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BACKGROUND: Although hip fractures in older adults
are associated with a high degree of mortality and disabil-
ity, the use of advance care planning (ACP) in this popu-
lation is unknown.
OBJECTIVE: To determine the prevalence of ACP and
need for surrogate decision-making prior to death in older
adults with hip fracture and to identify factors associated
with ACP.
DESIGN: Retrospective cohort study using Health and
Retirement Study (HRS) interviews linked to Medicare
fee-for-service claims data.
PARTICIPANTS: Six hundred six decedent participants
aged 65 or older who sustained a hip fracture during
HRS enrollment and had a proxy participate in the exit
HRS survey.
MAIN MEASURES: Survey responses by proxies were
used to determine ACP, defined by either advance direc-
tive completion or surrogate designation, and to assess
decision-making at the end of life. Multivariate logistic
regression was used to analyze correlates of ACP.
KEY RESULTS: Prior to death, 54.9% of all partici-
pants had an advance directive and 68.9% had desig-
nated a surrogate decision-maker; however, 24.5%
had no ACP. Of the total cohort, 32.5% required deci-
sions to be made about treatment at the end of life and
lacked capacity to make these decisions themselves.
In this subset, 19.9% had no ACP. In all participants,
ACP was less likely in non-white individuals (adjusted
odds ratio (aOR) 0.14, 95% CI 0.06–0.31), those with
less than a high school education (aOR 0.58, 95% CI
0.35–0.97), and those with a net worth below the me-
dian of the cohort (aOR 0.49, 95% CI 0.26–0.72). No
clinical factors were found to be associated with ACP
completion prior to death.
CONCLUSIONS: A considerable number of older adults
with hip fracture required surrogate decision-making at
the end of life, of whom one fifth had no ACP prior to

death. Clinicians providing care for these patients are
uniquely poised to address ACP.
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INTRODUCTION

Background

Hip fractures in older adults are common, resulting in over
300,000 hospitalizations in 2014, and are associated with a
high degree of mortality and disability.1 Half of those that
incur this injury are over the age of 85, and a significant
proportion has declining health and function even before the
hip fracture occurs.2, 3 These factors, coupled with the approx-
imately 20–30% 1-year mortality rate, demonstrate the need
for advance care planning (ACP) in older adults who sustain a
hip fracture.4 Through ACP, individuals share their values and
preferences regarding future medical care. This is typically
done via advance directives (ADs), which are written state-
ments of a person’s wishes, and surrogate decision-makers,
who are appointed to make medical decisions in the event an
individual is unable to do so themselves. Ultimately, the goal
of ACP is to receive medical care consistent with one’s
preferences.5

The importance of ACP for an older adult who is
preparing to undergo surgery or has received a cancer
diagnosis has been generally recognized.6, 7 However, it
is unclear if hip fractures, despite their serious nature and
association with declining health trajectories, convey a
similar urgency for ACP. While there are many factors
that can influence whether an individual has ACP, for
older adults who die at any time after a hip fracture, a
lack of ACP can potentially indicate that the hip fracture
was not recognized as an indicator for clinicians to initiate
necessary ACP discussions. Currently, the prevalence of
ACP prior to death in individuals who have sustained a
hip fracture is unknown. Additionally, we do not know
how often these patients lose decision-making capacity
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near the end of life and therefore would distinctly benefit
from making their wishes known in advance. Two prior
studies that measured ACP in this population were retro-
spective, limited to a small number of participants from a
single center, and only assessed ACP documented in the
medical record during the initial hospitalization; thus,
these studies were unable to comment on ACP occurring
outside these confines.4, 8 A clear understanding of ACP
and the factors associated with its absence at the end of
life can provide clinicians with important contextual in-
formation to inform the care of this often frail and elderly
population.
The current study evaluated the prevalence of ACP prior to

death from any cause in those who sustained a hip fracture
using a nationally representative cohort of older adults. Addi-
tionally, it determined the prevalence of surrogate decision-
making at the end of life and examined clinical and demo-
graphic factors associated with ACP.

PATIENTS/METHOD

Data Sources and Study Population

This study used survey data from the Health and Retirement
Study (HRS) linked toMedicare claims data (Fig. 1). HRS is a
longitudinal study that biennially surveys health and economic
factors in a nationally representative cohort of persons over the
age of 50.9 When participants in HRS die, exit interviews are
conducted with a proxy (a family member or knowledgeable
informant) within 24 months of death. We constrained our
study to HRS participants aged 65 or older, who had a docu-
mented hip fracture while enrolled in HRS between 1992 and
2014, subsequently died, and had a proxy complete an exit
interview between 2000 and 2014. This study was approved
by the Institutional Review Board of the University of Cal-
ifornia, San Francisco.
As done in previous studies, hip fractures were identified by

linked Medicare fee-for-service data.3, 10 An HRS participant
was deemed to have a hip fracture if one of the following two
conditions was met: (1) the participant was admitted to a
hospital with an admitting diagnosis International Classifica-
tion of Disease, Ninth Revision (ICD-9) code for hip fracture
or (2) a surgeon’s charge for operative hip fracture repair
(Current Procedural Terminology (CPT) code 27230–27248)
supported with either (a) a second surgeon’s charge within
2 days or (b) a supporting ICD-9 procedure code for hip
fracture. We did not include admissions that were considered
late effects from a prior hip fracture. The specific ICD-9 codes
are listed in the Supplementary Material. For participants with
more than one hip fracture, we used the first hip fracture that
satisfied the inclusion criteria. From the 25,146 HRS partic-
ipants aged 65 or older, 19,006 (76%) had linked Medicare
fee-for-service data, of which 1124 individuals had a hip
fracture during their enrollment in HRS. Since we used Medi-
care claims to identify the presence of comorbid conditions,

we excluded 107 participants who did not have 1 year of
continuous Medicare enrollment prior to the hip fracture. We
also excluded 160 participants who did not have an HRS
interview within 2 years of the hip fracture. We then identified
748 who died before the end of the study period in 2014. Of
those, we excluded 102 who did not have an exit interview
between 2000 and 2014 as these were the survey years that
included ACP questions, and 40 participants whose exit inter-
view did not contain complete information regarding ACP.
Our resulting cohort therefore included 606 participants.

Measures
Advance Care Planning.The outcome of ACPwas defined as
either completion of an AD or designation of a surrogate
decision-maker. To assess the presence of an AD and
designated surrogate, proxies were asked during the HRS
exit interview, “Did [First Name] provide written instructions
about the treatment or care [he/she] wanted to receive during
the final days of [his/her] life?” and “Did [First Name] (also)
make any legal arrangements for a specific person or persons
to make decisions about [his/her] care or medical treatment if
[he/she] could not make those decisions [himself/herself]?
This is sometimes called a Durable Power of Attorney for
Health Care.”

Need for Surrogate Decision-Making. To assess whether
medical decisions were required at the end of life, proxies
were asked, “Did any decisions have to bemade about the care
and treatment of [First Name] during the final days of [his/her]
life?” Decision-making capacity of the participant was deter-
mined by asking “Was [First Name] able to participate in
decisions about [his/her] medical care during the final days
of [his/her] life?” Thus, the need for surrogate decision-
making was defined as the presence of necessary decisions
to be made regarding end-of-life care coupled with the loss of
decision-making capacity in the participant.

Sociodemographic and Clinical Correlates of ACP.
Functional status, stratified by the presence of dependency in
any activity of daily living (ADL) including bathing, dressing,
eating, transferring, or toileting, and sociodemographic factors
were assessed from the most recent HRS participant survey
completed prior to the hip fracture. Medicare claims data from
the index admission for hip fracture as well as all claims in the
year prior to admission were used to determine the presence of
dementia, cardiovascular and cerebrovascular diseases, and
malignancy (ICD-9 codes listed in the Supplemental
Material) and also to calculate overall comorbidity burden,
using the Charlson Comorbidity Scale score.11 The specific
comorbid conditions were chosen a priori given their potential
to signal a limited life expectancy to clinicians and based on
prior work done on ACP using HRS data.12 Expectation of
death was assessed by an HRS exit interview survey question
that asked proxies, “Was the death expected at about the time it
occurred, or was it unexpected?”
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Statistical Analysis

We first tabulated the frequency of AD completion and
surrogate designation for the entire sample and in the
subset that required surrogate decision-making. We com-
pared the characteristics of participants with and without
ACP using chi-square tests for categorical variables and
Mann-Whitney U tests for continuous variables. Lastly, we
used a multivariable logistic regression model to isolate the
effect of each correlate on ACP completion. The variables
were assessed for collinearity and were confirmed to have
low variance inflation factors, indicating that collinearity
was not present in the model. We took into account the
complex design of HRS, and all analyses are weighted for
participants’ differential probability of selection into the
HRS population. Statistical analyses were completed using
Stata software (version 14; StataCorp, College Station, TX)
and SAS (version 9.4; SAS Institute, Inc., Cary, NC).

RESULTS

Characteristics of Study Population

Of the total 606 HRS participants who sustained a hip
fracture and subsequently died, the median age at the

time of hip fracture was 84.4 years (IQR 79.2–88.9),
77.6% were female, 92.1% were white, and 10.5% re-
sided in a nursing home (Table 1). Almost half had a
high comorbidity burden (Charlson Comorbidity Scale
score > 3, 44.0%), 16.1% had a dementia diagnosis,
and 27.8% had at least one ADL dependency. The
average time between a participant’s HRS survey and
hip fracture was 12.5 months (standard deviation (SD) =
7.8 months. The median time from hip fracture to death
was 42.5 months (IQR 9.1–63.0), and for most partic-
ipants (66.4%), death was expected by the proxy when it
occurred. The average time from participant death to
proxy exit interview was 12.5 months (SD = 9.3 months).

Need for Surrogate Decision-Making at the End
of Life

Among the 606 participants, 41.6% (N = 252) needed to
make decisions regarding treatment at the end of life. Of
the 252 participants who required decisions to be made,
21.8% (N = 55) made these decisions themselves, while
78.2% (N = 197) lacked decision-making capacity. Con-
sequently, 197 participants of the total cohort of 606
(32.5%) required surrogate decision-making at the end
of life.

Fig. 1 Flowchart of creation of study cohort. HRS = Health and Retirement Study.
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Table 1 Baseline Characteristics of Older Adults with Hip Fracture by Advance Care Planning Prior to Death

Characteristic All participants (N = 606) No ACP (N = 168) ACP (N = 438) P value

N (%) N (%) N (%)

Age at hip fracture (years), median (IQR) 84.4 (79.2–88.9) 83.8 (77.9–89.1) 84.9 (79.8–88.9) 0.33
Age at hip fracture (years)
< 85 289 (49.6) 84 (53.0) 205 (48.6) 0.69
≥ 85 317 (50.4) 84 (47.0) 233 (51.4)

Months between hip fracture and death, median (IQR) 42.5 (9.1–63.0) 38.7 (8.0–61.7) 43.7 (9.2–65.2) 0.18
Gender
Female 465 (77.6) 113 (66.5) 352 (81.3) < 0.001

Race
White 532 (92.1) 117 (78.0) 415 (96.7) < 0.001
Non-white 74 (7.8) 51 (21.94) 23 (3.3)

Marital status
Married or partnered 193 (30.2) 60 (35.3) 133 (28.5) 0.12
Single* or widowed 413 (69.9) 108 (64.7) 305 (71.5)

Net worth, median (IQR), US$ thousands 77 (6–250) 30 (0.6–125) 106 (12–275) 0.002
Education
≥ High school 325 (55.2) 58 (37.2) 267 (60.9) < 0.001
< High school 281 (44.9) 110 (62.7) 171 (39.1)

Comorbidities†

Dementia 94 (16.1) 32 (20.7) 62 (14.6) 0.09
Cardiovascular disease 226 (36.8) 66 (41.4) 160 (35.3) 0.24
Cancer 88 (16.0) 16 (11.8) 72 (17.4) 0.27
Cerebrovascular disease 158 (26.0) 45 (27.5) 113 (25.5) 0.70

Charlson Comorbidity Scale score
≤ 3 345 (56.0) 96 (54.2) 249 (56.6) 0.68
> 3 261 (44.0) 72 (45.8) 189 (43.4)

Function‡

0 ADL dependency 442 (72.1) 125 (73.5) 317 (71.7) 0.92
1+ ADL dependency 161 (27.8) 43 (26.5) 121 (28.3)

Death expected§ 390 (66.4) 97 (60.8) 293 (68.3) 0.05
Nursing home resident‖ 64 (10.5) 12 (7.7) 52 (11.4) 0.21

Reported values incorporate survey weights to account the complex survey design of HRS
ACP advance care planning, defined as having either an advance directive or designated surrogate decision maker; IQR interquartile range; ADL
activity of daily living; HRS Health and Retirement Study
*Includes divorced and separated individuals
†Identified with International Classification of Disease codes in Medicare claims linked to HRS data
‡ADL dependency: needing assistance to compete an activity of daily living (bathing, dressing, eating, transferring, toileting), from HRS participant
survey at time nearest to hip fracture
§Assessed by HRS exit interview survey question, “Was the death expected at about the time it occurred, or was it unexpected?”
‖From HRS participant survey at time nearest to hip fracture

Table 2 Advance Care Planning in Older Adults Who Did and Did Not Require Surrogate Decision-Making at the End of Life

Advance care planning All participants (N =
606)

Required surrogate decision-
making (N = 197)

Did not require surrogate decision-
making (N = 409)

P
value

N (%) N (%) N (%)

ACP* completed 438 (75.5) 157 (80.1) 281 (73.3) 0.05
Advance directive
completed

315 (54.9) 117 (59.6) 198 (52.7) 0.09

Treatment preference†

All care possible 12 (3.2) 5 (2.7) 7 (3.0) 0.73
Limit care 284 (93.2) 106 (94.2) 178 (92.6) 0.58

Surrogate decision-maker
identified

394 (68.9) 145 (74.4) 249 (66.3) 0.04

Surrogate preference‡

Spouse/partner 62 (16.3) 19 (13.5) 43 (17.8) 0.48
Child/grandchild 266 (67.1) 103 (70.4) 163 (65.2)
Other 63 (16.6) 23 (16.1) 40 (16.9)

Reported values incorporate survey weights to account the complex survey design of HRS
*Advance care planning (ACP), defined as having either an advance directive or designated surrogate decision maker
†Treatment preference specified in advance directive. All care possible and limit care were not mutually exclusive response options, % calculated from
completed advance directives
‡Percentage calculated from identified surrogate decision-makers
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Prevalence of Advance Care Planning

At the time of their death, 54.9% of the 606 participants had
completed an AD and 68.9% assigned a surrogate decision-
maker, while 24.5% had no ACP (Table 2). The vast majority
of participants (93.2%) who completed an AD expressed a
preference for limiting care in certain situations, while 3.2% of
those who completed an AD requested all care possible to
prolong life. Among those who had a surrogate decision-
maker and were partnered, 32.1% chose their spouse or part-
ner, while the remainder chose a child, grandchild, or another
individual as their decision-maker.
In the subset of participants (N = 197) who required surro-

gate decision-making at the end of life, 59.6% completed an
advance directive and 74.4% named a surrogate, while 19.9%
had noACP prior to death. The overall prevalence of ACPwas

similar in those that required surrogate decision making com-
pared to those who did not require surrogate decision-making.
However, participants who lacked the ability to make treat-
ment decisions at the end of life were more likely to have a
designated surrogate than those that retained the ability
(74.4% vs 66.3%) (Table 2). There were no significant differ-
ences in care preferences expressed in ADs or surrogate iden-
tity between the two groups.

Correlates of Advance Care Planning

In a multivariate logistic regression analyzing the correlates of
ACP, defined as having either an AD or designated surrogate
prior to death, participants were more likely to have ACP if
they were female and single/widowed (Table 3). Participants
were less likely have ACP if they were non-white, had less

Table 3 Characteristics Associated with Advance Care Planning (ACP) Prior to Death in Older Adults with Hip Fracture

Characteristic Unadjusted Adjusted*

OR (95% CI) P value OR (95% CI) P value

Age at hip fracture (years)
< 85 1 [Reference] – 1 [Reference] –
≥ 85 1.19 (0.83–1.7) 0.69 1.11 (0.63–1.96) 0.71

Time between hip fracture and death (months)
≥ 6 1 [Reference] – 1 [Reference] –
< 6 0.80 (0.67–1.06) 0.18 0.88 (0.45–1.72) 0.71

Gender
Male 1 [Reference] – 1 [Reference] –
Female 2.17 (1.45–3.24) < 0.001 2.00 (1.10–3.57) 0.03

Race
White 1 [Reference] – 1 [Reference] –
Non-white 0.12 (0.06–0.22) < 0.001 0.14 (0.06–0.31) < 0.001

Marital status
Married or partnered 1 [Reference] – 1 [Reference] –
Single† or widowed 1.35 (0.93–1.98) 0.12 2.00 (1.14–3.57) 0.02

Net worth
≥ Median of cohort 1 [Reference] – 1 [Reference] –
< Median of cohort 0.43 (0.28–0.58) < 0.001 0.49 (0.26–0.72) 0.002

Education
≥ High school 1 [Reference] – 1 [Reference] –
< High school 0.38 (0.27–0.55) < 0.001 0.58 (0.35–0.97) 0.04

Comorbidities‡

Dementia 0.65 (0.41–1.03) 0.09 0.64 (0.35–1.15) 0.13
Cardiovascular disease 0.77 (0.53–1.10) 0.24 0.84 (0.48–1.49) 0.55
Cancer 1.55 (0.92–2.64) 0.27 1.23 (0.50–3.03) 0.65
Cerebrovascular disease 0.91 (0.61–1.36) 0.69 0.76 (0.38–1.52) 0.42

Charlson Comorbidity Scale score
≤ 3 1 [Reference] – 1 [Reference] –
> 3 0.92 (0.63–1.29) 0.68 1.20 (0.62–2.32) 0.57

Function‡§

0 ADL dependency 1 [Reference] – 1 [Reference] –
1+ ADL dependency 1.08 (0.72–1.61) 0.92 1.12 (0.64–2.00) 0.66

Death expected‖ 1.39 (0.96–2.01) 0.05 1.27 (0.88–1.78) 0.19
Nursing home resident¶ 1.54 (0.81–2.91) 0.21 1.66 (0.70–4.00) 0.24

Reported values incorporate survey weights to account the complex survey design of Health and Retirement Study (HRS). ACP is defined as having
either an advance directive or designated surrogate decision maker
ADL activity of daily living
*Multivariate model adjusted for all characteristics listed in the table
†Includes divorced and separated individuals
‡Identified with International Classification of Disease codes in Medicare claims linked to HRS data
§ADL dependency: needing assistance to compete an activity of daily living (bathing, dressing, eating, transferring, toileting), from HRS participant
survey at time nearest to hip fracture
‖Assessed by HRS exit interview survey question, “Was the death expected at about the time it occurred, or was it unexpected?” Reference group was
death unexpected
¶From HRS participant survey at time nearest to hip fracture
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than a high school education, and had a net worth that was
below the median of the cohort. Age, time between hip frac-
ture and death, functional status, expectation of death occur-
ring, nursing home residence, specific comorbidities, and
overall comorbidity burden were not statistically significant
correlates of ACP.

DISCUSSION

We found that half of older adults who sustained a hip fracture
had an AD at the time of death, while just two thirds had a
surrogate decision-maker. About one third lacked capacity to
make required decisions at the end of life. Despite the need for
surrogate decision-making in this subset, 19.9% had no form
of ACP prior to death. For those who did make their treatment
wishes known, most prioritized limiting treatment over receiv-
ing all care possible. In our multivariate logistic model, we
showed that the likelihood of having ACP was lower for non-
white individuals and those with lower levels of education and
wealth. Clinical correlates such as age, comorbidities, and
functional status had no association with ACP.
This study makes significant contributions to the current

knowledge of ACP in individuals who sustain a hip fracture,
with important implications for providers caring for these
patients. By using a large nationally representative cohort,
we were able to provide a more accurate estimate of ACP,
determine what preferences were expressed, and analyze fac-
tors associated with ACP. In contrast, previous studies only
measured ACP documented in the medical record, a source
which has been shown to be often incomplete or inaccurate.4,
8, 13 This can explain our finding of higher levels of ACP
compared to a prior study, which reported that only 26.8% of
patients admitted for a hip fracture had documented ACP.8 We
found rates of ACP comparable to other populations with
serious illnesses. A study evaluating ACP prevalence in
HRS participants who died from cancer found that 74% had
surrogates and 50.7% had ADs, while another study showed
that 41.7% HRS participants who died from end-stage renal
disease had an AD.14, 15

Among the 606 decedents, one third needed to make treat-
ment decisions at the end of life but were unable to do so
themselves, highlighting a group that would strongly benefit
from ACP. Our results show that factors known to be associ-
ated with loss of decision-making capacity, such as dementia,
increasing age, and nursing home status, are not associated
with a higher likelihood of ACP.16, 17 This means that a sizable
proportion of those at highest risk of needing a surrogate
decision-maker do not have one. Since ACP has been associ-
ated with improved quality of care at the end of life, causes of
this gap should be addressed and greater effort should be
placed by clinicians to engage in ACP discussions with
patients in these subgroups.12 Importantly, we found that
sociodemographic and socioeconomic factors were the prima-
ry correlates of ACP; non-white individuals and those with

low levels of wealth and education were significantly less
likely to have ACP. This finding aligns with prior work iden-
tifying racial and socioeconomic differences in ACP preva-
lence among older adults.18 Factors including health literacy,
distrust of the medical system, spiritual beliefs, and reliance on
family and community in decision-making have all been
shown to impact ACP completion in minorities.19 Moreover,
healthcare system issues, such as fragmentation of care or lack
of a primary care physician, may make it more difficult to
access already completed ACP documentation.20 Therefore,
any interventions aimed at addressing ACP need to be imple-
mented with these disparities in mind.
The median time to death in this population was just

over 3 years from the hip fracture, highlighting a narrow
window of opportunity for ACP discussions. The period
directly following a hip fracture can be a time to start
the process of ACP. However, engaging in ACP discus-
sions while treating an acute injury can be challenging.
One potential avenue of initiating the process of ACP in
these patients is through co-management services, an
increasingly popular model of care where a geriatrician
or internist assists in the care of older adults hospital-
ized with a hip fracture.21 In addition to monitoring
medical treatment, this clinician or another member of
the team (e.g., social worker) can start to engage
patients in ACP. Other strategies involve in-hospital
providers communicating the need to initiate ACP dis-
cussions to a patient’s primary care clinician. Research
into strategies for engaging patients in ACP have shown
that the most successful interventions relied on direct
interactions between patients and healthcare professio-
nals over multiple visits, making the outpatient primary
care setting an ideal environment.22 Additionally, some
have argued that the main objective of ACP should be
to prepare patients and their surrogates for making in-
the-moment medical decisions, rather than future treat-
ment decisions.23 This requires surrogates to have a
solid understanding of the patient’s values as well as
leeway in the process of decision-making. Clinicians can
aid in this type of ACP by facilitating conversations
between patients and their surrogates that focus on
addressing these two issues. Ultimately, given the high
mortality and morbidity associated with hip fractures,
these injuries can be a harbinger of limited life expec-
tancy.24 As such, we argue that all patients who have
incurred a hip fracture are appropriate for ACP.
A few limitations of this study should be considered. First,

information regarding ACP was provided by a proxy respon-
dent, which allows for possible recall bias. However, despite
this potential, prior studies have successfully used the HRS
exit interviews to measure ACP at the end of life.12, 16 Second,
we only assessed the presence of a written advance directive or
legal documentation of a surrogate, and so we were unable to
capture more informal ACP such as discussions without sub-
sequent documentation. Furthermore, the HRS survey only
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obtains detailed ACP information from the exit interview,
which is obtained after the participant dies. Thus, we were
unable to describe the prevalence of ACP in participants who
had a hip fracture but had not died. However, given that we
initially identified 857 HRS participants who sustained a hip
fracture, this study captured the majority of the available
population. Moreover, we were also unable to assess the care
preferences of individuals who were lacking an advance di-
rective or legally designated surrogate. Given that a common
context for completing ACP documentation is in the setting of
care limitation, it is not surprising that we found, like other
studies, that most adults with ACP documentation state a
preference for less aggressive care.12, 16 In addition, despite
looking at many possible correlates, we did not include geo-
graphic or regional characteristics, which may influence the
prevalence of ACP. Lastly, as this study was not designed to
determine the effects of ACP on end-of-life care in this cohort,
we are unable to ascertain if ACP alters what treatments
persons with hip fracture receive prior to death. However,
prior research has shown that ADs do influence decisions
made at the end of life.12, 13

In conclusion, we found that a substantial proportion of
older adults who sustain a hip fracture lack capacity to
make necessary decisions at the end of life. However,
even in this subset with a demonstrated need for surrogate
decision-making, there remained a gap in ACP. Clinicians
taking care of older adults who have a history of hip
fracture are uniquely poised to address ACP. As such,
strategies should be developed to incorporate this aspect
of care into the long-term management of this population.
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