) 921 (45.0)

Bedridden 3 months before death (yes) 674 (24.2) 512 (25.0)
Had a living will (yes) 1276 (45.8) 687 (33.6)

Had a durable power of attorney (yes) 1531 (55.0) 916 (44.8)

Note: For categorical variables, the number of cases and percentage (in parentheses) are presented and for
continuous variables (age and years of schooling), means and standard deviations (in parentheses) are presented.
Numbers and percentages for the two types of advance directives, a living will and a durable power of attorney
for healthcare (DPAHC) were presented separately here, but they were combined to form the dependent variable
in the logistic regression analyses.

Table 2 presents the logistic regression results for the whole sample. Veterans were
more likely to have an established advance directive (odds ratio, OR = 1.15, p < 0.05) than
that of the non-veterans, after controlling for other covariates. Deceased HRS participants
who died at an older age (OR = 1.04, p < 0.001) and who had more years of schooling
(OR = 1.12, p < 0.001) were more likely to have an established advance directive. Decedents
who needed ADL assistance three months before death, those who were bedridden three
months before death, and those who died during the latter half of the study period, had
a significantly higher chance of having an advance directive. On the other hand, African
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Americans and those who were married at the time of death were less likely to have an
advance directive in place.

Table 2. Odds ratios of having an established advance directive among the male decedents of the
Health and Retirement Study, 1992 to 2014.

Predictors Odds Ratio (95% Confidence Intervals)

Veteran status
No 1.0
Yes 1.15 (1.01, 1.31) *

Age at death 1.04 (1.04, 1.05) ***

Years in schools 1.12 (1.10, 1.14) ***

African American
No 1.0
Yes 0.36 (0.30, 0.43) ***

Marital status at death
No 1.0
Yes 0.74 (0.65, 0.85) ***

Cancer as the main cause of death
No 1.0
Yes 1.35 (1.17, 1.56) ***

Needed help with any activities of daily living 3 months
before death

No 1.0
Yes 2.26 (1.94, 2.62) ***

Bedridden 3 months before death
No 1.0
Yes 2.27 (1.91, 2.69) ***

Death occurred
Between 1992 and 2003 1.0
Between 2004 and 2014 1.45 (1.28, 1.65) ***

−2 Log Likelihood (degrees of freedom) 5743.98 (9)

Note: * p < 0.05, *** p < 0.001.

Table 3 presents separated logistic regression models in predicting the use of advance
directives for decedents who died earlier (from 19992 to 2003) and whose deaths occurred
later in time (from 2004 to 2014). We found that there was no significant difference in having
an established advance directive between male veteran and non-veteran decedents whose
death occurred during the earlier-half study period. The significant difference between
veterans and non-veterans happened to concentrate on decedents who died during the
latter half of the study period (OR = 1.24, p = 0.02). For other covariates, the association
patterns stayed the same.
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Table 3. Odds ratios of having an established advance directive among male decedents of the Health
and Retirement Study, separated by death period.

Predictors Decedents Whose Death Occurred
between 1992 and 2003 (N = 2075)

Decedents Whose Death Occurred
between 2004 and 2014 (N = 2753)

Veteran status
No 1.0 1.0
Yes 1.04 (0.85, 1.27) 1.24 (1.03, 1.48) *

Age at death 1.04 (1.03, 1.05) *** 1.04 (1.03, 1.05) ***

Years of schooling 1.12 (1.09, 1.15) *** 1.11 (1.08, 1.14) ***

African American
No 1.0 1.0
Yes 0.36 (0.27, 0.47) *** 0.37 (0.29, 0.46) ***

Married at death
No 1.0 1.0
Yes 0.77 (0.63, 0.94) * 0.73 (0.60, 0.87) **

Cancer as the main cause of death
No 1.0 1.0
Yes 1.37 (1.11, 1.70) ** 1.34 (1.10, 1.63) **

Needed help with any activities of
daily living or 3 months before death

No 1.0 1.0
Yes 2.15 (1.72, 2.69) *** 2.34 (1.91, 2.87) ***

Bedridden 3 months before death
No 1.0 1.0
Yes 2.13 (1.66, 2.72) *** 2.41 (1.90, 3.05) ***

−2 log likelihood
(degrees of freedom) 2569.43 (8) 3171.99 (8)

Note: * p < 0.05, ** p < 0.01, *** p < 0.001.

4. Discussion

As a tool to facilitate decision-making and communication at the end of life, ACP is
associated with better end-of-life care, such as dying in preferred place and healthcare cost
savings [12]. Furthermore, having an advance directive and ACP at the end of life are also
associated with a reduced decision-making burden and improved well-being for dying
patients’ family members [30]. In this study, we used data collected from both the proxies
and the deceased participants of a longitudinal survey to compare the rates of having an
established advance directive between male veterans and non-veterans. The results show
that male veterans had a significantly higher use of advance directives, an indicator of
quality end-of-life care, than their non-veteran counterparts during the latter half of the
study period (from 2004 to 2014). We also found that, regardless of their veteran status,
male decedents, who died at older ages and who had higher educational attainment, were
more likely to have an established advance directive. African American decedents and
those who were married at the time of death were less likely to have an advance directive
in place. Decedents with a higher care burden (those who needed ADL assistance and
were bedridden three months before death) were also more likely to have an established
advance directive.

The percentage of older adults with a written advance directive has been rising since
the Patient Self-determination Act was passed in 1990 [1]. When asked, a great majority
of Americans believe that having a family conversation about their wishes regarding life-
sustaining treatments at the end of life are important, but much lower percentages of people
have done so [5]. Conducted on adults of various ages, surveys on ACP activities indicated
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that some 23 to 54 percent Americans had a written advance directive in place and the rates
were as high as 70 percent among older adults who had a terminal illness [1,5,9]. In the current
analysis, the percentages of having either a living will or a DPAHC among the decedents
who died during the first half of the study period were 47.8 percent for non-veterans and
54.2 percent for veterans. By the latter half of the study period (from 2004 to 2014), the rate
difference had increased to 54.8 percent for non-veterans and 69.2 percent for veterans.

We are not completely clear about all the factors contributing to the observed difference
in the use of advance directives between veteran and non-veteran HRS decedents. However,
our findings indicate that the difference was significant only in the latter half of the study
period (from 2004 to 2014). This time frame overlaps with a period when several end-of-life
care programs and initiatives were launched and implemented by the VHA system. For
example, the VHA was the first to require hospice consultation teams to be established in all
its care facilities in 1992 and the Hospice–Veteran Partnership Program (launched in 2001)
made hospice and palliative care widely available to veterans and their caregivers [22,24,25].
The Bereaved Family Survey was also launched in 2008 by the VHA to evaluate performance
and monitor family members’ perceptions of veterans’ end-of-life care [29,31].

Moreover, for non-veteran older Americans covered by Medicare (the federal health
insurance program for older people aged 65 or older in the United States), they must
waive aggressive treatments in order to be eligible for hospice care. In contrast to Medicare
beneficiaries, the VHA allows for the provision of concurrent care while the patient is in
hospice [32,33]. Thanks to veterans’ sacrifice to the country, these generous care benefits
often receive bipartisan support in Congress. It is reasonable to speculate that these
programs and initiatives have significantly improved the quality of end-of-life care and
access to care planning tools within the VHA system.

There might be another organizational advantage of the VHA system in carrying
through its end-of-life care policies. The VHA is the largest integrated healthcare delivery
system in the United States. Different from Medicare, which functions as a healthcare
purchaser, the VHA provides healthcare directly to qualified veterans. Over the past
decades, Medicare has also expanded its coverage for end-of-life counseling on advance
directives and hospice use [1,34]. However, as a care purchaser, Medicare can only imple-
ment its policy initiatives through incentives in reimbursing contracted care providers and
managed-care organizations. The centralized VHA system with a salaried medical staff
makes coordination more likely to occur, so it would be easier to put established policies
into place.

Finally, it should be noted that there are several limitations in our study. First, this
study focusses mostly on the birth cohorts of male HRS participants who lived through a
time when military conscription was instituted in the United States. Military drafting was
ended when the All-Volunteer Force (AVF) policy was established in 1973. Additionally,
the centralized VHA healthcare system is supervised by the Department of Veteran Affairs,
a US cabinet-level agency under the executive branch. These cohort-historic factors are
culture- and country-specific, so the findings and implications of this study may not be
applicable internationally.

Second, many veterans are eligible for both VHA care and Medicare. It is possible
that some veterans could seek care in a non-VHA facility, meaning they would not be
exposed to the organizational advantages and end-of-life care benefits provided by the
VHA system. A survey in 2010 found that 77 percent of the veterans enrolled in the VHA
were eligible for additional healthcare coverage and VHA care users were more likely to be
older [35]. However, over 90 percent of the male veterans in our sample were born before
1941 (the pre-Vietnam-era veteran) [36]. It is reasonable to believe that, when presented
with multiple options for end-of-life care, most veterans would seek VHA care, where
better end-of-life benefits were offered.

Third, the HRS exit surveys were conducted by interviewing the proxy informants,
so information reported by the proxies is subject to recall biases. Plus, not all the proxies
for the HRS decedents knew all the details of end-of-life care planning pertaining to the
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deceased participants. About 20.3 percent of the decedents in the Harmonized HRS End of
Life data (out of the 12,952 deaths of HRS participants recorded between 1992 and 2014) had
missing information on the details of advance directives. It is possible that potential biases
could be introduced due to the missing observations. Fortunately, the variables included
in this study were mostly restricted to observable behaviors and facts of the deceased
respondents reported by their proxies. According to the data description documents, about
95 percent of the proxies interviewed in the Exit Interview Surveys were related to the
deceased participants [28], so reporting errors should be minimal.

Lastly, it is still possible that some unmeasured confounders might explain the ob-
served difference between veterans and non-veterans in the use of advance directives.
More studies are needed to confirm whether the observed difference in the use of advance
directives can be attributed to the improved access and quality end-of-life care provided by
the VHA system.

Author Contributions: Conceptualization, H.-J.T.; methodology, H.-J.T.; writing—original draft,
H.-J.T.; writing—review and editing, M.-C.Y. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Study data were downloaded from a publicly accessible website, the
Health and Retirement Study.

Acknowledgments: This analysis uses data or information from the Harmonized HRS End of Life
dataset and Codebook, Version A as of March 2019 developed by the Gateway to Global Aging Data.
The development of the Harmonized HRS End of Life was funded by the National Institute on Aging.
For more information, please refer to www.g2aging.org (Accessed on 16 May 2023).

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Carr, D.; Luth, E. End-of-Life Planning and Health Care. In Handbook of Aging and the Social Sciences; Elsevier: Amsterdam, The Netherlands,

2016; pp. 375–394. [CrossRef]
2. Wilkinson, A.M.; Lynn, J. The end of life. In Handbook of Aging and the Social Sciences, 5th ed.; Academic Press: Cambridge, MA, USA,

2001; pp. 444–461.
3. Steinhauser, K.E. Factors Considered Important at the End of Life by Patients, Family, Physicians, and Other Care Providers.

JAMA 2000, 284, 2476. [CrossRef] [PubMed]
4. Teno, J.M. Advance Directives for Nursing Home Residents. JAMA 2007, 283, 1481–1482. [CrossRef] [PubMed]
5. Institute of Medicine. Dying in America: Improving Quality and Honoring Individual Preferences Near the End of Life;

The National Academies Press: Washington, DC, USA, 2015. [CrossRef]
6. Morrison, R.S.; Meier, D.E.; Arnold, R.M. What’s Wrong with Advance Care Planning? JAMA 2021, 326, 1575. [CrossRef]

[PubMed]
7. Molloy, D.W.; Guyatt, G.H.; Russo, R.; Goeree, R.; O’Brien, B.J.; Bédard, M. Systematic Implementation of an Advance Directive

Program in Nursing Homes: A Randomized Controlled Trial. JAMA 2000, 283, 1437. [CrossRef] [PubMed]
8. Shrank, W.H.; Russell, K.; Emanuel, E.J. Hospice Carve-In—Aligning Benefits With Patient and Family Needs. JAMA 2020, 324, 35.

[CrossRef]
9. Silveira, M.J.; Langa, K.M. Advance Directives and Outcomes of Surrogate Decision Making before Death. N. Engl. J. Med.

2010, 362, 1211–1218. [CrossRef]
10. Teno, J.M.; Gozalo, P.; Trivedi, A.N.; Bunker, J.; Lima, J.; Ogarek, J.; Mor, V. Site of Death, Place of Care, and Health Care Transitions

among US Medicare Beneficiaries, 2000–2015. JAMA 2018, 320, 264. [CrossRef]
11. Christakis, N.A. Survival of Medicare Patients after Enrollment in Hospice Programs. N. Engl. J. Med. 1996, 335, 172–178.

[CrossRef]
12. Jimenez, G.; Tan, W.S.; Virk, A.K.; Low, C.K.; Car, J.; Ho, A.H.Y. Overview of Systematic Reviews of Advance Care Planning:

Summary of Evidence and Global Lessons. J. Pain Symptom Manag. 2018, 56, 436–459.e25. [CrossRef]
13. Detering, K.M.; Hancock, A.D.; Reade, M.C.; Silvester, W. The impact of advance care planning on end of life care in elderly

patients: Randomised controlled trial. BMJ 2010, 340, c1345. [CrossRef]

www.g2aging.org
https://doi.org/10.1016/B978-0-12-417235-7.00018-4
https://doi.org/10.1001/jama.284.19.2476
https://www.ncbi.nlm.nih.gov/pubmed/11074777
https://doi.org/10.1001/jama.283.11.1481
https://www.ncbi.nlm.nih.gov/pubmed/10732940
https://doi.org/10.17226/18748
https://doi.org/10.1001/jama.2021.16430
https://www.ncbi.nlm.nih.gov/pubmed/34623373
https://doi.org/10.1001/jama.283.11.1437
https://www.ncbi.nlm.nih.gov/pubmed/10732933
https://doi.org/10.1001/jama.2020.8459
https://doi.org/10.1056/NEJMsa0907901
https://doi.org/10.1001/jama.2018.8981
https://doi.org/10.1056/NEJM199607183350306
https://doi.org/10.1016/j.jpainsymman.2018.05.016
https://doi.org/10.1136/bmj.c1345


Healthcare 2023, 11, 1824 9 of 9

14. Higel, T.; Alaoui, A.; Bouton, C.; Fournier, J.P. Effect of Living Wills on End-of-Life Care: A Systematic Review. J. Am. Geriatr. Soc.
2019, 67, 164–171. [CrossRef] [PubMed]

15. Carr, D. Racial and Ethnic Differences in Advance Care Planning: Identifying Subgroup Patterns and Obstacles. J. Aging Health
2012, 24, 923–947. [CrossRef] [PubMed]

16. Smith, A.K.; McCarthy, E.P.; Paulk, E.; Balboni, T.A.; Maciejewski, P.K.; Block, S.D.; Prigerson, H.G. Racial and Ethnic Differences
in Advance Care Planning Among Patients with Cancer: Impact of Terminal Illness Acknowledgment, Religiousness, and
Treatment Preferences. JCO 2008, 26, 4131–4137. [CrossRef]

17. Cohen-Mansfield, J.; Skornick-Bouchbinder, M.; Brill, S. Trajectories of End of Life: A Systematic Review. J. Gerontol. Ser. B
2018, 73, 564–572. [CrossRef]

18. Spiro, A.; Settersten, R.A.; Aldwin, C.M. Long-term Outcomes of Military Service in Aging and the Life Course: A Positive
Re-envisioning. Gerontologist 2016, 56, 5–13. [CrossRef] [PubMed]

19. Tung, H.-J. Ethnicity, Use of Chinese Medicine Physicians, and Health Status among the Elderly in Taiwan; University of North Carolina
at Chapel Hill: Chapel Hill, NC, USA, 2001.

20. Perry Brea, L.; Pescosolido Bernice, A. Social network activation: The role of health discussion partners in recovery from mental
illness. Soc Sci Med. 2015, 125, 116–128. [CrossRef] [PubMed]

21. Freidson, E. Profession of Medicine: A Study of the Sociology of Applied Knowledge; The University of Chicago Press: Chicago, IL, USA,
1970.

22. Daratsos, L.; Howe, J.L. The Development of Palliative Care Programs in the Veterans Administration: Zelda Foster’s Legacy.
J. Soc. Work End-Life Palliat. Care 2007, 3, 29–39. [CrossRef]

23. Kutney-Lee, A.; Smith, D.; Griffin, H.; Kinder, D.; Carpenter, J.; Thorpe, J. Quality of end-of-life care for Vietnam-era Veterans:
Implications for practice and policy. Healthcare 2021, 9, 100494. [CrossRef]

24. Edes, T.; Shreve, S.; Casarett, D. Increasing Access and Quality in Department of Veterans Affairs Care at the End of Life:
A Lesson in Change: Transforming va Care at the End of Life. J. Am. Geriatr. Soc. 2007, 55, 1645–1649. [CrossRef]

25. Miller, S.C.; Intrator, O.; Scott, W.; Shreve, S.T.; Phibbs, C.S.; Kinosian, B. Increasing Veterans’ Hospice Use: The Veterans Health
Administration’s Focus on Improving End-Of-Life Care. Health Aff. 2017, 36, 1274–1282. [CrossRef]

26. Casarett, D.; Pickard, A.; Bailey, F.A.; Ritchie, C.; Furman, C.; Rosenfeld, K. Do Palliative Consultations Improve Patient
Outcomes?: Palliative Care Consultation. J. Am. Geriatr. Soc. 2008, 56, 593–599. [CrossRef] [PubMed]

27. Servais, M. Overview of HRS Public Data Files for Cross-Sectional and Longitudinal Analysis. Published Online 2010. Available
online: https://hrs.isr.umich.edu/sites/default/files/biblio/OverviewofHRSPublicData.pdf (accessed on 16 May 2023).

28. Ailshire, J.; Chien, S.; Phyllip, D.; Wilkens, J.; Lee, J. Harmonized HRS End of Life Documentation. Published Online 2019.
Available online: https://www.g2aging.org (accessed on 16 May 2023).

29. Gidwani-Marszowski, R.; Needleman, J.; Mor, V.; Faricy-Anderson, K.; Boothroyd, D.B.; Hsin, G. Quality Of End-Of-Life Care Is
Higher in The VA Compared to Care Paid for by Traditional Medicare. Health Aff. 2018, 37, 95–103. [CrossRef] [PubMed]

30. Stein, R.A.; Sharpe, L.; Bell, M.L.; Boyle, F.M.; Dunn, S.M.; Clarke, S.J. Randomized Controlled Trial of a Structured Intervention
to Facilitate End-of-Life Decision Making in Patients with Advanced Cancer. JCO 2013, 31, 3403–3410. [CrossRef] [PubMed]

31. Kutney-Lee, A.; Carpenter, J.; Smith, D.; Thorpe, J.; Tudose, A.; Ersek, M. Case-Mix Adjustment of the Bereaved Family Survey.
Am. J. Hosp. Palliat. Care 2018, 35, 1015–1022. [CrossRef] [PubMed]

32. Mor, V.; Joyce, N.R.; Coté, D.L.; Gidwani, R.A.; Ersek, M.; Levy, C.R. The rise of concurrent care for veterans with advanced cancer
at the end of life: EOL Care for Veterans with Advanced CA. Cancer 2016, 122, 782–790. [CrossRef] [PubMed]

33. Presley, C.J.; Kaur, K.; Han, L.; Soulos, P.R.; Zhu, W.; Corneau, E. Aggressive End-of-Life Care in the Veterans Health Ad-
ministration versus Fee-for-Service Medicare among Patients with Advanced Lung Cancer. J. Palliat. Med. 2022, 25, 932–939.
[CrossRef]

34. Gold, D.T. Late life death and dying in 21st century America. In Hanbook of Aging and Social Sciences, 7th ed.; Academic Press:
Cambridge, MA, USA, 2011; pp. 235–247.

35. Radomski, T.R.; Zhao, X.; Thorpe, C.T.; Thorpe, J.M.; Good, C.B.; Mor, M.K. VA and Medicare Utilization Among Dually Enrolled
Veterans with Type 2 Diabetes: A Latent Class Analysis. J. Gen. Intern. Med. 2016, 31, 524–531. [CrossRef]

36. Spiro, A., III; Wilmoth, J.M.; London, A.S. Assessing the Impact of Military Service in the Health and Retirement Study: Current
Status and Suggestions for the Future; National Institute on Aging: Bethesda, MD, USA, 2016; pp. 1–25. Available online:
https://hrs.isr.umich.edu/documentation/dmc-review-papers (accessed on 16 May 2023).

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1111/jgs.15630
https://www.ncbi.nlm.nih.gov/pubmed/30508301
https://doi.org/10.1177/0898264312449185
https://www.ncbi.nlm.nih.gov/pubmed/22740168
https://doi.org/10.1200/JCO.2007.14.8452
https://doi.org/10.1093/geronb/gbx093
https://doi.org/10.1093/geront/gnv093
https://www.ncbi.nlm.nih.gov/pubmed/26655859
https://doi.org/10.1016/j.socscimed.2013.12.033
https://www.ncbi.nlm.nih.gov/pubmed/24525260
https://doi.org/10.1300/J457v03n01_05
https://doi.org/10.1016/j.hjdsi.2020.100494
https://doi.org/10.1111/j.1532-5415.2007.01321.x
https://doi.org/10.1377/hlthaff.2017.0173
https://doi.org/10.1111/j.1532-5415.2007.01610.x
https://www.ncbi.nlm.nih.gov/pubmed/18205757
https://hrs.isr.umich.edu/sites/default/files/biblio/OverviewofHRSPublicData.pdf
https://www.g2aging.org
https://doi.org/10.1377/hlthaff.2017.0883
https://www.ncbi.nlm.nih.gov/pubmed/29309227
https://doi.org/10.1200/JCO.2011.40.8872
https://www.ncbi.nlm.nih.gov/pubmed/23897967
https://doi.org/10.1177/1049909117752669
https://www.ncbi.nlm.nih.gov/pubmed/29325440
https://doi.org/10.1002/cncr.29827
https://www.ncbi.nlm.nih.gov/pubmed/26670795
https://doi.org/10.1089/jpm.2021.0436
https://doi.org/10.1007/s11606-016-3631-4
https://hrs.isr.umich.edu/documentation/dmc-review-papers

	Introduction 
	Methods 
	Data and Samples 
	Measures 
	Analysis 

	Results 
	Discussion 
	References

