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Research suggests racial disparities affect the likelihood that patients 
engage in advanced care planning (ACP). With this quality assurance initiative, we sought 
to determine whether racial disparities exist in ACP at our institution. 

We performed a retrospective chart review of patients 65 years of age and older 
who were seen at our institution from January 1, 2021 through December 31, 2022. The 
primary objective was to determine whether racial disparities exist in ACP among these 
patients. ACP was identified if the electronic health record (EHR) indicated presence of 
an advance directive, healthcare power of attorney, and/or ACP discussion or visit with a 
clinician. 

In total, 22,372 patients were included. The median age was 74.1 (interquartile 
range [IQR] 69.4-80.5). White patients accounted for 87.4% of the total, 11.2% were Black, 
and 1.4% were another race. Females were 51.5%, 55.1% were married, and 88 % were 
insured by Medicare. Black patients and patients of other races were less likely than 
White patients to have an ACP (adjusted odds ratio [aOR] = 0.64; 95% confidence interval 
[CI], 0.58-0.71; P < .0001 and aOR = 0.63; 95% CI, 0.48-0.82; P = .0007, respectively). 
Older patients and those with more chronic disease (elevated Charlson comorbidity 
index) were more likely to complete ACP (aOR = 1.48; 95% CI, 1.42-1.54; P < .0001 and 
aOR = 1.32; 95% CI, 1.30-1.35; P < .0001, respectively). 

Our findings show differences in rates of ACP completion by race at our 
institution, which is consistent with previous research. The next step in our quality 
initiative is to develop interventions to promote equitable opportunities for such 
planning. 

Keywords: Advance Care Planning, Aging, Cross-Cultural Comparison, Diversity, End Of 
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Introduction  

The goal of advanced care planning (ACP) is to ensure that 
a patient’s end-of-life wishes are discussed, documented, 
and upheld. End-of-life decisions are complex. In addition 
to the patient, decisions involve family members/surro
gates and the healthcare team.1 Benefits of ACP include im
proved end-of-life communication, increased satisfaction 
with end-of-life care, a perception of more control over care 
at the end of life for patients and families/surrogate deci
sion-makers, care that is concordant with patient goals, and 
potentially decreased healthcare costs.2,3 

Medicare has created international classification of dis
ease 10 (ICD-10) codes for ACP discussion with patients4 

and set an expectation for ACP discussion as part of 
Medicare wellness examinations.5 Published research in
dicates a racial disparity in completion of ACP, with non-
White patients less likely to engage in ACP.2,6,7 The reasons 

for this disparity are not entirely clear. While it has been 
suggested and explored by researchers, the evidence is not 
conclusive as to whether a lack of trust in the medical sys
tem among minority patients plays a role in the disparity 
of ACP.8,9 There is evidence to suggest that Black patients 
prefer a close relationship with caregivers in comparison to 
White patients at the end of life,10 suggesting that trust 
may play a role. Some authors have suggested that ACP 
does not change the likelihood of goal-concordant care for 
patients regardless of race.1,11 Others have demonstrated 
that, at the end of life, Black patients appear to have more 
emergency department visits and hospitalizations and use 
hospice care less often.12,13 

As part of a larger project focused on equity within our 
institution,14 we sought to determine whether racial dis
parities exist in ACP among primary care patients. Our ex
perience suggests a difference in end-of-life care expecta
tions and planning between racial groups. We sought to 
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identify the presence of ACPs within existing patients’ 
EHRs as well as the documentation of advance care discus
sions. Our objective was to determine whether there were 
disparities in these outcomes based on recorded race. 

Methods  

Study Design   

This initiative consisted of a retrospective chart review to 
determine whether racial disparities exist in ACP among 
primary care patients at our institution. This project was 
submitted to the institutional research review board (IRB) 
where it was decided that it met criteria for quality as
surance/quality improvement and therefore did not require 
IRB oversight. 

Participants  

Eligible participants included all patients 65 years of age 
and older who were seen within our institution from Janu
ary 1, 2021 through December 31, 2022. Patients without a 
primary care physician were excluded. 

Outcomes  

The primary outcome was evidence of ACP in the medical 
record. A patient was considered to have an ACP if the EHR 
indicated one or more of the following three items: ad
vance directive (eg, living will), healthcare power of attor
ney, or ACP discussion or visit with a clinician. ACP discus
sion or visit with a clinician was identified by existence of 
the billing code for this discussion in the course of the two 
years searched (current procedural technology codes 99497 
or 99498). 

Data Collection   

Data were collected from the EHR used across our health
care system. The EHR was queried by a team of software 
specialists to extract requested data. In addition to race 
and outcomes, the following covariates were collected at 
the time of data extraction: age, sex, ethnicity (Hispanic 
or non-Hispanic), marital status, religion, insurance cover
age, and criteria for the updated Charlson comorbidity in
dex (CCI)15 in order to demonstrate the subjects’ overall 
level of health and existence of chronic health conditions. 
CCI was dichotomized to two or more, or less than two 
conditions for statistical analysis. Race, ethnicity, religion, 
and sex categories are self-identified by the subjects. Based 
on the large number of religious affiliations extracted, they 
were grouped into the most common categories for statisti
cal analysis. Further details are provided in Table 1. 

Statistical Analysis   

Categorical variables are presented as frequencies and per
centages and compared using chi-squared (χ2) test. Con
tinuous variables are presented as medians with interquar
tile range and compared using Wilcoxon Rank Sum test. 

Multiple logistic regression was used to estimate the effect 
of race on ACP while controlling for covariates. A P-value 
of 0.05 was considered significant for all statistical tests. 
Analyses were performed using SAS Software (Version 9.4, 
Cary, NC). 

Results  

A total of 22,372 patients were included (Table 1). The 
mean age of the participants was 74 years, 87% were White, 
51% were female, 55% were married, and 88.0% were in
sured by Medicare (Table 1). The total number of patients 
with combined ACP was 7,678 (34%); those with advanced 
care discussion documented were 2,298 (10%); and those 
with documented advanced care directives or healthcare 
power of attorney were 6,446 (29%). 

The estimated effects of race on ACP after controlling 
for sex, age, marital status, insurance coverage, and up
dated CCI are provided in Table 2. Black patients and pa
tients of other races were less likely than White patients 
to have documented ACP (adjusted odds ratio [aOR] = 0.64; 
95% confidence interval [CI], 0.58-0.71; P <.0001 and aOR = 
0.63; 95% CI, 0.48-0.82; P = .0007, respectively). Older pa
tients and those with a higher updated CCI were more likely 
to complete ACP (aOR = 1.48; 95% CI, 1.42-1.54; P < .0001 
and aOR = 1.32; 95% CI, 1.30-1.35; P < .0001, respectively). 
Compared to married patients, those who were single, di
vorced, or widowed were more likely to have a plan (aOR 
= 1.12; 95% CI, 1.02-1.23, P = .0149; aOR = 1.26, 95% CI, 
1.14-1.39, P < .0001; and aOR = 1.35, 95% CI, 1.24-1.46, P < 
.0001, respectively). Sex and insurance type were not found 
to be predictors of ACP. 

Considering the two components of our composite out
come individually, bivariate associations between patient 
characteristics and ACP discussion with a clinician are re
ported in Table 3. Bivariate associations between patient 
characteristics and the combination of advance directives 
and healthcare power of attorney are reported in Table 4. 
A higher proportion of Black patients had an ACP discus
sion with a clinician compared to White patients and pa
tients of other races (12.8%, 10.0%, and 8.9%, respectively 
[P < .0001]). Except for ethnicity, all other patient charac
teristics showed significant bivariate associations. A higher 
proportion of White patients had advance directives com
pared to Black patients and patients of other races (30.0%, 
21.7%, and 20.3%, respectively [P < .0001]). Except for reli
gion, all other patient characteristics showed significant as
sociations. 

Discussion  

Our study identified disparities in the ACP composite out
come among Black patients and other non-White patients 
that exists in a large national healthcare system. These 
findings suggest that this disparity is true for Black patients 
alone, as well as other non-White groups when excluding 
Black patients. The difference found between races in this 
study is based primarily on the completion and existence 
of ACP in patient charts, which was proportionally much 
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Table 1. Associations Between Patient Characteristics and ACP       

Characteristic All patients 
(n = 22,372) 

ACP 
(n = 7,678) 

No ACP 
(n = 14,694) 

P-value 

Race 
Black 
Other 
White 

2,471 (11.19) 
316 (1.43) 

19,295 (87.38) 

723 (29.26) 
81 (25.63) 

6,792 (35.20) 

1,748 (70.74) 
235 (74.37) 

12,503 (64.80) 

< 0.0001 

Sex 
Female 
Male 

11,510 (51.45) 
10,861 (48.55) 

4,079 (35.44) 
3,598 (33.13) 

7,431 (64.56) 
7,263 (66.87) 

0.0003 

Age 74.10 (69.36-80.46) 76.23 (71.0-83.38) 73.03 (68.7-79.03) < .0001 

Ethnicity 
Hispanic 
Not Hispanic 

101 (0.47) 
21,594 (99.53) 

23 (22.77) 
7,488 (34.68) 

78 (77.23) 
1,4106 (65.32) 

0.0121 

Marital Status 
Divorced 
Married 
Other 
Single 
Widowed 

2,414 (10.87) 
12,229 (55.07) 

160 (0.72) 
2,908 (13.09) 
4,497 (20.25) 

859 (35.58) 
3,741 (30.59) 

58 (36.25) 
947 (32.57) 

2,023 (44.99) 

1,555 (64.42) 
8,488 (69.41) 

102 (63.75) 
1,961 (67.43) 
2,474 (55.01) 

< .0001 

Religion 
Catholic 
Other* 
Other Christian 
Traditional Protestant 
Non-Christian World Religions^ 

3,952 (28.45) 
311 (2.24) 

3,381 (24.34) 
5,961 (42.92) 

285 (2.05) 

1,490 (37.70) 
121 (38.91) 

1,234 (36.50) 
2,375 (39.84) 

108 (37.89) 

2,462 (62.30) 
190 (61.09) 

2,147 (63.50) 
3,586 (60.16) 

177 (62.11) 

0.0235 

Insurance Coverage 
Medicaid 
Medicare 
Private 
Self-pay 

1,171 (5.29) 
19,496 (88.01) 

1,478 (6.67) 
8 (0.04) 

364 (31.08) 
6,801 (34.88) 

414 (28.01) 
2 (25.00) 

807 (68.92) 
12,695 (65.12) 

1,064 (71.99) 
6 (75.00) 

< .0001 

Updated Charlson Index 
< 2 
≥ 2 

18,424 (82.35) 
3,948 (17.65) 

5,478 (29.73) 
2,200 (55.72) 

12,946 (70.27) 
1,748 (44.28) 

< .0001 

Notes: Statistics presented as n (%) or median (Q1-Q3). Percentages do not reflect missing values. Abbreviations: ACP = Advanced care 
planning. *Other = self-identified by patients at registration on electronic health record. ^Non-Christian World Religions includes Bud
dhism, Hinduism, Islam, Judaism. 

Table 2. Multiple Logistic Regression Estimates for Effect of Race on Advanced Care Planning After Controlling               
for Other Demographic Characteristics, (n = 21,771)        

Characteristic Adjusted Odds Ratio 
(95% Confidence Interval) 

P-value 

Race 
Black vs White 
Other vs White 

0.64 (0.58-0.71) 
0.63 (0.48-0.82) 

< .0001 
0.0007 

Sex 
Female vs Male 1.02 (0.96-1.08) 0.6339 

Age (Decades) 1.48 (1.42-1.54) < .0001 

Marital Status 
Divorced vs Married 
Other vs Married 
Single vs Married 
Widowed vs Married 

1.26 (1.14-1.39) 
1.40 (0.99-1.96) 
1.12 (1.02-1.23) 
1.35 (1.24-1.46) 

< .0001 
0.0541 
0.0149 

< .0001 

Insurance Coverage 
Medicaid vs Private 
Medicare vs Private 
Self-pay vs Private 

1.02 (0.85-1.22) 
1.10 (0.97-1.24) 
1.06 (0.20-5.53) 

0.8260 
0.1401 
0.9467 

Updated Charlson Index 1.32 (1.30-1.35) < .0001 
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Table 3. Bivariate Associations Between Patient Characteristics and Sub-Group ACP Discussion with Clinician (n             
= 22,372)   

Characteristic ACP Discussion with clinician 
(n = 2298) 

No ACP Discussion with clinician 
(n = 20074) 

P-value 

Race 
Black 
Other 
White 

315 (12.75) 
28 (8.86) 

1,925 (9.98) 

2,156 (87.25) 
288 (91.14) 

17,370 (90.02) 

< 0.0001 

Gender 
Female 
Male 

1,247 (10.83) 
1,051 (9.68) 

10,263 (89.17) 
9,810 (90.32) 

0.0004 

Age 78.26 (72.06-85.39) 73.75 (69.15-79.90) < .0001 

Ethnicity 
Hispanic 
Not Hispanic 

11 (10.89) 
2,241 (10.38) 

90 (89.11) 
19,353 (89.62) 

0.8660 

Marital Status 
Divorced 
Married 
Other 
Single 
Widowed 

253 (10.48) 
1,013 (8.28) 

15 (9.38) 
307 (10.56) 
691 (15.37) 

2,161 (89.52) 
11,216 (91.72) 

145 (90.63) 
2,601 (89.44) 
3,806 (84.63) 

< .0001 

Religion 
Catholic 
Other* 
Other Christian 
Traditional Protestant 
Non-Christian World Religions^ 

398 (10.07) 
28 (9.00) 

350 (10.35) 
705 (11.83) 

37 (12.98) 

3,554 (89.93) 
283 (91.00) 

3,031 (89.65) 
5,256 (88.17) 

248 (87.02) 

0.0215 

Insurance Status 
Medicaid 
Medicare 
Private 
Self-Pay 

151 (12.89) 
1,988 (10.20) 

117 (7.92) 
1 (12.50) 

1,020 (87.11) 
17,508 (89.80) 

1,361 (92.08) 
7 (87.50) 

0.0005 

CCI 1.0 (0.0-3.0) 0.0 (0.0-0.0) < .0001 

Updated CCI Score 
< 2 
≥ 2 

1,269 (6.89) 
1,029 (26.06) 

17,155 (93.11) 
2,919 (73.94) 

< .0001 

Advance Directive and/POA 
No 
Yes 

1,232 (7.74) 
1,066 (16.54) 

14,694 (92.26) 
5,380 (83.46) 

< .0001 

Notes: Statistics presented as n (%) or median (Q1-Q3). Percentages do not reflect missing values. *Other = self-identified by patients at 
registration on electronic health record. ^Non-Christian World Religions includes Buddhism, Hinduism, Islam, Judaism. 
Abbreviations: ACP = advanced care planning, POA = healthcare power of attorney, CCI = updated Charlson comorbidity index. 

higher in White patients; Black patients, however, were 
more likely to have had an ACP discussion documented (Ta
bles 3, 4). While the disparities in ACP identified in this 
study are consistent with similar findings in other reports, 
to our knowledge, this is the first study investigating doc
umentation in EHR and CPT billing codes for the existence 
of ACP. Previous publications have demonstrated dispari
ties at the end of life in multiple ways, including lower rates 
of completion of Do-Not-Resuscitate (DNR) orders in Black 
patients compared to Whites during heart failure admis
sions in California6; less ACP in Black and Latino subjects 
compared to White subjects in the National Health and 
Aging Trends cohort16; more frequent completion of ad
vance directives in White subjects of the Healthstyles sur
vey17; and less likelihood of engaging in ACP among Blacks 
and Hispanics compared to Whites in the Health and Re
tirement cohort.7 A lack of ACP can increase burdens on 
both patients and their caregivers. In Black and minority 
populations in different settings, previous research has re

ported increased healthcare transitions including trips to 
the emergency department and inpatient admissions, ad
missions to the intensive care unit, and both enrollment 
and disenrollment in hospice care.12,13,18,19 

The cause of disparities in ACP and end-of-life care ap
pears to be multifactorial.20 It is likely that demographic 
factors like income, education level, and health literacy 
play a role.16,17,20 While we did not investigate education, 
income, or health literacy, our study indicates marital sta
tus, increased burden of illness (elevated CCI), and age 
all play a role in likelihood of ACP. Previous studies have 
identified widowhood21,22 and age23,24 as predictors of ACP 
completion. Our findings of elevated level of ACP in di
vorced patients compared to married patients contradicts 
previously published literature.21 Evidence on disease bur
den is mixed. In some cases, cancer diagnoses and per
ceived decreased life expectancy can increase the likelihood 
of ACP,25,26 while multi-morbidity has been shown to de
crease it.25 Our multifactorial analysis controlled for these 
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Table 4. Bivariate Associations Between Patient Characteristics and Sub-Group Advance Directives and/POA, (n =             
22,372)  

Characteristic Advance Directive and/POA 
(n = 6446) 

No Advance Directive/POA 
(n = 15926) 

P-value 

Race 
Black 
Other 
White 

536 (21.69) 
64 (20.25) 

5,780 (29.96) 

1,935 (78.31) 
252 (79.75) 

13,515 (70.04) 

< 0.0001 

Gender 
Female 
Male 

3,422 (29.73) 
3,023 (27.83) 

8,088 (70.27) 
7,838 (72.17) 

0.0017 

Age 76.13 (70.91-83.10) 73.30 (68.84-79.43) < .0001 

Ethnicity 
Hispanic 
Not Hispanic 

18 (17.82) 
6,290 (29.13) 

83 (82.18) 
15,304 (70.87) 

0.0125 

Marital Status 
Divorced 
Married 
Other 
Single 
Widowed 

730 (30.24) 
3,139 (25.67) 

48 (30.00) 
800 (27.51) 

1,682 (37.40) 

1,684 (69.76) 
9,090 (74.33) 

112 (70.00) 
2,108 (72.49) 
2,815 (62.60) 

< .0001 

Religion 
Catholic 
Other* 
Other Christian 
Traditional Protestant 
Non-Christian World Religion^ 

1,313 (33.22) 
104 (33.44) 

1,052 (31.12) 
2,029 (34.04) 

92 (32.28) 

2,639 (66.78) 
207 (66.56) 

2,329 (68.88) 
3,932 (65.96) 

193 (67.72) 

0.0748 

Insurance Status 
Medicaid 
Medicare 
Private 
Self-Pay 

283 (24.17) 
5,747 (29.48) 

340 (23.00) 
1 (12.50) 

888 (75.83) 
13,749 (70.52) 

1,138 (77.00) 
7 (87.50) 

< .0001 

Updated CCI Score 
< 2 
≥ 2 

4,738 (25.72) 
1,708 (43.26) 

13,686 (74.28) 
2,240 (56.74) 

< .0001 

Advanced Care Planning 
Discussion with Clinician 
No 
Yes 

5,380 (26.80) 
1,066 (46.39) 

14,694 (73.20) 
1,232 (53.61) 

< .0001 

Notes: Percentages do not reflect missing values. Statistics presented as n (row%) or median (Q1-Q3). *Other = self-identified by pa
tients at registration on electronic health record; ^Non-Christian World Religions includes Buddhism, Hinduism, Islam, Judaism. 
Abbreviations: POA = healthcare power of attorney, CCI = updated Charlson comorbidity index. 

factors when investigating the outcome of racial disparity 
on ACP, but did not explicitly investigate the influence of 
age, marital status, or CCI on the race-based outcome 
(Table 2). 

Trust, or lack of trust, in healthcare systems has also 
been suggested as a potential cause of racial disparity in 
ACP.27 Empirical evidence to date has not supported this 
theory.8 While not explicitly stated as trust, there is ev
idence that Black patients prefer closer relationships to 
caregivers and expect understanding and respect of cultural 
beliefs when making end-of-life decisions.10 Some patients 
see death as a spiritual issue rather than a medical one. 
Multiple authors have reported findings relating to reli
gion’s role in end-of-life decision making, which include 
a desire for information about end-of-life care to come 
from churches9 or a willingness for decisions to be left 
“in God’s hands.”28 In some cases, spiritual beliefs can in
fluence engagement in end-of-life planning, leading pa
tients to choose less-aggressive interventions.20,27 These 

findings may help explain the results included in our bivari
ate analyses that a higher proportion of Black patients had 
an ACP discussion with a clinician compared to White pa
tients and patients of other races (Table 3). The numeric 
disparity in those completing a discussion compared to 
those with documented ACP in the chart may suggest that 
the discussion with a medical provider may not necessarily 
lead to the goal of creating an ACP that is officially docu
mented. Furthermore, in Ohio and other states, ACP can re
quire a notary to make it official, which may pose logistical 
and financial obstacles to ACP completion. 

Similar to the complexity that surrounds reasons for not 
accepting or completing ACP, the solutions to this problem 
have also proven difficult and multifactorial. There is ev
idence that educational interventions for minority groups 
can improve acceptance and completion.29 However, these 
interventions require significant time commitments and 
have often been studied in locations outside the healthcare 
system. Evidence suggests that education through religious 
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entities and churches is preferred in some parts of the Black 
community,9 as is a focus on direct communication and 
family-centered discussion and decision-making.20 A qual
itative study involving interviews with Black, Latino, and 
White participants revealed themes centered on the de
sire for culturally sensitive interactions and communica
tion. Black and Latino participants expressed a preference 
for interaction with caregivers who share similar character
istics, including race, gender, and religious background.30 

There have also been calls for education of caregivers to fa
cilitate more substantive and effective end-of-life discus
sions.1 

In response to the identified disparities in ACP docu
mentation and completion, our department initiated tar
geted interventions to better embed ACP into routine pri
mary care workflows. A standard workflow and patient 
educational packet were developed to both prompt and 
guide patient discussions about ACP during both routine 
and annual wellness visits. A standard EHR documentation 
phrase was created to streamline and allow tracking of 
these events. Ongoing interdisciplinary meetings are used 
to monitor implementation progress, identify barriers, and 
refine the process and documentation. If successful, the 
next step will be to expand this initiative from one office to 
a larger primary care setting; if disparities around race and 
ethnicity remain, we will attempt to identify contributing 
factors and create steps to address ongoing gaps in care. 

Limitations  

While this project was strengthened by use of a large 
searchable database and inclusion of over 22,000 patients, 
the underrepresentation of non-White patients in compar
ison to the overall United States population weakens its 
generalizability. Other limitations are inherent to retro
spective chart review studies. For example, our use of the 
billing code as a proxy for end-of-life discussion makes it 

likely that we have missed occurrences where discussions 
occurred but were not billed. It is also probable that not 
all advance directives or information regarding healthcare 
power of attorneys are recorded within the EHR, resulting 
in an underestimation of ACP. Additionally, while we col
lected demographic data on religion, insurance type, mari
tal status, and CCI, we did not gather information on other 
potentially important factors such as language, psycholog
ical status, education, literacy, or past experiences with 
death. 

Conclusion  

Our results show racial disparities in ACP within our pop
ulation. While Black patients were more likely to have had 
an ACP discussion, overall, Black and other non-White pa
tients were less likely than White patients to have one of 
the composite ACP outcomes documented in their charts. 
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