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BRIEF REPORT

Anxious, Depressed, and Planning for the Future: Advance Care
Planning in Diverse Older Adults
Ryan D. McMahan, BS,* Deborah E. Barnes, PhD, MPH,†‡§ Christine S. Ritchie, MD, MSPH,¶

Chengshi Jin, PhD,§ Ying Shi, PhD,†§ Daniel David, RN, MS, PhD,** Evan J. Walker, MD,∥

Victoria L. Tang, MD,†‡ and Rebecca L. Sudore, MD†‡

OBJECTIVES: To determine whether depression and anxi-
ety are associated with advance care planning (ACP)
engagement or values concerning future medical care.
DESIGN: Cross-sectional.
PARTICIPANTS: English- and Spanish-speaking patients,
aged 55 years and older, from a San Francisco, CA, county
hospital.
MEASURES: Depression was measured by the Patient
Health Questionnaire 8-item scale, and anxiety was mea-
sured by the Generalized Anxiety Disorder 7-item scale,
using standardized cutoffs of 10 or more for moderate-to-
severe symptoms. ACP engagement was measured using vali-
dated surveys of ACP behavior change (e.g., self-efficacy and
readiness; mean five-point Likert score) and ACP actions
(e.g., ask, discuss, and document wishes; 0- to 25-point
scale), with higher scores representing higher engagement. In
addition, we asked a question about valuing life extension
(“some health situations would make life not worth living”).
We used adjusted linear and logistic regression.
RESULTS: Mean age of 986 participants was 63 years,
81% were non-White, 39% had limited health literacy,
45% were Spanish speaking, 13% had depression, and
10% had anxiety. After adjustment for demographic and

health status variables, participants who were depressed
versus not depressed had higher ACP behavior change
scores (0.2 points; 95% confidence interval (CI) =
0.06–0.38; P = .007), higher ACP action scores (1.5 points;
95% CI = 0.51–2.57; P = .003), and higher odds of not val-
uing life extension (odds ratio (OR) = 2.5; 95% CI =
1.5–4.3; P < .001). Results were similar in participants with
versus without anxiety (ACP behavior change: 0.2 points;
95% CI = 0.05–0.40; P = .01; ACP action scores: 1.2
points; 95% CI = 0.14–2.32; P = .028; odds of not valuing
life extension: OR = 2.3; 95% CI = 1.3–3.9; P = .004).
CONCLUSION: Depression and anxiety were associated
with greater ACP engagement and not valuing life exten-
sion. Although the direction of association between ACP
engagement and values with anxiety and depression cannot
be determined in this cross-sectional study, these conditions
may influence ACP preferences. Future studies should assess
whether changes in anxiety or depression affect ACP prefer-
ences over time. J Am Geriatr Soc 00:1-5, 2020.

Keywords: advance care planning; depression; anxiety;
geriatrics; mental health

INTRODUCTION

Advance care planning (ACP) is a process that “sup-
ports adults at any stage of health in understanding

and sharing personal values, life goals, and preferences
regarding future medical care.”1 ACP is an important
health behavior; however, engagement in the process has
been low, especially for racial/ethnic minorities.2,3 Lack of
ACP engagement can lead to medical care inconsistent with
patient values and increased caregiver stress.4

Depression and anxiety are prevalent conditions in
community-dwelling older adults, ranging from 8% to 12%,
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and are known barriers to engagement in other health
behaviors, such as screening and preventative care.5-8 Anxi-
ety has been found to influence treatment choices for seri-
ous illness, such as preferring more aggressive treatment for
prostate cancer.9 Both have also been associated with func-
tional decline and mortality, making ACP important in
these populations.10,11

Despite the prevalence of depression and anxiety and
their impact on health behaviors and decision-making, it is
unknown whether they are associated with ACP engage-
ment. We used baseline survey data from a randomized
clinical trial of an ACP intervention to determine whether
depression and anxiety were associated with ACP engage-
ment and values related to future medical care.

METHODS

Participants

Participants were enrolled in the PREPARE Study, a ran-
domized trial of two patient-centered ACP interventions,
described in detail elsewhere.12,13 This study was approved
by the University of California, San Francisco, Institutional
Review Board, and all participants provided written
informed consent.

English- and Spanish-speaking participants from pri-
mary care clinics of the San Francisco Health Network were
included if they were aged 55 years or older, had two or
more chronic illnesses (defined by billing codes), had a pri-
mary care visit two or more times in the past year
(i.e., established care), and had two or more additional out-
patient, inpatient, or emergency department visits in the
past year (i.e., marker of access and disease severity).

Participants were excluded if they had dementia, psy-
chosis, blindness, or deafness, lacked a telephone, their cli-
nician deemed them too ill to participate, or screened
positive for moderate or severe cognitive impairment by the
Mini-Cog.14,15

Measures

For dependent variables, we used the validated 82-item
ACP Engagement Survey, which includes 57 behavioral
change process measures (i.e., knowledge, contemplation,
self-efficacy, and readiness) assessed on a five-point Likert
scale and 25 dichotomous (yes/no) action measures
(i.e., asking, discussing, and documenting ACP wishes).16,17

Higher scores represent higher ACP engagement. We also
asked a values question related to acceptable or unaccept-
able future health situations with response options of

Table 1. Patient Characteristics by Depression and Anxiety

Characteristics

Depression Anxiety

Overall
(N = 986)

Yes
(n = 124, 13%)

No
(n = 859, 87%) P value

Yes
(n = 103, 10%)

No
(n = 883, 90%) P value

Demographics
Age, median (IQR), y 63 (8.5) 60 (6.9) 63 (8.5) <.001 60 (7.9) 63 (8.5) <.001
Female, No. (%) 603 (61) 90 (73) 512 (60) .006 72 (70) 531 (88) .05

Race/ethnicity, No. (%)
White, non-Latino/Hispanic 189 (19) 22 (18) 167 (19) .045 17 (16) 172 (19) .02
Latino/Hispanic 499 (51) 64 (52) 433 (50) 51 (50) 448 (51)
African American 178 (18) 24 (19) 153 (18) 25 (24) 153 (17)
Asian/Pacific Islander 79 (8) 4 (3) 75 (9) 2 (2) 77 (9)
Multiethnic/Other 41 (4) 10 (8) 31 (4) 8 (8) 33 (4)

Prior documentation, No. (%)a 269 (27.3) 32 (25.8) 237 (27.6) .68 26 (25.2) 243 (27.5) .62
Legal forms, No. (%) 168 (17.0) 23 (18.6) 145 (16.9) .64 15 (14.6) 153 (17.3) .48
Documented discussions
about ACP, No. (%)

145 (14.7) 20 (16.1) 124 (14.6) .64 15 (14.6) 130 (14.7) .97

Limited health literacy, No. (%) 387 (39) 57 (46) 525 (61) <.001 49 (48) 535 (61) .01
Socioeconomic status

“Not enough finances to
make ends meet,” No. (%)

243 (25) 56 (46) 187 (22) <.001 49 (49) 194 (22) <.001

Social standing (1–10 score),
mean (SD)b

4.9 (2.1) 4.2 (2.1) 5.1 (2.1) <.001 4.3 (2.0) 5.1 (2.1) <.001

Health status, poor to fair, No. (%) 504 (51) 93 (75) 410 (48) <.001 75 (73) 429 (49) <.001
Spirituality, fairly to extremely, No. (%)c 628 (64) 66 (53) 559 (66) .007 61 (60) 567 (65) .326
Language, Spanish, No. (%) 445 (45) 52 (12) 376 (88) .51 44 (10) 386 (90) .66
Education, high school or less, No. (%) 576 (39) 78 (63) 497 (58) .29 58 (56) 518 (59) .65

Abbreviations: ACP, advance care planning; IQR, interquartile range.
aPrior ACP documentation includes any prior legal forms (i.e., advance directives, durable power of attorney for health care, and Physician Orders for Life
Sustaining Treatment) and documented ACP discussions in the past 5 years.

bSocial standing was assessed using a standardized question asking participants to place themselves on a ladder that represents where they stand in society;
higher scores correspond to higher perceived social standing (total scores = 1–10).

cDegree of spirituality was assessed on a five-point Likert scale, from “not at all” to “extremely.”
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“Life is always worth living” (classified as valuing life
extension) or “Some health situations would make life not
worth living” (classified as not valuing life extension). Based
on prior validation analyses, a change in score of 0.2 is con-
sidered to be clinically meaningful.18

For independent variables, we assessed current symptoms
of depression with the Patient Health Questionnaire 8-item
scale and anxiety with the Generalized Anxiety Disorder
7-item scale. Using standardized cutoffs of 10 or more, we
created dichotomous variables for moderate-to-severe symp-
toms.19,20 We also assessed demographic characteristics,
including age, race/ethnicity, health literacy, health status, edu-
cation, language, socioeconomic status, and spirituality.21,22

Last, prior ACP documentation of legal forms (i.e., advance
directives, durable power of attorney for health care, and Phy-
sician Orders for Life Sustaining Treatment) or documented
discussions (i.e., oral directives or goals-of-care conversations)
was determined via chart review and included if present in the
medical record within 5 years of enrollment.22

Analysis

We used descriptive statistics to characterize the cohort. For
bivariate associations we used chi-square tests, Fisher exact

tests, t-tests, or Mann-Whitney U tests. We performed logis-
tic and linear regression, controlling for patient characteris-
tics associated with depression and/or anxiety in bivariate
analysis. To determine the influence of individual variables,
we also used stepwise regression analysis. The final selected
models demonstrated the best goodness of fit statistics using
the Akaike information criterion.23

RESULTS

The median age and interquartile range of 986 participants
was 63 (8.5) years, 61% were women, 45% were Spanish
speaking, 81% were non-White, 39% had limited health lit-
eracy, and 51% reported fair-to-poor health. The preva-
lence rates of depression and anxiety were 13% and 10%,
respectively (Table 1).

The participant characteristics of age, sex, race/ethnic-
ity, health literacy, socioeconomic status, health status, and
spirituality were associated with depression and anxiety
(P < .05; Table 1). Other characteristics, such as prior ACP
documentation, education, language, presence of adult chil-
dren or surrogate, and marital status, were not associated
with depression or anxiety and, therefore, not included in
our regression models.

Table 2. Depression and Anxiety Associated with Increased ACP Engagement and Not Valuing Life Extension

Variable
Unadjusted Odds Ratio

(95% Confidence Interval) P valuea
Adjustedb Odds Ratio

(95% Confidence Interval) P valuea

Behavior change score
Depression 0.1 (−0.06 to 0.38) .20 0.2 (0.06 to 0.38) .007
Anxiety 0.2 (−0.003 to 0.34) .34 0.2 (0.05 to 0.40) .01

Action score
Depression 0.96 (0.004 to 1.91) .049 1.5 (0.51 to 2.57) .003
Anxiety 1.1 (0.06 to 2.1) .038 1.2 (0.14 to 2.32) .028

Values choices: not valuing life extension
Depression 1.88 (1.2 to 3.0) .006 2.5 (1.5 to 4.3) <.001
Anxiety 1.8 (1.1 to 2.8) .019 2.3 (1.3 to 3.9) .004

Abbreviation: ACP, advance care planning.
aLinear regression for behavior change and action score, and logistic regression for values choices.
bAdjusted for age, sex, race/ethnicity, health literacy, health status, spirituality, and socioeconomic status.

Figure 1. Adjusted odds for valuing less life extension. Adjusted for age, sex, race/ethnicity, health literacy, health status, spiritual-
ity, and socioeconomic status.
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Overall, study participants reported moderate levels of
ACP engagement at baseline based on mean behavior
change scores of 2.5 (�0.8) on a five-point Likert scale and
low action scores of 7.8 (�5.1) of possible 25-point total.
In unadjusted analysis, depression and anxiety were associ-
ated with higher action scores, but not behavior change
(Table 2). After adjusting for age, sex, race/ethnicity, health
literacy, socioeconomic status, health status, and spiritual-
ity, depression was associated with a higher ACP behavior
change score (0.2 points; 95% confidence interval
(CI) = 0.06–0.38; P = .007) and a higher ACP action score
(1.5 points; 95% CI = 0.51–2.57; P = .003) compared with
those without depression. Similarly, after adjustment, anxi-
ety was associated with higher behavior change scores (0.2
points; 95% CI = 0.05–0.40; P = .01) and higher action
scores (1.2 points; 95% CI = 0.14–2.32; P = .028) com-
pared with those without anxiety. In stepwise regressions,
the addition of the spirituality variable was the largest
driver of the change in statistical significance for both
depression and anxiety models.

Regarding values-based choices for future medical care,
participants who were depressed or anxious were more
likely to not value life extension (Table 2). In adjusted logis-
tic regression, participants with depression had 2.5 times
the odds (95% CI = 1.5–4.3; P < .001) of not valuing life
extension, whereas those with anxiety had 2.3 times the
odds (95% CI = 1.3–3.9; P = .004) of not valuing life exten-
sion than those without those conditions (Figure 1).

DISCUSSION

In this study of diverse older adults, depression and anxiety
were associated with higher ACP engagement for behavior
change (e.g., readiness and self-efficacy) and action
(e.g., discussing or documenting wishes). Additionally, indi-
viduals with these mental health conditions had higher odds
of reporting care preferences aligned with not valuing life
extension.

These results suggest that individuals with depression
and anxiety are already engaging in the ACP process. The
change in engagement scores, through prior validation ana-
lyses, are considered to be clinically meaningful.18 Although
we cannot determine causality in this cross-sectional study,
perhaps patients with depression and anxiety are more
motivated to engage in ACP because they have made clear
decisions about their medical care in some circumstances.
Our analysis also revealed that after adjusting for higher
levels of spirituality, the association between depression and
anxiety and ACP engagement strengthened. This may be
consistent with prior literature showing that spirituality is
linked to resiliency and coping in older adults dealing with
chronic disease and may allow patients to passively engage
in ACP by “turning a health situation over to God.”24,25

However, it may also be true that engaging in ACP may
result in increased anxiety and depression that is not miti-
gated by spirituality.

It is concerning that individuals with depression and
anxiety had higher odds of not valuing life extension. How-
ever, those with depression or anxiety do not appear to have
documented these preferences at a different rate than those
without these conditions. The connection between depres-
sion, anxiety, and not valuing life extension has long been

acknowledged in the literature with regard to suicide;26 how-
ever, other studies have found variable effects on decision-
making. For example, older men with anxiety choose more
aggressive therapy for prostate cancer,27 and psychiatric dis-
tress has been associated with more aggressive pharmacologi-
cal therapies for pain.28 Although values are person
dependent, the challenge for clinicians may be how to deci-
pher whether these wishes represent true informed choices,
uninfluenced by psychiatric disease. Mental health screening
may need to be a part of the ACP process, although, despite
recommendations for universal screening in the primary care
setting, screening rarely occurs.29,30 However, screening may
be necessary to assure that stated values are not unduly
affected by untreated mental health conditions.

This study has some limitations. Although the sample
was diverse, all participants were recruited from one safety-
net system in one area of the country, which may limit gen-
eralizability. This study may be subject to self-selection bias
for study enrollment and social desirability bias, leading to
underestimated depression and anxiety and overestimated
ACP engagement. We measured only current anxiety and
depression symptoms in this population and did not have
information on whether participants had a current or previ-
ous psychiatric diagnosis or were receiving treatment; there-
fore, this study may be missing well-controlled or
asymptomatic individuals. Lastly, the values question was
not formally tested for association with future decisions.

In conclusion, in this cross-sectional study, depression
and anxiety were associated with higher ACP engagement and
higher odds of not valuing life extension. Although not valu-
ing life extension may represent true wishes of some older
adults with anxiety and depression, these conditions should be
carefully screened for and treated. In addition, clinicians may
need to consider patientsʼ wishes in light of depression and
anxiety, and reassess patientsʼ wishes over their treatment and
disease trajectory to ensure consistent wishes over time.
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