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ASSIGNMENT 1

Question: Is social isolation correlated with advance care planning (ACP) engagement prior to and after an internet-based ACP educational intervention? 

The COVID-19 pandemic raised focus on loneliness and isolation  (Berg-Weger & Morley, 2020)(Hwang et al., n.d.; Kotwal et al., 2021) as social interactions became challenging and even dangerous. The pandemic, with its risk of disability and death, also highlighted the necessity of advance care planning, or ACP (Moorman et al., 2020)(Abel et al., 2020). Advance care planning is defined as “a process that supports adults at any age or stage of health in understanding and sharing their personal values, life goals, and preferences regarding future medical care”(Sudore et al., 2017). People experiencing social isolation may be less likely to engage in high-quality ACP (Miyashita et al., 2019)(Boerner et al., 2021). The recent landscape of increased isolation as well as increased illness at a population level raises questions about how isolation effects ACP and what clinicians can do to support ACP in socially isolated populations. Using data from the PREPARE intervention, an educational website aiming to increase engagement in ACP (Sudore et al., 2018), we examine 1) baseline rates of ACP planning in a population reporting different levels of social isolation and 2) rates of ACP planning pre-and post-intervention correlated with social connectedness as compared to a control group.  These results may inform future ACP interventions targeting relatively isolated populations – important in COVID and beyond.

ASSIGNMENT 2
The study design is previously described in the literature.(Sudore et al., 2016)(Sudore et al., 2018) In brief, this is a single-blind, parallel-group, comparative efficacy randomized clinical trial whose study participants are “English-speaking and Spanish-speaking adults from an urban public hospital who are ≥55 years old, have ≥2 chronic medical conditions and have seen a primary care physician ≥2 times in the last year. Participants are randomized to the PREPARE intervention (review PREPARE and an easy-to-read advance directive) or the control arm (only the easy-to-read advance directive).”

Participants self-reported measures of interest using validated surveys. Survey data was collected between February 1, 2014 and November 30, 2017; these self-reported outcomes were collected for most variables at baseline, 1 week, 3 months, 6 months, and 12 months.(Sudore et al., 2018). Participants did not know whether they were in the active or control group, and research staff were also blinded to outcome assessments as described in the literature.

An alternative study design could include a qualitative component about patient experiences with the PREPARE intervention; however, for feasibility and because the study has concluded, we did not pursue this route.

The target population is a diverse group of older adults who would benefit from comprehensive advance care planning. The accessible population is previously described in the literature and as above. The goal of sampling was to obtain a representative and diverse sample of English-speaking and Spanish-speaking older adults. Recruitment was performed in 4 separate primary care clinics within the San Francisco Health Network (SFHN) in San Francisco, California. Inclusion and exclusion criteria are previously described and intended to capture a diverse population in which the intervention was feasible and ethical; exclusion criteria included poor literacy in either English or Spanish, poor vision, lack of a phone, or prolonged time out of the country, as well as moderate-to-severe cognitive impairment. Primary care clinicians approved their patients’ participation in the study after which point participants were randomized after being sent a recruitment letter. The initial survey was performed in-person, and subsequent follow-up interviews were conducted either by phone or in-person. 

The total survivor retention rate (17 decedents not included) was 85.9%; the control group retention rate was 88,7% while the intervention group retention rate was 82.8%. (Sudore et al., 2018)

Limitations to sampling technique include the fact that participants were part of one healthcare system in one city; however, this is a diverse population. Participants were also excluded if they did not have access to a phone, which limits generalizability to a less-connected population. We cannot establish generalizability to non-English and Spanish speaking populations. The intervention required engagement with phone reminders and phone and in-person interviews, which may not be feasible on a wider scale given staff and time limitations. 

Assignment 3 
The predictor variable is ACP planning both at baseline and at the end of the intervention. The outcome variable is social connectedness as evaluated by the MOS social support scale administered only at baseline(Gjesfjeld et al., n.d.). (Moser et al., 2012)(Monica & California 90401-3208, n.d.)The outcome variable is engagement with Advanced Care Planning at baseline and at 12 months as evidenced by ACP documentation in the medical record; definition as described in the literature is “ the easy-to-read advance directive or other valid advance directives or living wills, a durable power of attorney for healthcare document (DPOAHC), a physicians orders for life sustaining treatment (POLST) form, or other documentation of patients wishes for medical care (ie, documentation of oral directives by a physician, or code status, such as ‘full code’ or ‘do not resuscitate’ or ‘do not intubate’ orders or notes by a physician). “ (Sudore et al., 2016) Random errors were reduced with a large sample size and a diverse population. Systematic errors were reduced by using consistent and validated instruments to collect data.

Research Question: Are rates of ACP planning documented in the medical record associated with social connectedness in a population of older adults with serious illness, and are rates of ACP documentation after an advance care planning program correlated with level of social connectedness? 
Null hypothesis: Self-reported level of social connectedness is not associated with baseline rates of advanced care planning as documented in the medical record. ACP engagement after a web-based intervention is similarly not correlated to social connectedness.
Alternative Hypothesis: Self-reported social isolation is associated with rates of advanced care planning as documented in the medical record at the end of an intervention to increase ACP.  
Example results: “Of 1797 eligible patients, 986 (54.9%) enrolled, 480 were randomized to PREPARE and 505 to the AD-only group. Level of social isolation was significantly associated with lower baseline ACP documentation. New overall documentation of ACP at 15 months was higher in the PREPARE arm versus the AD-only arm among people who self-reported high social isolation.”(Sudore et al., 2018)
Example conclusion: “In a diverse cohort of English-speaking and Spanish-speaking older adults… those with lower social connectedness reported lower baseline levels of ACP documentation. Interactive online PREPARE program significantly increased documentation of ACP regardless of self-reported social connectedness levels”. These results are important because socially isolated adults may be less likely to engage in ACP documentation and this study offers a potential intervention to increase ACP documentation in a vulnerable group” 
I would treat the MOS-SS scale as a continuous variable with reported outcome = the mean total social support, which is how this variable is handled most frequently in the literature(Monica & California 90401-3208, n.d.)(Moser et al., 2012)(Krause & Markides, 1990) and how it was treated in published papers from this RCT. Then I would perform 1) regression analysis at time point 0, predictor variable = ACP documentation vs no ACP documentation (dichotomous) and outcome variable = social connectedness (continuous based on MOS-SS) and 2) regression analysis at time point 15 months with same predictor variables. This is a simplification given we did not cover calculations for regression models. The question is going to be a test of the interaction between PREPARE group assignments and SI scores on ACP completion. 
In this case we would use a t test, calculator below:
Alpha (two tailed) = .05
B = .2
S = 1 (standard deviation unknown)
N1 = 424
N0 = 562
Based on results of paper with sample size = 986 and 43% completion of ACP at the end
Study has 80% power to detect an effect size of .180 SD

Assignment 4
The study design is as described above; participants did not know whether they were in the active or control group, and research staff were blinded to outcome assessments. Demographic variables are as included in the table below. The MOS-SS survey was administered at baseline to both intervention and control groups; as seen below, there were no significant differences in mean total social support between groups.(Sudore et al., 2018). 

Participants did not know whether they were in the active or control group, and research staff were also blinded to outcome assessments as described in the literature.
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The MOS-SS scale is the focus of this research question; the scale attempts to quantify social support in various domains: emotional/informational support, tangible support, affectionate support, and positive social interaction. The study used the modified 11-item Medical Outcomes Study Social Support Survey (MOS-SSS) to address social support. Versions of his survey have been validated in Spanish and in English.(Costa Requena et al., 2007)(Moser et al., 2012), and so I expect a normal distribution. Advantages of this survey include that it covers a broad range of questions for a somewhat amorphous idea (social support) and it has been validated in different populations and different languages. Disadvantages include that while language for the most part is understandable, some questions may be difficult to understand eg “Someone to help you if you were confined to bed.” If participants do not fully understand this language, there may be inaccurate or biased data. 
Ethics: 
Consent was obtained from participants. Overall this is a low risk intervention. 
Appendix 
RAND social support(Monica & California 90401-3208, n.d.)
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Modified survey (Moser et al., 2012)
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Table 1. Participant Characteristics®

All Participants (N = 986)

English Speakers (n = 541) Spanish Speakers (n = 445)

AD-Only Arm PREPARE Arm 2?[]‘10"[)’ PREPARE Arm AD-Only Arm PREPARE Arm
Characteristic® (n = 505) (n=481) (n=279) (n =262) (n=226) (n=219)
Age, mean (SD), y 63 (6.3) 63 (6.4) 62 (5.4) 63 (6.1) 64 (7.2) 64 (6.8)
Women, No. (%) 314 (62.2) 289 (60.1) 151 (54.1) 132 (50.4) 163 (72.1) 157 (71.7)
Race/ethnicity, No. (%)
White Latino or Hispanic 248 (49.1) 251 (52.2) 24 (8.6) 35 (13.4) 224 (99.1) 216 (98.6)
White non-Latino or Hispanic 104 (20.6) 85 (17.7) 104 (37.3) 84 (32.1) 0 1(0.5)
African American 92 (18.2) 86 (17.9) 92 (33.0) 86 (32.8) 0 0
Asian or Pacific Islander 34 (6.7) 44 (9.1) 34 (12.2) 44 (16.8) 0 0
Multiethnic or other 27 (5.3) 15 (3.1) 25 (9.0) 13 (5.0) 2 (0.9) 2 (0.9)
US acculturation
Place of birth, No. (%)
United States 219 (43.4) 193 (40.1) 216 (77.4) 192 (73.3) 3(1.3) 1(0.5)
South America 17 (3.4) 13 (2.7) 4 (1.4) 3(1.1) 13 (5.8) 10 (4.6)
Central America 161 (31.9) 154 (32.1) 9(3.2) 72.7) 152 (67.3) 147 (67.1)
North American Latino Countries 63 (12.5) 67 (14.0) 5(1.8) 6(2.3) 58 (25.7) 61 (27.8)
Other 45 (8.9) 53 (11.0) 45 (16.1) 53 (20.2) 0 0
If born outside United States, years 27 (13.3) 27 (13.3) 32 (16.5) 33 (16.5) 26 (11.9) 26 (11.7)
in the United States, mean (SD)
Educational level, No. (%)
<High school 287 (56.8) 289 (60.1) 102 (36.6) 102 (38.9) 185(81.9) 187 (85.4)
Limited health literacy, No. (%) 202 (40.0) 185 (38.5) 60 (21.5) 56 (21.4) 142 (62.8) 129 (58.9)
Patient-clinician language discordance, ~ NA NA NA NA 86 (41.2) 65 (32.2)
No. (%)
Finances, No. (%)
Not enough to make ends meet 124 (25.0) 119 (25.1) 65 (23.8) 56 (21.5) 59 (26.5) 63 (29.4)
Financial social standing, mean (SD)
1-10 score 6.1(7.7) 6.0 (6.9) 6.4 (7.3) 6.6 (9.1) 5.8 (8.1) 5.3(2.3)
Religious
Fairly to extremely, No. (%) 267 (53.4) 245 (51.6) 150 (54.6) 140 (54.3) 117 (52.0) 105 (48.4)
Spiritual, No. (%)
Fairly to extremely 332 (66.3) 296 (62.1) 190 (68.8) 173 (66.8) 142 (63.1) 123 (56.4)
Social support
Measure of social support score 38.3 (11.7) 37.9 (11.8) 39.8 (10.6) 38.6(11.2) 36.5(12.7) 37.0(12.4)
(total, 11-55), mean (SD)
:\T a r(TJ/a)rried or long-term relationship, 179 (35.5) 166 (34.7) 98 (35.1) 80 (30.7) 81 (35.8) 86 (39.5)
0. (%,
Have adult children, No. (%) 374 (74.2) 362 (75.4) 173 (62.2) 168 (64.4) 201 (88.9) 194 (88.6)
Have a potential surrogate, No. (%) 482 (95.5) 463 (96.5) 263 (94.3) 246 (93.9) 219 (96.9) 217 (99.5)
Health and functional status
Self-rated health, fair to poor, No. (%) 249 (49.4) 255 (53.2) 122 (43.9) 128 (49.0) 127 (56.2) 127 (58.3)
Instrumental activities of daily living 2.7 (3.8) 2.6 (3.5) 2.9 (3.9) 2.8 (3.6) 2.5(3.6) 2.4 (3.4)
difficulty score (total, 0-16), mean
(SD)
Activities of daily living difficulty 1.8(2.2) 1.7 (2.1) 1.8(2.2) 1.8 (2.4) 1.9 (2.2) 1.6 (1.8)
score (total, 0-12), mean (SD)
Depression, moderate to severe, 64 (12.7) 60 (12.5) 35 (12.5) 33 (12.6) 29 (13.0) 27 (12.3)
No. (%)
Anxiety, moderate to severe, No. (%)° 61 (12.1) 42 (8.7) 35 (12.5) 21 (8.0) 26 (11.5) 21 (9.6)
Desired role in decision making
Low decision control preference 44 (8.8) 52 (11.0) 11 (4.0) 19 (7.4) 33 (14.8) 33 (15.3)
(ie, physicians make all medical
decisions), No. (%)
Internet access
Access to the internet in the home, 265 (52.6) 228 (47.5) 187 (67.3) 171 (65.3) 78 (34.5) 57 (26.1)
No. (%)
Prior planning activities
Completed a will, No. (%) 57 (11.4) 71 (14.8) 37 (13.3) 51 (19.5) 20 (8.9) 20 (9.2)
Made funeral arrangements, No. (%) 118 (23.7) 114 (23.8) 62 (22.6) 60 (23.1) 56 (25.1) 54 (24.7)
ﬁny g/rl)cl)jr ACP documentation, 148 (29.3) 121 (25.2) 84 (30.1) 77 (29.4) 64 (28.3)¢ 44 (20.1)¢
0. (%,
Legal forms, No. (%) 89 (17.6) 79 (16.4) 45 (16.1) 50 (19.1) 44 (19.5) 29 (13.2)
Documented discussions about ACP, 81 (16.0) 64 (13.3) 52 (18.6) 43 (16.4) 29 (12.8) 21 (9.6)
No. (%)
Baseline ACP documentation rate 58 (11.5) 41 (8.5) 36 (12.9) 28 (10.7) 22 (9.7) 13 (5.9)

12 mo before intervention exposure,
No. (%)

Abbreviations: ACP, advance care planning; AD, advance directive; NA, not
applicable; PREPARE, PREPARE For Your Care.

2 Percentages reported in the table correspond to denominators that correct for
missing data, overall less than 5% missing. The following data were missing:
place of birth: 1 missing in PREPARE arm; years in United States: 5 missing in
AD arm, 6 missing in PREPARE arm; limited health literacy: 4 missingin AD
arm, 7 missing in PREPARE arm; patient-clinician language discordance:

17 missing in AD arm, 17 missing in PREPARE arm; finances: 9 missing in AD
arm, 7 missing in PREPARE arm; financial social standing: 4 missing in AD arm,
3 missing in PREPARE arm; religious: 5 missing in AD arm, 6 missingin
PREPARE arm; spiritual: 4 missingin AD arm, 4 missing in PREPARE arm;
measure of social support score: 14 missing in AD arm, 15 missing in PREPARE
arm; in a married or long-term relationship: 2 missing in PREPARE arm; have
adult children: 1 missing in AD arm, 1 missing in PREPARE arm; have a potential
surrogate: 1missing in PREPARE arm; self-rated health: 1 missing in AD arm,

2 missing in PREPARE arm; instrumental activities of daily living difficulty
score: 1missing in PREPARE arm; activities of daily living difficulty score: 1
missing in PREPARE arm; depression: 3 missing in PREPARE arm; low decision

control preference: 6 missing in AD arm, 9 missing in PREPARE arm; internet
access: 1 missing in AD arm, 1 missing in PREPARE arm; completed a will:

3 missing in AD arm, 2 missing in PREPARE arm; made funeral arrangements:
7 missing in AD arm, 2 missing in PREPARE arm.

b All variables are defined including reliability, validity, response options,
scoring, and references in the online protocol and the published protocol.!

< Depression is measured with the 8-item Patient Health Questionnaire (scores,
0-24) and anxiety is measured with the 7-item Generalized Anxiety Disorder
screening measure (scores, 0-21). Moderate to severe depression or anxiety
are defined by scores on both assessments of more than 10.2'

d Any prior ACP documentation includes any prior legal forms (ie, advance
directives, durable power of attorney for health care, and Physicians Orders
for Life Sustaining Treatment) and documented ACP discussions in the past 5
years (ie, oral directives or goals of care notes by clinicians).?'

© There were no significant between-group differences for any patient

characteristic overall and for English speakers or Spanish speakers, except for
any previous ACP documentation among Spanish speakers (P = .04).
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Social Support Survey Instrument

People sometimes look to others for companionship, assistance, or other types of support. How
often is each of the following kinds of support available to you if you need it? Choose one
number from each line.

None of A little of Some of Most of All of

Emotional/informational support the time  the time the time thetime  the
time
Someone you can count on to listen to youwhen O 1 O 2 O 3 O 4 Os

you need to talk

Someone to give you information to help you O 1 O 2 O 3 O 4 Os
understand a situation

Someone to give you good advice about a crisis O 1 O 2 O 3 O 4 Os

Someone to confide in or talk to about yourselfor O 1 O 2 O 3 O 4 Os
your problems

Someone whose advice you really want O 1 O 2 O 3 O 4 O s
Someone to share your most private worries and O 1 O 2 O 3 O 4 Os
fears with

Someone to turn to for suggestions about howto ~ O 1 O 2 O 3 O 4 O s

deal with a personal problem

Someone who understands your problems O 1 O 2 O 3 O 4 O s

https://www.rand.org/health-care/surveys_tools/mos/social-support/survey-instrument.htm]
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None of A little of Some of Most of All of
Tangible support the time  the time the time the time  the
time
Someone to help you if you were confinedtobed ~ O 1 O 2 O 3 O 4 Os
Someone to take you to the doctor if you needed O 1 O 2 O 3 O 4 Os
it
Someone to prepare your meals if you were O 1 O 2 O 3 O 4 Os
unable to do it yourself
Someone to help with daily chores if you were O 1 O 2 O 3 O 4 O s
sick
None of A little of Some of Most of All of
Affectionate support the time  the time the time the time  the
time
Someone who shows you love and affection O 1 O 2 O 3 O 4 Os
Someone to love and make you feel wanted O 1 O 2 O 3 O 4 Os
Someone who hugs you O 1 O 2 O 3 O 4 O s
None of A little of Some of Most of All of
Positive social interaction the time  the time the time the time  the
time
Someone to have a good time with O 1 O 2 O 3 O 4 Os
Someone to get together with for relaxation O 1 O 2 O 3 O 4 Os
Someone to do something enjoyable with O 1 O 2 O 3 O 4 Os
None of A little of Some of Most of All of
Additional item the time  the time the time thetime  the
time
Someone to do things with to help you get your O 1 O 2 O 3 O 4 O s

mind off things

https://www.rand .org/health-care/surveys_tools/mos/social-support/survey-instrument.html 2/3
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Table 2. Individual items of the eight-item mMOS-SS and 19-item MOS-SS

Number Question mMO0S-SS MOS-SS

Individual items If you needed it, how often is someone available...
Item 1 to help you if you were confined to bed? X X
Item 2 to take you to the doctor if you need it? X X
Item 3 to prepare your meals if you are unable to do it yourself? X X
Item 4 to help with daily chores if you were sick? X X
Item 5 to have a good time with? X X
Item 6 to turn to for suggestions about how to deal with a personal problem? X X
Item 7 who understands your problems? X X
Item 8 to love and make you feel wanted? X X
Item 9 you can count on to listen to you when you need talk? X
Item 10 to give you good advice about a crisis? X
Item 11 who shows you love and affection? X
Item 12 to give you information to help you understand a situation? X
Item 13 to confide in or talk to about yourself or your problems? X
Item 14 who hugs you? X
Iltem 15 to get together with for relaxation? X
Iltem 16 whose advice you really want? X
Item 17 to do things with to help you get your mind off things? X
Item 18 to share your most private worries and fears with? X
Item 19 to do something enjoyable with? X

Subscales
Subscale 1 Emotional/informational: Items 6, 7, 9, 10, 12, 13, 16, 18 X
Subscale 2 Tangible®: Items 1—-4 X
Subscale 3 Affectionate: Items 8, 11, 14 X
Subscale 4 Positive social interaction: Items 5, 15, 19 X
Subscale 5 Instrumental®: Items 1—4 X
Subscale 6 Emotional: Items 5—8 X

Abbreviations: mMOS-SS, modified Medical Outcomes Study Social Support Survey; MOS-SS, Medical Outcomes Study Social Support Survey.

2 Tangible support and Instrumental support are synonyms [22], subscale labels were chosen by original authors [24,27].




