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ABSTRACT

PURPOSE Online programs may help to engage patients in advance care
planning in outpatient settings. We sought to implement an online advance

care planning program, PREPARE (Prepare for Your Care; http://www.
prepareforyourcare.org), at home and evaluate the changes in advance care plan-
ning engagement among patients attending outpatient clinics.

METHODS We undertook a prospective before-and-after study in 15 primary care
clinics and 2 outpatient cancer centers in Canada. Patients were aged 50 years

or older (primary care) or 18 years or older (cancer care) and free of cognitive
impairment. They used the PREPARE website over 6 weeks, with reminders sent at
2 or 4 weeks. We used the 55-item Advance Care Planning Engagement Survey,
which measures behavior change processes (knowledge, contemplation, self-effi-
cacy, readiness) on 5-point scales and actions relating to substitute decision mak-
ers, quality of life, flexibility for the decision maker, and asking doctors questions
on an overall scale from 0 to 21; higher scores indicate greater engagement.

RESULTS In total, 315 patients were screened and 172 enrolled, of whom 75%
completed the study (mean age = 65.6 years, 51% female, 35% had cancer).
The mean behavior change process score was 2.9 (SD 0.8) at baseline and 3.5
(SD 0.8) at follow-up (mean change = 0.6; 95% Cl, 0.49-0.73); the mean action
measure score was 4.0 (SD 4.9) at baseline and 5.2 (SD 5.4) at follow-up (mean
change = 1.2; 95% Cl, 0.54-1.77). The effect size was moderate (0.75) for the
former and small (0.23) for the latter. Findings were similar in both primary care
and cancer care populations.

CONCLUSIONS Implementation of the online PREPARE program in primary care
and cancer care clinics increased advance care planning engagement among
patients.

Ann Fam Med 2020;18:110-117. https://doi.org/10.1370/afm.2471.

INTRODUCTION

uring serious illness or near the end of life, it is common for patients

to be unable to make their own medical decisions."? This situation

can result in treatments that are incongruent with the patient's val-
ues and preferences.? Advance care planning can help ensure that patients'
values and preferences are used to direct both in-the-moment and future
health care decisions.** Advance care planning has been defined as a process
that supports adults at any age or stage of health in understanding and shar-
ing their personal values, life goals, and preferences regarding medical care.®

The long-term goal of advance care planning is to ensure that “people

receive medical care that is consistent with their values, goals and pref-
erences during serious and chronic illness."” The proximal goals of this
planning are to increase patients' and surrogates’ understanding of and
communication about the patient's values and wishes for future medi-
cal care. Interventions that facilitate patients’ engagement in advance
care planning have been shown to increase the likelihood that clinicians
and families incorporate a patient's wishes into treatment decisions,>*1°
reduce hospitalizations and the use of intensive treatments at the end of
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ADVANCE CARE PLANNING

life (according to patients’ wishes), and increase use of
hospice services."

Health care quality organizations in several juris-
dictions recommend that advance care planning be
integrated into clinical care.'>'® A substantial propor-
tion of patients have thought about their preferences
for future health care'*'®; however, advance care plan-
ning conversations do not happen routinely between
patients and health care clinicians in primary care
or cancer care settings”"'® because of system con-
straints.'”2! Tools that increase engagement in advance
care planning in a variety of patient populations and
require few resources to implement are of interest.
Although there are numerous publicly available tools
that could be introduced in clinical settings,?*?* few
have been evaluated for their real-world effectiveness
in increasing advance care planning engagement.??

The PREPARE (Prepare for Your Care) online
program was created to guide people through the key
steps of advance care planning, using video stories,
with a focus on preparing the patient and substitute
decision maker (ie, surrogate) for health care decision
making.?* This program was developed based on theo-
retical frameworks of behavior change (http:/www.
prepareforyourcare.org) and evaluated for efficacy
in primary care populations.?>?° In a previous study
in low-income senior centers, PREPARE significantly
reduced the proportion of people in a precontempla-
tion stage for most advance care planning actions (eg,
talking to medical decision maker about wishes, ask-
ing doctors questions about desired medical care).>*
The online tool takes on average 1 hour to review
in its entirety.?* The PREPARE program, along with
an easy-to-read advance directive, increased primary
care patients’ engagement in advance care planning
behaviors in a randomized trial wherein patients used
the tool during a study visit with technical support
available.? If these tools are to be implemented in real-
world settings, further implementation evaluation in
broader contexts is needed. We sought to implement
PREPARE in primary care and cancer care outpatient
settings in real-world practice (ie, outside research vis-
its) to evaluate its impact on the extent of changes in

advance care planning engagement among older adults.

METHODS

Setting and Participant Recruitment

We conducted this multisite study spanning pre-
implementation and postimplementation periods in
outpatient clinics in Canada. Contacts with interested
clinicians led to participation of primary care practices
located in the provinces of Ontario (11 practices),
Alberta (1 practice), and British Columbia (3 practices),

and cancer centers located in British Columbia (2
centers). Eligible patients from primary care practices
were aged 50 years or older, and eligible patients from
the cancer care settings were aged 18 years or older.
Patients had to be able to communicate verbally and
read in English, and had to have access to a computer
and the Internet at home. Recruitment took place from
June 2015 to September 2016.

We obtained ethics approval from the research eth-
ics boards of each participating institution (Hamilton
Integrated Research Ethics Board, British Columbia
Cancer Agency Research Ethics Board, University of
British Columbia Research Ethics Board, and the Uni-
versity of Alberta Health Research Ethics Board).

Screening and Enrollment

Clinicians either identified eligible patients during a
scheduled clinic visit until targets were met, or if pref-
erable, prepared a list of patients with an upcoming
visit who met the eligibility criteria, contacted them
by telephone, and obtained their consent to speak with
a research assistant (RA) about the study. The RA
then obtained informed consent to participate from
patients. The RA administered baseline questionnaires
by telephone or at a clinic visit, including demographic
questions relating to age, sex, education, ethnicity, and
frailty.?” Patients were then given (in person, by mail,
or by e-mail) a pamphlet about PREPARE (found on
the home page at http://www.prepareforyourcare.org)
that includes brief information about the website and
instructions on how to access it at home. The RAs did
not facilitate use of the online program, and patients
were not given any instructions about engaging in
other advance care planning activities.

Intervention and Follow-up

The PREPARE online program uses video stories,
modeling of advance care planning behaviors, and a
5-step process. The tool was designed to motivate and
prepare individuals to discuss their values and care
preferences with their family, friends, and clinicians.
Through tailored algorithms, PREPARE asks individu-
als about their values and helps them make an action
plan. PREPARE then creates a unique, printed “Sum-
mary of My Wishes” and has the capacity to save the
individual's preferences.?*

Two weeks postbaseline, an RA called patients to
ask if they had reviewed the tool. If they had, there
was no further contact until the 6-week follow-up mea-
sure. If they had not (10% in primary care; this infor-
mation was not collected in cancer care), the RA called
again at 4 weeks to encourage use. The follow-up
period of 6 weeks was chosen to allow patients enough
time to use the tool and in light of previous studies of
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PREPARE that demonstrated increased advance care
planning engagement between 1 week and 3 months
based on the validated Advance Care Planning Engage-
ment Survey (described below).?” The mean follow-up
period was 6.6 weeks.

Outcome Measurement

Our study outcomes were based on the validated
55-item Advance Care Planning Engagement Survey
(https://prepareforyourcare.org/research).?®3° This
survey is based on stages of behavior change, mean-
ing that questions ask about processes that precede
actual actions (including knowledge, contemplation,
self-efficacy, readiness) as well as actions, such as
discussing one's wishes with the substitute decision
maker and completing advance directives. The con-
ceptual framework for advance care planning behaviors
includes (1) engaging substitute decision makers, (2)
considering acceptable quality of life, (3) consider-

ing medical decisions such as the care desired if very
sick or near end of life, (4) considering flexibility for
decision makers, such as whether surrogates could
change prior decisions based on new contexts if in the
patient's best interest, and (5) asking doctors ques-
tions that would help in medical decision making.?$2°
Within each domain, questions pertain to behavior
change processes on 5-point Likert scales where a
score of 1 indicates the lowest level of engagement and
5 indicates the highest. Advance care planning actions
were elicited within the readiness questions, which
include responses of “I have never thought about it"
(precontemplation); "I have thought about it but [ am
not ready to do it"; (contemplation) “I am planning to
do it in the next 6 months” (preparation); "I am defi-
nitely planning to do it in the next 30 days” (action);
and, "I have already done it” (maintenance). If a patient
reported "I have already done it,” they were considered
to have completed that action for that behavior. The
overall action score ranges from 0 to 21, where higher
scores indicate greater engagement.

In previous studies of PREPARE, behavior change
process scores increased more than action scores over
1 week,?* and the difference on overall survey scores
between respondents who had and had not completed
an advance directive was 1.0.2° These studies suggest
that meaningful changes of approximately 1 point
across the entire survey can be seen within our 6-week
time frame and correspond to specific advance care
planning actions.

Sample Size and Statistical Analysis

We estimated a sample size of 50 patients in each set-
ting (total 100 patients) would provide 90% power

to detect a difference in engagement scores based on

published moderate effect size norms of the survey
(one-half of a standard deviation, or 0.5 to 0.7).2> We
also planned additional analyses in the primary care
cohort (not reported here) and continued recruitment
in that setting.

Behavior change process and action scores were
calculated for each patient at baseline and follow-up.
Mean 5-point Likert scores were computed for an over-
all behavior change process score and for each domain
subscale (knowledge, contemplation, self-efficacy, and
readiness). For the action score and subscale scores,
all of the readiness questions with responses of “I have
already done it" were coded as "yes"= 1 and summed;
other responses were coded as 0. We calculated
descriptive statistics for demographic characteristics of
the sample. To evaluate changes, the mean differences
from before to after implementation, 95% CI of the
mean difference, and Cohen d effect size coefficient
were calculated for all subscale scores. The statisti-
cal tests of comparison of means were adjusted for
age, sex, education, clinical frailty score, and recruit-
ment setting (primary care or cancer care). We tested
whether there was an interaction between change in
score and recruitment setting. As a secondary analysis,
we evaluated changes from before to after in each of
the 2 settings separately, again adjusting tests for age,
sex, education, and clinical frailty score. We computed
effect sizes for the changes in scores (small, 0.20-0.49;
moderate, 0.50-0.79; large, 20.80).’"

RESULTS

Patient Enrollment and Characteristics

In the primary care clinics, 225 patients were
approached, 14 (6.2%) could not be reached by the
RAs for enrollment, 64 (28.4%) declined, and 124
(55.1%) were enrolled. A total of 89 enrolled patients
(71.8%) completed baseline and follow-up measures
and were included in analyses. In the cancer centers,
90 patients were approached, and 72 (80.0%) were
enrolled. Two patients were lost to contact before
baseline measurement; 70 began the study, and 47
(67.1%) completed baseline and follow-up measures.
Analyses were therefore based on a total of 136
patients from the 2 settings.

The main reasons for declining (82 patients total)
were lack of interest or time, and not feeling com-
fortable using computers. The main reasons for not
completing the study (45 patients total) were that the
patient was no longer interested, became too busy;,
or, mainly in the cancer setting, became too ill. There
were no significant differences on demographic factors
between patients who completed vs patients who did
not (data not shown).
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The 136 participating patients had a mean age of
65.6 years (SD 11.9), 51.5% were female, 81.6% had
at least some university education or a college degree,
and the majority identified as being of Caucasian/white

ethnicity (91.9%) (Table 1).

Behavior Change Process
Scores
The mean overall behavior change
process score was 2.9 (SD 0.8)
at baseline and 3.5 (SD 0.8) at
follow-up. The mean change was
0.6 (95% CI, 0.49-0.73), cor-
responding to a moderate effect
size (Cohen d =0.75) (Table 2).
The effect sizes for the subscales
were 0.99 (large) for knowledge,
0.70 (moderate) for contemplation,
0.40 (small) for self-efficacy, and
0.60 (moderate) for readiness.
The mean changes in behavior
change process scores were similar
for most subscales between the
primary care and cancer care set-
tings (Table 3). Only the change
in the readiness subscale score
differed significantly between set-
tings (P = .04 for interaction), with
a greater change in primary care
(mean difference =0.7: 95% CI,
0.50-0.84) than in the cancer care
setting (mean difference = 0.4;
95% CI, 0.18-0.59).

Action Scores
The mean action score was 4.0
(SD 4.9) at baseline and 5.2
(SD 5.4) at follow-up (mean
change=1.2;95% CI, 0.54-1.77)
(Table 2). The effect sizes of the
overall score (0.23) and the sub-
scale scores were small (all <0.3).
Increases in the overall action
scores were 1.1 (95% ClI, 0.37
to 1.87) in primary care and 1.2
(95% CI, 0.12-2.31) in cancer
care (Table 3). The mean changes
in most subscale scores were in
the same direction and similar in
magnitude (P >.05 for interac-
tion terms by setting). Only the
change in the subscale score for
asking doctors questions differed
significantly between primary care

and cancer care (P <.001 for interaction), increasing in
the primary care setting (mean difference =0.1; 95%

CI, 0.02 to 0.14) and decreasing in the cancer care set-
ting (mean difference =—0.2; 95% CI, —0.32 to —0.03).

Table 1. Demographic and Clinical Characteristics of Study

Participants, by Setting and Overall

Setting
Primary Care  Cancer Care Total
Characteristic (n=89) (n=47) (N =136)
Age, mean (SD), y 64.9 (7.9) 66.8 (17.1) 65.6 (11.9)
Sex, female, No. (%) 58 (65.2) 12 (25.5) 70 (51.5)
Self-rated quality of life, No. (%)
Excellent 4 (38.2) 5 (10.6) 39 (28.7)
Very good 31 (34.8) 19 (39.6) 50 (36.8)
Good 9 (21.3) 16 (33.3) 35 (25.7)
Fair 5(5.6) 6 (12.5) 11 (8.1)
Poor 0(0) 1.0 1(0.7)
Marital status, No. (%)
Married/common law 64 (71.9) 36 (76.6) 100 (73.5)
Widowed 9 (10.11) 2 (4.3) 11 (8.1)
Never married 7 (7.9) 1(2.1) 8 (5.9)
Divorced/separated 9 (10.1) 8 (17.0) 7 (12.5)
Highest level of education, No. (%)
Some high school or less 5 (5.6) 5 (10.6) 0 (7.4)
High school diploma 9 (10.1) 6 (12.8) 5 (11.0)
Some university/college degree 24 (27.0) 15 (31.9) 9 (28.7)
University degree 29 (32.6) 13 (27.7) 2 (30.9)
Graduate degree 22 (24.7) 8 (17.0) 0 (22.1)
Importance of spirituality/religion, No. (%)
Extremely important 22 (24.7) 7 (14.9) 29 (21.5)
Very important 25 (28.1) 9 (19.1) 34 (25.0)
Somewhat important 9 (21.3) 10 (21.3) 29 (21.3)
Not very important 12 (13.5) 13 (27.1) 25 (18.4)
Not at all important 9 (10.1) 8 (17.0) 17 (13.6)
Don‘t know 1010 0(0) 1(0.7)
Ethnicity, No. (%)
Asian/Pacific Islander 0 (0) 2 (4.3) 2 (1.5)
African/black North American 1(1.1) 0 (0) 1(0.8)
Caucasian/white 82 (92.1) 43 (91.5) 125 (91.9)
East Indian 1(1.0) 1(2.1) 2 (1.5)
First Nations/Inuit/Metis/Aboriginal 2 (2.2) 0 (0) 2 (1.5)
Other 3(3.4) 12 4(3.2)
Language spoken on a daily basis, No. (%)
English 85 (95.5) 47 (100.0) 132 (97.0)
French 0(0) 0 (0) 0 (0)
Other 4 (4.5) 0 (0) 4 (3.0)
Clinical frailty score,?” mean (SD) 1.9 (0.9) 2.7 (1.2) 2.2 (1.1)
Need help with written instructions/materi-
als, No. (%)
Never 61 (68.5) 34 (72.3) 95 (70.0)
Rarely 19 (21.3) 7 (14.9) 26 (19.1)
Sometimes 8 (9.0) 5 (10.6) 13 (9.6)
Often 1(1.1) 1.1 2 (1.5)
Always 0 (0) 0 (0) 0 (0)

2 Score ranges from 1 to 9, with higher scores indicating greater frailty.
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DISCUSSION ning increased after self-directed use of the online
In this multisite implementation study among older PREPARE program at home. Advance care planning
adults from primary care and outpatient cancer behavior change process scores increased by a mean
clinics, patients' engagement in advance care plan- of 0.6 on a 5-point scale. A change of this magni-

Table 2. Scores on the Advance Care Planning Engagement Survey at Baseline and Follow-Up in Entire
Cohort (N = 136)

Baseline Score, Follow-up? Score, Mean Difference  Unadjusted Adjusted

Measures Mean (SD) Mean (SD) (95% CI) P Value P Value®

Behavior change process (all scales 1-5)
Knowledge 3.2 (1.0) 4.1 (0.8) 0.9 (0.70 to 1.05) <.001 <.001
Contemplation 2.4 (0.9) 3.2 (1.1) 0.8 (0.66 to 0.98) <.001 <.001
Self-efficacy 3.9 (0.8) 4.2 (0.7) 0.3 (0.11 t0 0.39) <.001 <.001
Readiness 2.6 (1.0) 3.2 (1.0) 0.6 (0.44 t0 0.71) <.001 <.001
Overall 2.9 (0.8) 3.5 (0.8) 0.6 (0.49 to 0.73) <.001 <.001

Action (overall scale 0-21)
Medical decision makers (5 items) 1.2 (1.3) 1.5 (1.3) 0.3 (0.09 to 0.48) .004 .004
Health situations (5 items) 1.2 (1.6) 1.4 (1.6) 0.2 (-0.03 to 0.41) .08 .08
Medical decisions (5 items) 1.1 (1.5) 1.3 (1.6) 0.3 (0.07 to 0.48) .01 .01
Flexibility (5 items) 1.2 (0.7) 1.4 (0.8) 0.2 (0.10 t0 0.31) <.001 <.001
Asking doctors questions (1 item) 0.1 (0.3) 0.1 (0.3) 0.0 (-0.07 to 0.06) .86 .86
Overall 4.0 (4.9) 5.2 (5.4) 1.2 (0.54 t0 1.77) <.001 <.001

2At 6 to 12 weeks.
b Adjusted for age, sex, education, clinical frailty score, setting (primary care, cancer care).

Table 3. Scores on the Advance Care Planning Engagement Survey at Baseline and Follow-Up by Setting

Primary Care (n = 89) Cancer Care (n=47)
Baseline Follow-up? Mean Baseline Follow-up? Mean ln'ter-
Score, Score, Difference P Score, Score, Difference P action P
Measures Mean (SD)  Mean (SD) (95% CI) Value® Mean (SD) Mean (SD) (95% CI) Value® Value©
Behavior change
process (all
scales 1-5)
Knowledge 3.1 (1.0) 40(0.8) 10076t <.001 3.4 (1.1) 4.1(0.8) 0.7 (0.40 <.001 .07
1.21) t0 0.92)
Contemplation 2.4 (0.8) 33(1.0)  09(0.67t0 <.001 2.5 (1.0) 3.2(1.2) 0.7 (0.45 <.001 65
1.08) t0 0.99)
Self-efficacy 3.9 (0.8) 4.3 (0.7) 0.3 (0.15t0  <.001 4.0 (0.9) 4.1 (0.8) 0.1 (-0.12 31 33
0.48) 10 0.36)
Readiness 2.5 (0.9) 3.2(09) 07(050t0 <.001 2.9(1.2) 3.3 (1) 0.4 (0.18 <.001 .04
0.84) t0 0.59)
Action (overall
scale 0-21)
Medical deci- 1.2(1.4) 1.4 (1.3) 0.2 (-0.08 18 1.2 (1.3) 1.7 (1.4) 0.5 (0.19 004 16
sion makers t0 0.39) to 0.90)
Health 1.0 (1.4) 1.3 (1.6) 0.3 (0.01 to .04 1.6 (1.8) 1.6 (1.7) 0.1 (-0.36 .76 18
situations 0.51) to 0.49)
Medical 1.1(1.5) 1.3 (1.6) 0.2 (-0.04 .09 1.0 (1.5) 1.4 (1.7) 0.4 (0.01 04 82
decisions to 0.48) t0 0.71)
Flexibility 1.2 (0.6) 1.3 (0.8) 0.2 (0.06 .005 13 (0.7) 1.6 (0.9) 0.2 (0.06 .009 23
t0 0.32) to 0.42)
Asking doctors 0.01 (0.1) 0.1 (0.3) 0.1 (0.02 to .007 0.3 (0.5) 0.2 (0.4) -0.2 (-0.32 .02 <.001
questions 0.14) to -0.03)
Overall 3.7 (4.6) 4.8 (5.2) 1.1 (0.37 to <.001 4.6 (5.4) 5.9 (5.8) 1.2 (0.12 <.001 17
1.87) to 2.31)

2 At 6 to 12 weeks.
b Adjusted for age, sex, education, clinical frailty score.
< Interaction term for setting (primary care or cancer care).
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tude demonstrates that patients are moving along the
behavior change pathway from precontemplation, to
contemplation, to preparation, to action.?* Although
a score change of approximately 1.0 has been associ-
ated with prior advance directive completion,? the
observed change in scores in our study demonstrates
that patients are engaging more in a range of advance
care planning behaviors, such as contemplation and
discussion of wishes.

Our results showed increases in behavior change
processes scores and action scores after using PRE-
PARE similar to those of a previous trial evaluating
this online program in research settings.?*3? In that
trial, participants viewed PREPARE in its entirety
in a research office, so it is encouraging that in our
study, there were increases in advance care planning
engagement when patients used the tool on their own
at home. Our study timeline may have been more
reflective of how the tool would be used if “prescribed”
by a health care professional in an outpatient setting,
as participants were given several weeks to interact
with the tool in their home rather than in a single
encounter with a research assistant. Action scores
increased by a mean of 1.2 points out of a possible 21.
This finding is similar to that in the previous trial of
PREPARE wherein there were lower effect sizes for
actions than processes after 3 months of follow-up.?
Commonly cited barriers to initiating advance care
planning reported by health care professionals include
lack of patient readiness and lack of time in the clini-
cal encounter.2’3? To increase actions, the PREPARE
online program may need to be combined with other
strategies, such as an appointment for follow-up with
the clinician and reminders to complete actions.

The PREPARE program was designed to engage
people who have not previously engaged in advance
care planning or not considered it at all. Advance care
planning includes several behaviors that then may alter
a patient’s interactions with and outcomes of health
care in the future. The outcomes measured in this
study are intermediate outcomes that reflect prepara-
tion for medical decision making. Ultimately, realizing
the benefits of advance care planning on the important
outcomes of quality of care and health care use will
likely require multistakeholder interventions and lon-
ger follow-up of interventions.

The 75% completion rate for our study suggests
that patients who are provided an advance care plan-
ning tool in their health care setting will engage with
the tool; however, to achieve this completion rate, RAs
provided a reminder. Further research could assess
whether combining the PREPARE tool completion at
home with a follow-up clinical encounter with a health
care professional could increase completion of advance

care planning actions. To increase accessibility and
efficiency, the PREPARE program offers varying for-
mats and toolkits that can be used to organize advance
care planning group events in the community or group
medical visits in clinical settings such as primary care
and cancer care, in addition to individual use.?*

Among patients in the cancer care setting, the
score for the action subscale of asking doctors ques-
tions declined from before to after use of PREPARE,
similar to results of a previous study with this pro-
gram.®? In the cancer care setting, patients may have
been more engaged in communication with doctors
about their treatment and answered accordingly at
baseline. After reviewing PREPARE, they may have
learned that they had not asked about making medical
decisions specifically, thereby changing their answer
at the follow-up measure. It is also possible that dur-
ing the study time period, no new action was under-
taken. Among the primary care patients, at baseline,
few patients reported having asked doctors questions,
suggesting little engagement in advance care planning
with physicians in this setting.

[t might be expected that the outcomes of the
PREPARE program would be different in the 2 groups
of patients in this study—adults aged 65 years on
average with good self-reported health visiting family
practices, compared with patients undergoing cancer
treatment or posttreatment follow-up. On the whole,
as noted in a prior study, patients in cancer care set-
tings were willing to use the PREPARE program*® and
had an increase in advance care planning engagement
that was similar in magnitude to that among patients
from primary care settings.

This study has several limitations. The study set-
tings and patients were not randomly sampled, which
may have introduced bias. Also, our before-and-after
evaluation did not have a control group. Social desir-
ability and other biases may have influenced patients’
responses toward reporting higher engagement.
Patients who agreed to this study evaluating a web-
based advance care planning tool may have been more
engaged and computer literate because ability and
willingness to access the online program was required
for eligibility, and the results may not equally apply to
patients who did not agree to use or could not access
the Internet. Also, patients predominantly identified as
Caucasian/white and had a high self-reported level of
education, which may limit the generalizability of our
findings; however, PREPARE was developed with and
tested among ethnically and sociodemographically
diverse older adults who had low computer literacy,?*
and has shown benefits in these diverse popula-
tions.?*2¢ Another limitation to applying the results in
community or clinical settings is that RAs contacted
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patients to encourage use of the tool. Furthermore,
although prior work has shown that increases in the
Advance Care Planning Engagement Survey scores
correspond with increases along the behavior change
pathway of advance care planning,®® data are currently
lacking to correlate the threshold cutoffs that would
be associated with downstream end-of-life outcomes.

In conclusion, in this real-world study, the online
PREPARE program reviewed at home increased advance
care planning engagement among patients from primary
care and cancer care outpatient settings. This is the first
report of PREPARE effectiveness in real-world settings,
and the findings should be replicated in other settings.
The results suggest that self-directed tools could sup-
port advance care planning initiatives in outpatient
health care settings and among the public.

To read or post commentaries in response to this article, see it
online at http://lwww.AnnFamMed.orglcontent/18/2/110.
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