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“Death may be inevitable, but a bad death is not” (Carr, 2019, p. 200). Dying patients
and their caregivers frequently name end-of-life (EOL) decision-making as a core
component of a “good death” or “dying well” (Byock, 1998; Steinhauser et al., 2000).
And EOL planning is one of the few ways that people can ensure and retain their
autonomy at the end-of-life. Given the growing yet under-researched LGBQ+
population in the United States, there is a dearth of research on sexual identity as an
axis of stratification in relation to EOL planning behaviors and attitudes.

Most research about EOL planning has emphasized racial/ethnic, (binary)
gender, and (to a lesser extent) SES differences. For example, we know that Black
and Latine respondents are significantly less likely to have a living will than White
respondents, and we know that women have earlier and greater participation in EOL
planning than men (Carr, 2019). However, this research focuses exclusively on

different-sex couples or heterosexuals (or does not account for sexual identity or



attempt to identify if respondents are sexual minorities). Consequently, very little is
known about EOL planning for sexual minorities (SMs). Studies that consider SMs
have been restricted to qualitative examinations of predominately White, affluent
same-sex couples. Yet, SMs (i.e. people who do not identify as heterosexual or
“straight”) are a diverse and growing population marked by stark health disparities
and unique historical traumas, including the AIDS Epidemic of the 1980s. And this
population faces unique minority stressors that include precarious legal environments
in the EOL context, the consequences of which are not well understood.

Minority stress theory (MST) posits that SMs should have lower rates of EOL
planning as a consequence of these unique minority stressors. However, MST also
suggests that structural discrimination in health care facing SMs (rooted in the AIDS
Epidemic of the 1980s and the medicalization of sexuality and pathology ascribed to
homosexuality) contributes to health disparities between SMs and non-SMs which
may incentivize EOL planning among SMs. To test these competing hypotheses, I
apply MST and SM structural discrimination perspectives in this novel investigation
of variation between SMs and non-SMs, and variation within SMs, in EOL planning.
Because SMs are a diverse population, this dissertation adopts an intersectional
perspective, positing that examining SM status in isolation from other social identities
may obscure important differences in how EOL planning is experienced. Further, this
dissertation investigates differences in EOL planning among partnered SMs by
adopting a gender-as-relational perspective, which suggests that EOL planning
behaviors should vary based on the gender composition of couples (i.e. the

combination of own gender and spouse or partner gender).



Bridging theories of minority stress, structural discrimination,
intersectionality, a gender-as-relational perspective and a “doing gender” perspective,
I examine four broad research questions: (1) How does EOL planning vary by sexual
identity?; (2) How does EOL planning differ vary by couple type?; (3) How are
gender, SES, and race/ethnicity (i.e. established determinants of EOL planning among
non-SMs) associated with EOL planning among SMs?; and (4) What are other
sources of heterogeneity in EOL planning behaviors among SM Americans? I adopt a
three-paper model for my dissertation to address these research questions by using:
(1) cross-sectional and longitudinal data from the Health and Retirement Study
(Chapters 3-4); and (2) cross-sectional data from a survey of approximately 1,200 SM
adults that I designed and fielded via the Prolific platform (Chapter 5). Findings from
Chapter 3 seek to answer research questions 1 and 3 by using self-reported sexual
identity information to compare EOL planning behaviors between SMs and non-SMs;
Findings from Chapter 4 seek to answer research questions 2-3 by using household
data to identify and compare EOL planning behaviors between those in same-sex and
different-sex couples; and findings from Chapter 5 seek to answer research questions
1, 3, and 4 by using data from an original survey of SM adults to explore variation
among diverse SMs and to identify novel sources of heterogeneity in SMs” EOL
planning behaviors.

Using cross-sectional data from the 2022 wave of the Health and Retirement
Study (HRS), Chapter 3 finds that gay/lesbian Americans have significantly greater
odds of engaging in formal EOL planning compared to heterosexual Americans, and

gay/lesbian Americans also have significantly greater odds of engaging in informal



EOL planning. Chapter 3 also finds that SMs identifying with “some other sexual
identity” have significantly lower odds of engaging in formal and informal EOL
planning compared to non-SMs. Using longitudinal data from the 2012-2018 waves
of the HRS, Chapter 4 finds further evidence that EOL planning is unequally
distributed among the U.S. population by SM status (as proxied by couple type).
More specifically, findings from Chapter 4 show that those in same-sex couples
devote considerable attention to multiple measures of formal EOL plans compared to
those in different-sex couples.

Using data from an original survey of SM adults, Chapter 5 finds very little
evidence of differences by sexual identity in EOL planning behaviors when
comparing across SM identities. However, findings from Chapter 5 identify several
sources of heterogeneity in the EOL planning behaviors of SM Americans, including
marital status, age group, minority stress, and social support. Synthesizing findings
from Chapters 3-5 provides insights into how key sociodemographic variables (i.e.
gender, SES, and race/ethnicity) are associated with EOL planning among SMs as
well as between SMs and non-SMs in ways both consistent and divergent from the
broader EOL planning literature. The results emphasize the importance of considering
sexual identity and SM status in empirical investigations concerning the EOL context.

Beyond extending our understanding of disparities in EOL planning, this
dissertation contributes to the literature in several ways. Specifically, my dissertation:
(1) provides new quantitative evidence on EOL planning among underexplored
population groups by testing applications of multiple theoretical frameworks; (2)

refines our understanding of social stratification by demonstrating the importance of



examining sexual identity and gender as core axes of stratification rather than additive
or secondary characteristics; (3) identifies how cultural norms surrounding gender
and communication about death and dying apply to SMs; (4) identifies novel sources
of heterogeneity in EOL planning among SMs; (5) provides an empirical foundation
for future research on EOL planning behaviors and attitudes; and (6) advances
knowledge about the increased diversity of families and growth of minority
populations in a time of aging populations — illuminating potential vulnerabilities at
the EOL among SMs and underscoring the importance of SM status and sexual
identity to understanding how EOL planning is stratified. Lastly, this dissertation has
broader impacts, such as the creation of a novel data source and fostering
conversations among individuals, families, and communities regarding death and

dying.
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Chapter 1: Introduction and Statement of Problem

Reviewing the Current Landscape

In his book, Being Mortal: Medicine and What Matters in the End, Atul Gawande (2014)
succinctly summarizes the uncertainty of end-of-life (EOL) discussions and decisions for many
older adults:

“Whenever serious sickness or injury strikes and your body or mind begins to break
down, the vital questions are the same: What is your understanding of the situation and its
potential outcomes? What are your fears and what are your hopes? What are the trade-offs you
are willing to make and not willing to make? And what is the course of action that best serves
this understanding?” (p. 259).

Our mortality is an inescapable fate and the grim reality is that, at the end-of-life, the
majority of older adults suffer from physical discomfort, chronic illness, and diminished
cognitive function (Carr, Moorman, & Boerner, 2013). Under such conditions and in such states
of being, adults may be incapable of making informed decisions about their own course of
medical treatments and/or interventions (Silveira, Kim, & Langa, 2010). As a result, Carr ef al.
(2013) note how, “decisions about accepting or rejecting treatments often are left to family
members who may not know the patient’s preferences or who may disagree about an appropriate
course of care” (p. 586). This is particularly true in the context of the United States — a country
where scientific advances have transformed the processes of aging and dying into medical
experiences (Gawande, 2014), and where there are persistent cultural stigmas surrounding
discussions of death and dying in daily life (Keeley, 2017).

“Death may be inevitable, but a bad death is not” (Carr, 2019, p. 200). Dying patients and

their caregivers frequently name EOL decision-making as a core component of a “good death” or



“dying well” (Byock, 1998; Steinhauser et al., 2000). More specifically, those older adults with
advance directives and other forms of planning in place are more likely to experience greater use
of palliative care or hospice, reduced use of invasive and/or excessive medical
treatments/interventions, a stronger sense of control, and a greater likelihood of dying at home as
opposed to institutional settings — all components of a “good death” (Carr, 2019). Ultimately,
EOL planning is one of the few ways that people can ensure and retain their autonomy in an
EOL health care crisis. By using the term “end-of-life planning,” I am referring to both formal
advance care planning (ACP) (e.g., living wills, medical directives, do-not-resuscitate orders,
designating medical proxies, having a durable power of attorney for health care, etc.) and
informal planning (e.g., discussions with significant/trusted others about treatment preferences,
personal wishes, and general values). The benefits of EOL planning, however, extend beyond
those who are in the process of actively dying. Family members of those who are actively dying
may have their decision-making burden eased by the presence of EOL plans (Carr, 2019).

Despite the benefits of EOL planning, the majority of Americans do not have formal or
informal EOL plans. According to recent estimates provided by Yadav et al. (2017), after a
meta-analysis of 795,909 people across 150 studies (published from 2011-2016), 36.7 percent
had completed an advance directive (i.e. a written statement of a person's wishes regarding
medical treatment, often including a living will, made to ensure those wishes are carried out
should the person be unable to communicate them to a doctor). And of those who did complete
some form of advance directive, 29.3% had completed living wills (i.e. a written statement
detailing a person's desires regarding their medical treatment in circumstances in which they are
no longer able to express informed consent, especially an advance directive), 33.4% had

designated healthcare proxies (i.e. a document with which a person appoints an agent to legally
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make healthcare decisions on behalf of the person), and 32.2% had completed an advance
directive that was either not specified or was combined with other forms (Yadav et al., 2017).
Relatedly, Yadav et al. (2017) find that adults ages 65 and older were significantly more likely to
have completed any form of advance directive compared to adults below the age of 65 (45.6% v.
31.6%). These statistics are concerning when taking into consideration other statistics regarding
population aging and rising rates of chronic illness, comorbidities, dementia diagnoses, etc.
Increasingly, the need for EOL planning appears to be of utmost importance, making research
advancing knowledge of and conversations surrounding EOL issues an urgent matter.

Low numbers of Americans (especially those below the age of 65) engaging in EOL
planning have persisted despite state and national policy efforts, including the Patient Self-
Determination Act (PSDA) passed by the U.S. Congress in 1990 (U.S. Department of Health and
Human Services, 2008). The PSDA mandated that all healthcare facilities receiving federal funds
“ask patients whether they have advance directives, to provide information about advance
directives, and to incorporate advance directives into the medical record” (U.S. Department of
Health and Human Services, 2008). One of the original goals of the PSDA was to educate
patients, health care providers (HCPs), and the broader public about advance directives, but this
policy effort has arguably had low to moderate success when examining available data (Carr,
2019; Hunsaker & Mann, 2013). More recent policy efforts stemming from the passage of the
PSDA, such as reimbursements for HCPs’ time spent discussing EOL issues with Medicare-
beneficiary patients (instituted in 2016 by the Obama administration as part of the Affordable
Care Act), have likely advanced efforts to educate the general public about advance directives,
but an understanding of how EOL planning is stratified across sociodemographic groups is

essential to gauging the successes of these past policy efforts and for evaluating the current state
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of EOL planning across diverse communities. This is underscored by extensive research
documenting sociodemographic variation in other inequities in aging, with disadvantaged groups
experiencing higher disease burden and reduced access to familial and institutional resources in
later life. For example, research shows that older adults who are racial/ethnic minorities
experience higher rates of cognitive impairment and dementia compared to older adults who are
White (Camargo et al., 2024; Mayeda et al., 2016), lower SES groups experience increases in
all-cause mortality and those with lower educational attainment (compared to those with higher
educational attainment) experience elevated mortality risk in addition to increased odds of
lacking health insurance and being unable to afford needed medical care (Gulati et al., 2025),
and older adults from socially disadvantaged groups experience more unstable social networks
and are at greater risk of losing access to support and resources often provided by adult children
(Cornwell, 2015; Goldman & Cornwell, 2018). Since EOL planning is crucial to maintaining
autonomy and dignity at the end-of-life, understanding sociodemographic variation in EOL helps

clarify how EOL planning potentially buffers against or amplifies these broader inequities in

aging.

Statement of Problem

Sexual minorities (SMs) represent a diverse community for whom we have little to no
knowledge concerning the current state of EOL planning. There is a dearth of research on sexual
identity and gender identity (beyond binary measures) in relation to EOL planning attitudes and
behaviors. Prior research on EOL planning has concentrated on racial/ethnic, (binary) gender,
and (to a lesser extent) SES differences — making it difficult to ascertain how some of the

patterns and concerns raised above may translate to SMs (Carr, 2019). For example. research



shows that women have earlier and greater participation in EOL planning than men (Carr, 2019).
Researchers have attributed this difference to gender norms of men needing to be “tough” and
the stigma facing women when they are a “burden” to others (Gott, Morgan, & Williams, 2020).
While SMs both conform to and resist traditional gender norms depending on context, research
has yet to examine how SM status is associated with gender (and other social factors) in the EOL
context. The lack of research on SMs is accompanied by the finding that the share of adults
identifying as LGBTQ+ has steadily increased from 3.5% in 2012 to 9.3% in 2024 according to
Gallup data (Jones, 2025). Research consistently demonstrates that SMs experience
disproportionately worse outcomes across the domains of physical, mental and social health
when compared to their heterosexual counterparts. Hence, the increase in LGBTQ+
identification indicates a growing population marked by stark health disparities (Almeida et al.,
2009; Hafeez et al., 2017; Hatzenbuehler et al., 2013; Jackson et al., 2016; Trinh et al., 2017,
Whitehead ef al., 2016). While evidence on economic well-being for SMs across the life course
remains limited, existing research suggests that aging experiences likely differ by SM status and
within SM populations — further indicating a growing population marked by multidimensional,
intersecting disparities (Chan, Tam, & Leung, 2025; Chen, 2022; Feinstein et al., 2023;
Fredriksen-Goldsen ef al., 2023; Schuler, Prince, & Collins, 2021). Thus, proactive research
identifying barriers to and factors that facilitate EOL planning is needed to provide empirical
evidence to inform future interventions aimed at ensuring younger cohorts of SMs engage in
EOL planning before reaching late adulthood — a time when the disproportionate health
disparities facing SMs may limit SMs’ ability make decisions about their own care.

Health disparities facing SMs are most commonly explained via minority stress theory

(MST) (Brooks, 1981; Brooks et al., 2018). MST posits that SMs experience both external
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stressors (e.g., discrimination, victimization) and internal stressors (e.g., expectation of rejection,
internalized homonegativity) which combine to negatively impact SMs’ health behaviors (e.g.,
seeking care) and outcomes (e.g., negative self-esteem) (Brooks, 1981; Meyer, 2003; Sun et al.,
2020). For example, Valentine and Shipherd (2018) note that, “[t]he cumulative burden of distal
and proximal stressors can serve to overwhelm one's ability to cope, thus leading to poor mental
[and physical] health outcomes...” (p. 5). However, MST has yet to be applied to the EOL
context as this dissertation seeks to do. This is a concern given that SMs experience not only
stark health disparities (further necessitating EOL planning), but unique minority stressors. In
particular, SMs experience unique minority stressors in the EOL context vis-a-vis a precarious
legal environment, such as the absence of federal policies for resolving health care proxy
disputes — a common concern for SMs with estranged family relationships and SMs who are
single or in relationships that are not recognized as having a legal or biological basis. This issue
of legal precarity facing SMs is further discussed in the literature review chapter, but is
highlighted here to help illustrate the compounding challenges currently facing SMs in the EOL
context. More specifically, the precarious legal environment facing SMs exemplifies a unique
distal minority stressor — likely leading to stress proliferation (i.e. the tendency for stressors to
beget novel stressors, creating a causal chain of stressors that often harm health in the absence of
adequate coping resources) for SMs and uniquely affecting the EOL planning behaviors and
attitudes of SMs (LeBlanc, Frost, & Wright, 2015).

Elaborating on the stress proliferation concept introduced above, LeBlanc ef al. (2015)
note that “...life’s challenges and ongoing difficulties usually do not exist independently of one
another” (p. 41). Rather, “constellations” of primary stressors and secondary stressors are

interconnected and significantly associated (directly or indirectly) with negative health outcomes
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(LeBlanc et al., 2015). For example, LeBlanc et al. (2015) provide the example of informal
caregivers to people living with AIDS in the early- to mid-1990s. Referencing examples
provided by LeBlanc et al. (2015), these caregivers would experience a primary source of stress
(e.g., “the ongoing tasks of assisting a person with activities of daily living such as eating,
bathing and dressing”) resulting in secondary stressors (e.g., “feelings of entrapment in the
caregiver role”, work strain) and leading to a negative outcome (e.g., depression) (LeBlanc et al.,
2015, p. 42). And this causal chain of stressors is situated within the larger structures of society:
(1) background characteristics (e.g., race/ethnicity, SES); and (2) situational context (e.g.,
neighborhood of residence) (LeBlanc et al., 2015).

Contextualizing the experiences of SMs within this stress proliferation concept, one can
hypothesize connections between minority stressors and EOL planning for SMs and further
appreciate the unique situation confronting SMs in the EOL context. And by doing so, we can
move towards addressing the paucity in research examining minority stress within a stress
proliferation framework (LeBlanc et al., 2015). As LeBlanc et al. (2015) critique MST:

“...[MST] largely ignores role-based stress, focusing instead on the social stress
emanating from disadvantaged social statuses, identities, or group membership, and it does not
examine stress experience related to other life domains. As a consequence, the relationship
between general stress processes (experienced by the general population) and minority stressors
(unique to disadvantaged minority populations) is not well understood.” (p. 44).

With the above critique in mind, SMs’ experiences with EOL planning serve as an ideal
platform for understanding and bridging this gap between stress proliferation and MST. Given
the universality of death, thinking about death and engaging in end-of-life planning are general
stressors common to both SMs and non-SMs. However, these general stressors are then likely

moderated by distal (external) and proximal (internal) stressors that disproportionately impact

SMs compared to non-SMs (i.e. minority stressors). For example, as I develop in the paragraphs
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to follow, the AIDS epidemic of the 1980s (i.e. a distal stressor) is a historical trauma that
ushered in a massive death toll within SM communities and introduced a salient threat of
premature death for SMs (Elliott, Amenta, & Caren, 2016). And while non-SMs were also
impacted by this distal stressor (e.g., experiencing the AIDS epidemic through the lens of being a
family member and/or caregiver to people living with AIDS), recognition of AIDS as a “gay
disease” likely exacerbated the interplay between general stressors (i.e. thinking about death) and
distal stressors (e.g., the AIDS epidemic) for SMs compared to non-SMs — particularly given
SMs’ “background characteristics” (i.e. sexual/gender identity). In turn, this likely led to greater
stress proliferation for SMs during this time — showing how a combined understanding of MST
and stress proliferation sheds light on how minority stressors intersect with general stressors to
produce unequal outcomes.

Beyond the impacts of minority stressors (e.g., the precarious legal environment facing
SMs in the EOL context), EOL planning is likely informed by the experience of historical
traumas associated with the AIDS Epidemic of the 1980s. From this time until the mid-1990s
when AIDS-related deaths began to decline, the United States experienced the death of tens of
thousands of men-who-have-sex-with-men (MSM) and trans women — a unique stressor
characterizing the lived experiences of a cohort of SMs who were ages 2545 in 1980 (Elliott et
al., 2016, National Research Council, 1993; Poteat, Reisner, & Radix, 2014). The extensive
death toll that characterized the lives of SMs during this time was accompanied by government
inaction propagated by the Reagan administration, growing stigma against sexual minority men,
general fear and misunderstanding regarding how HIV/AIDS was spread, and high-profile
legal/policy decisions central to the rights of SMs (e.g., 1987 HIV Travel Ban; Bragdon v.

Abbott) (Fairchild and Tynan, 1994; U.S. Supreme Court, 1998; Winston and Beckwith, 2011).
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Estimates from the Centers for Disease Control and Prevention (CDC) show that more than
267,500 MSM in the U.S. died from AIDS from the late 1970s until the end of 1991 when
effective antiretroviral therapies became available (Cox, 2012) — although these estimates do not
include the number of individuals affected by the death of loved ones due to AIDS during this
time.

The AIDS epidemic of the 1980s has had lasting impacts on SMs — primarily gay,
bisexual, and other MSM (in addition to gender minorities such as trans women). I hypothesize
that the AIDS epidemic has had scarring effects on the lives of SMs (as a distal stressor) across
three key domains: (1) ontological security; (2) social networks; and (3) structural discrimination
in health care. Further, I argue that the AIDS epidemic has introduced and/or exacerbated a
variety of minority stressors across each of the three domains — minority stressors which are
consequential for the EOL planning attitudes and behaviors of SMs.

First, regarding ontological security, Giddens (1990) argues that attitudes of trust towards
abstract systems and the future are usually routinely incorporated into the continuity of day-to-
day activities and are, to a large extent, enforced by “the intrinsic circumstances of daily life”
(Giddens, 1990, p. 90). Here, ontological security refers to “the confidence that most human
beings have in the continuity of their self-identity and in the constancy of the surrounding social
and material environments of action.” (Giddens, 1990, pg. 92). As Giddens notes, a sense of the
reliability of people and “things,” so central to the notion of trust, is fundamental to feelings of
ontological security (Giddens, 1990, p. 92). However, the AIDS Epidemic of the 1980s
exemplifies how cumulative disruptions and stressors undermine SMs’ trust in such abstract

systems (e.g., the medical system) and the future. As Bennington-Castro (2020) writes:



“By the end of 1984, AIDS had already ravaged the United States for a few years,
affecting at least 7,700 people and killing more than 3,500. Scientists had identified the cause of
AIDS—HIV—and the U.S. Centers for Disease Control and Prevention (CDC) identified all of
its major transmission routes. Yet, U.S. leaders had remained largely silent and unresponsive to
the health emergency. And it wasn't until September 1985, four years after the crisis began, that
President Ronald Reagan first publicly mentioned AIDS. But by then, AIDS was already a full-
blown epidemic.”

Navigating day-to-day life amidst a climate rife with homophobia (e.g., public fears of
the “gay plague”) and political silence — while also fearing premature death and experiencing the
premature deaths of SM peers — SMs occupying this period of time experienced cumulative
disruptions and stressors that likely undermined their sense of ontological security (Bennington-
Castro, 2020). As demonstrated through research by Padgett (2007) interviewing people with
histories of housing insecurity and mental illness, stigma and social exclusion are precursors for
uncertainty about the future and, consequently, diminished ontological security. However,
Padgett (2007) finds that “[a]ddressing the ‘what’s next’ questions carries a degree of urgency
born of the risk of premature mortality and it also points to the difficulties of overcoming years
of adversity and disablement” (p. 10). Stigma and social exclusion characterized the lived
experiences of SMs during the AIDS Epidemic. Less clear is how the historical legacy of the
AIDS Epidemic of the 1980s influenced the EOL planning attitudes and behaviors of SMs. It is
possible that SMs, who were fearful of premature death, were motivated to participate in EOL
planning as a means of preparing for “what’s next” — as Padgett (2007) outlines. However, it’s
also possible that SMs — with a low sense of trust in the government and medical system — were
less motivated to participate in formal EOL planning (relying instead on informal channels).

Prior research documents how lower sense of ontological security among marginalized

groups is associated with distrust of government and medical systems generally. For example,

studies of Black Americans’ medical mistrust — rooted in historical traumas such as the Tuskegee
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Study of Untreated Syphilis — show how cumulative disruptions and stressors influence the
propensity of minority group members to seek medical care through formal channels (Cueva et
al., 2024; Hall et al., 2022; Thompson et al., 2021). More specifically, Cueva et al. (2024) find
high levels of mistrust among Black patients living with serious illness and the authors note how
“Black iatrophobia” (i.e. the fear of medicine in Black communities resulting from historical
research and medical injustices against Black people) is associated with delays in preventative
health screenings. Similarly, prior research documents how Black older adults place greater trust
in informal health sources such as family, friends, and religious communities (compared to
White older adults), and that Black adults’ relatively high distrust of physicians likely contributes
to observed racial health disparities through promoting reduced utilization of preventative health
services (Musa et al., 2009). Given that research finds that medical-related “gaslighting”, trauma,
and distrust are pervasive systemic disparities among SMs, SMs may similarly experience
undermined trust in institutionalized decision-making associated with these formal institutions
(Nowaskie, Blackwood, & Garcia, 2025). Consequently, SMs may place greater trust in and opt
for informal channels for communicating their EOL care preferences — emblematic of how SMs
fostered a culture of informal caregiving to endure the 1980s AIDS Epidemic when formal
institutions provided inadequate supports for and were hostile to SM communities (Muraco &
Fredriksen-Goldsen, 2011).

Second, while an extensive death toll and increased stigmatization among marked the
lives of SMs during and immediately following the AIDS Epidemic, the United States witnessed
a transformation in the LGBT movement, with stronger ties between gay and lesbian
communities emerging from the AIDS epidemic (Bernstein, 2002; Elliott et al., 2016).

Additionally, high levels of friend-centered support networks characterize the lives and social
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networks of LGBT older adults, with aging SMs (and gender minorities) relying on “families of
choice” comprised of close friends and neighbors, as opposed to biological family structures or
“families of origin” that are common for most heterosexual older adults (Brennan-Ing et al.,
2014). The historical importance of and reliance on “families of choice” among SMs is still
observed and documented today (particularly among SM older adults) (Bosley-Smith, 2022;
Etengoff & Daiute, 2015; Mitchell, 2008; Wardecker & Matsick, 2020). I hypothesize that the
reliance on “families of choice” may translate to greater participation in informal EOL planning
among these friend-centered support networks. However, depending on the emotional closeness
of SMs to families of origin, those SMs who are estranged from their families of origin may feel
greater pressure to establish formal EOL plans to compensate for the legal precarity often
characterizing the social connections in such “families of choice”. As Brennan-Ing et al. (2014)
note:

“While the importance of friends in the lives of LGBT older adults is well documented,
there may be limits in their ability to provide care to them over the long term, especially if
decision making is required... The absence of blood ties between friends who comprise the
family of choice and the older LGBT adult can result in negative interactions with the biological
family. In addition, the lack of legal recognition of same-sex partners in most jurisdictions
excludes these individuals from making caregiving decisions concerning their significant
others...” (p. 24-25).

Third, as evidenced above, the precarious (and dynamic) legal environment that
characterizes the aging and EOL experiences of SMs is often accompanied by past experiences
of having been denied health care and/or provided with inferior health care (Fredriksen-Goldsen
et al., 2011; Fredriksen-Goldsen et al., 2016); persistent fears associated with accessing health
care (Alencar Albuquerque ef al., 2016; Fredriksen-Goldsen et al., 2011); non-disclosure of

sexual/gender identities to healthcare providers (Fredriksen-Goldsen ef al., 2011; Schrimshaw,

Downing, & Cohn, 2018); past experiences of victimization (Fredriksen-Goldsen et al., 2011);
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etc. This structural discrimination in health care facing SMs arguably has roots in the AIDS
Epidemic of the 1980s (in addition to a much longer history dating back to the invention of the
category “homosexual” and the framing of non-heterosexuality/gender expansive identities as
abnormal/pathological). For example, Bennington-Castro (2020) explains how “[b]eyond the
mortal danger from the disease, [SMs] also dealt with potentially being ‘outed’ as homosexual if
they had AIDS or an illness resembling it” — and the social consequences of being associated
with HIV/AIDS were severe. In sum, SM older adults are a growing and diverse population
whose life courses have been uniquely shaped by historical events and structural discrimination
in social, legal, and health care contexts. And this structural discrimination has contributed to
persistent heath disparities and cumulative disadvantages facing SM older adults — representing
enduring minority stressors. EOL planning provides an opportunity for SM older adults to
exercise their autonomy in the midst of these aforementioned minority stressors. For example,
through documenting EOL care preferences and designating trusted health care proxies, EOL
planning can help mitigate the risk of unwanted medical interventions and prevent the exclusion
of “chosen family” in contexts where structural discrimination has historically been a concern.
And as the U.S. National Research Council (1998) notes:

“Death in the United States is usually the province of the elderly, and its incursion into a
youthful community means that social and psychological issues that are normally allocated to
the end of the life course have to be dealt with at an early age.”

The historical legacy of this incursion of AIDS-related deaths beginning in the 1980s on
the EOL planning for SM adults remains underexplored. While the AIDS epidemic of the 1980s
has shaped the lived (and aging) experiences of SM older adults today as detailed above, younger
cohorts of SMs are arguably further removed from the historical impacts of the AIDS epidemic.

However, commonalities exist across cohorts of SMs. With regard to EOL planning, SMs today
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still navigate a precarious legal environment, where formal EOL planning, such as durable power
of attorney for healthcare appointments (DPAHC) and living wills, are often contested and able
to be overturned in favor of competing stakeholders (e.g., biological parents of same-sex
partners) (Carr, 2019). Additionally, while younger cohorts of SMs experience comparatively
less sexual stigma (i.e. society’s shared belief system through which non-normative sexualities
are denigrated, discredited, and constructed as invalid relative to heterosexuality) than older
cohorts (Meyer and Northridge, 2010), younger cohorts of SMs occupy a society where
heterosexist attitudes still exist and negatively impact younger cohorts of SMs on a range of
issues such as same-sex parenthood, non-normative gender expression, etc. Further, the available
literature suggests the enduring importance of “families of choice” to SMs. And while this
dissertation is not positioned to examine the (in)direct consequences of the AIDS Epidemic of
the 1980s on the EOL planning attitudes/behaviors of SMs or potential cohort effects, I highlight
the AIDS Epidemic to illustrate how SMs are not only uniquely positioned with regard to health
disparities, but also EOL issues.

While the MST model helps to explain health disparities facing SMs (as outlined above),
this dissertation advances the argument that the MST model may help to similarly explain the
EOL planning attitudes and behaviors of SMs. The application of MST to and further research on
EOL planning for SMs is important given not only the aforementioned factors (e.g., legal
precarity, historical legacy of the AIDS Epidemic of the 1980s, etc.), but also given the
challenges presented by both population aging and the recent COVID-19 pandemic. Regarding
population aging, Rajan ef al., (2022) note that, “[t]he United States demographic characteristics
have been changing with the ‘baby boom’ generation reaching older ages, resulting in a larger

number of older adults, and growth in diverse populations...” (p. 1). One forecast consequence
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of this population aging in the United States is the epidemic of chronic disease — whereby people
are living longer lives, therefore increasing the burden of chronic disease (in particular, age-
related diseases such as dementia and cardiovascular disease) (Jaul & Barron, 2017). For
example, researchers estimate that the number of people living with Alzheimer’s disease (AD) or
mild cognitive impairment (MCI) in the United States will increase from 6.07 million and 12.23
million in 2020 to 13.85 million and 21.55 million in 2060 respectively (Rajan at al., 2022). For
these people living with AD/MCI, EOL planning will be crucial to maintaining autonomy and
dignity at the end-of-life. Given that SMs are a rapidly growing population marked by health
disparities, and given research showing higher rates of subjective cognitive impairment among
SMs (Frederiksen-Goldsen et al., 2022; McKetta et al., 2025) and significantly greater
prevalence of cognitive impairment among SMs (Hsieh, Liu, & Lai, 2021), it is likely that SM
older adults will disproportionately be impacted by this increasing burden of chronic disease
brought by population aging. Thus, it is crucial that we develop an understanding of the current
state of EOL planning for SM communities.

Beyond population aging and the rising prevalence of chronic disease, Americans in the
present decade have had to grapple with an extensive death toll characterizing the COVID-19
pandemic. While the United States has scaled back data collection and reporting for COVID-19
infections and deaths, an estimated 939,877 COVID-19 deaths have been reported by the CDC
(2022) as of February 23, 2022, and an estimated 23,380,530 cases of “long COVID” have been
reported by the American Academy of Physical Medicine and Rehabilitation (2022) as of
February 27, 2022. And despite the reduction in data infrastructure beginning with the expiration
of the public health emergency declaration for COVID-19 on May 11, 2023, preliminary

estimates of COVID-19 burden in the United States report that up to 63,000 COVID-19 deaths
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and up to 540,000 COVID-19 hospitalizations have occurred from October 1, 2024 to September
20, 2025 (CDC, 2025; Silk et al., 2023). Additionally, a meta-analysis of studies published from
2021-2024 estimates a 29% prevalence rate of long COVID among individuals with confirmed
COVID-19 diagnoses in the United States (Hou et al., 2025). Such stark numbers highlight the
importance of understanding the EOL planning behaviors and decisions of Americans given the
increased threat of premature death and chronic illness stemming from COVID-19 and facing
Americans earlier this decade. And while the COVID-19 is no longer recognized federally as a
public health emergency, chronic diseases — including hypertension, diabetes, asthma, COPD
and cancer — are among the most prevalent comorbidities associate with severe COVID-19
outcomes. This intersection of chronic disease and COVID-19 risk underscores the continued
vulnerability of many Americans since the onset of the COVID-19 pandemic and highlights the
importance of establishing EOL plans (Fekadu et al., 2021). Additionally, it is important to note
that not all people have experienced the COVID-19 pandemic equally. In fact, Hacker et al.
(2021) explain how:

“Some populations, including those with low socioeconomic status and those of certain
racial and ethnic groups, including African American, Hispanic, and Native American, have a
disproportionate burden of chronic disease, SARS-CoV-2 infection, and COVID-19 diagnosis,
hospitalization, and mortality. These populations are at higher risk because of exposure to
suboptimal social determinants of health (SDoH). SDoH are factors that influence health where
people live, work, and play, and can create obstacles that contribute to inequities. Education,
type of employment, poor or no access to health care, lack of safe and affordable housing, lack
of access to healthy food, structural racism, and other conditions all affect a wide range of
health outcomes. The COVID-19 pandemic has exacerbated existing health inequities and laid
bare underlying root causes” (Hacker et al., 2021).

Comparable to the experiences of racial and ethnic minority groups in the United States,

SMs are similarly positioned with suboptimal SDoH. For example, available data suggest stark

SES disparities when comparing SM older adults to their heterosexual/cisgender counterparts
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(Emlet, 2016). In a national, non-representative sample of LGBT (i.e. lesbian, gay, bisexual, and
transgender) older adults (ages 50 years and older) in the United States, nearly a third of LGB
older adults enrolled in the study lived at or below 200% of the federal poverty level (Fredriksen-
Goldsen et al., 2013). Given these suboptimal SDoH facing SMs, SMs likely have a
disproportionate burden of chronic disease, SARS-CoV-2 infection, and COVID-19 diagnosis,
hospitalization, and mortality — as outlined by Hacker et al. (2021) — and thus the need for EOL
planning may be more salient. This may be especially true for racial and ethnic minority SMs, a
population for which even less is known about with regard to EOL issues.

Within countries such as the United States, the present decade has been marked by the
multiple “pandemics” that people have had to navigate (in addition to the COVID-19 pandemic).
The co-occurring “pandemics” of systemic racism, police brutality, economic inequality, chronic
disease, and COVID-19 have drastically re-shaped how Americans navigate day-to-day life and
approach planning for the future. For reasons outlined above, it is plausible that diverse SMs
have experienced the COVID-19 pandemic in unique ways, and (similar to the AIDS Epidemic
of the 1980s) this may increase SMs’ precarious position with regard to EOL issues. Ultimately,
the COVID-19 pandemic has revitalized the need for conversations and research surrounding
EOL planning for all Americans, but particularly for SMs as precarity in legal protections persist
(and are arguably worsening across several domains). And with the looming risk of future
epidemics and pandemics due to novel pathogens and zoonotic diseases (Fanelli et al., 2025;
Karami et al., 2024; Ukoaka et al., 2024), this need for additional research is further
underscored.

In fact, research by Fish et al. (2021) using a national sample of adults (collected at the

height of physical distancing orders in the United States) finds evidence of sexual identity
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disparities across several indicators of well-being both pre- and post-pandemic onset (e.g.,
compared to heterosexual respondents, bisexual respondents were disproportionately more likely
to report poorer mental health and physical health, greater psychological distress, etc., both
before and after the onset of the pandemic). However, negative impacts from the pandemic were
not evenly experienced among sexual minorities within this study — suggesting that while sexual
minorities may experience distinct health consequences stemming from the COVID-19
pandemic, further research and “comprehensive surveillance” is needed to explore heterogeneity
among sexual minorities (Fish et al., 2021). This dissertation seeks to further research and
understand such heterogeneity among SMs and illuminate the experiences of SMs with regard to
EOL planning and decisions — an issue of growing importance and relevance given the recent
COVID-19 pandemic, SMs’ day-to-day experiences with minority stressors, and the changing
legal environment.

Given the dual impacts of population aging and COVID-19 on the prevalence of chronic
disease, the reality that chronic diseases are the leading cause of disability and death globally
(Fekadu et al., 2021), and stark health disparities and unique minority stressors facing SMs,
facing SMs, this dissertation seeks to further our understanding of how EOL planning is
stratified by SM status and, ultimately, to evaluate the current state of EOL planning across
diverse communities. In the section to follow, I detail the specific aims and research questions

guiding my dissertation.

Research Questions

Given the above information, my dissertation investigates the social factors influencing

the extent to which the population participates in formal (e.g., advanced medical directives) and
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informal (e.g., conversations) EOL planning. More specifically, I consider variation by sexual
identity and couple type in EOL planning. I focus on the United States as a “death-phobic”
country where conversations about death/dying are suppressed (Samuel, 2017) and most of the
population (63.3%) hasn’t completed any formal EOL planning (Yadav et al., 2017).

The research questions that my dissertation addresses include: (1) How does EOL
planning vary by sexual identity? (chapter 3); (2) How does EOL planning vary by couple type?
(chapter 4); (3) How are gender, SES, and race/ethnicity (i.e. established determinants of EOL
planning among non-SMs) associated with EOL planning among SMs? (chapter 5)?; and (4)
What are other sources of heterogeneity in EOL planning behaviors among SM Americans
(chapter 5)?. In the next chapter of this dissertation, I discuss the available literature and generate
predictions for these research questions.

In discussing each of the four research questions, I outline the motivation behind and
predictions guiding three related studies that comprise my dissertation. More specifically, my
dissertation examines if and how EOL planning is unequally distributed among the U.S.
population, by using: (1) cross-sectional and longitudinal data from the Health and Retirement
Study (Chapters 3-4); and (2) cross-sectional data from an original survey of the SM population

within the United States (Chapter 5).

Theoretical and Substantive Contributions

The earlier chapters of this dissertation have outlined how the SM population is a diverse
and growing population that experiences unique minority stressors, stark health disparities, and
precarious legal environments in the EOL context. In this dissertation, I hypothesize that EOL

planning is likely informed by the experience of historical traumas associated with the AIDS
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Epidemic of the 1980s. For example, one might observe higher levels of EOL planning among
SMs given the historical significance of “families of choice” for providing care to SM
communities, and fears of interference by estranged “families of origin” (Brennan-Ing ef al.,
2014). However, disproportionate levels of economic hardship facing single and racial/ethnic
minority SMs might inhibit access to formal EOL planning resources. An understanding of how
EOL planning is stratified across SMs is essential to gauging the successes of past policy efforts
to promote EOL planning and for evaluating the current state of EOL planning across diverse
communities. Understanding how EOL planning varies between SMs and non-SMs will advance
understanding of whether and how social, legal, and economic inequalities experienced by SMs
translate to inequities in aging and the ability to plan for a “good death.” In addition to the
individual contributions detailed in each of the three analytical studies comprising this
dissertation, in combination this dissertation presents several novel contributions to the existing
knowledge base. I organize and present these contributions in the intellectual merit and broader

impacts sections below.

a. Intellectual Merit

Beyond understanding disparities in EOL planning, my dissertation contributes to the
literature in several ways. First, my dissertation aims to provide new evidence using survey data
on SMs, an underexplored population group, by testing applications of: (1) minority stress
theory, which suggests SMs should have lower rates of EOL planning; (2) intersectionality
theory, which suggests that sexual identity intersects with other social identities in ways that
amplify or mitigate access to EOL planning; (3) the “gender-as-relational” perspective, which

suggests that EOL planning behaviors should vary based on the gender composition of the
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relationship (e.g., the combination of own gender and spouse or partner gender); and (4) the
“doing gender” perspective, which posits that people enact gendered expectations and cultural
norms about masculinity/femininity through the ways they communicate about, structure, and
implement their EOL preferences. Further, this dissertation explores how cultural norms
surrounding gender and communication about death and dying translate to SMs, and how
heterogeneity among SMs impacts the relative influence of key social identities (i.e. gender,
race/ethnicity, and SES) on EOL planning behaviors. In doing so, this dissertation advances
sociological and gerontological theories of aging and end-of-life by integrating sexual identity
and gender as core axes of difference that shape Americans’ aging and EOL experiences. And by
not treating sexual identity and gender as secondary or additive characteristics, this dissertation
illuminates how these social identities are foundational dimensions of inequality that intersect
with other social identities and social factors to produce unequal outcomes at the EOL.

Second, my dissertation advances knowledge about the increased diversity of families
and growth of minority populations in a time of aging populations. More specifically, the
demographic profiles of SMs allow researchers to evaluate the impacts of recent demographic
trends (e.g., growth of childless families) on inequalities in the EOL context. In particular, the
demographic profiles of SMs and same-sex couples — characterized by higher rates of
childlessness, non-marriage, and reliance on informal and non-kin social support networks —
mirror broader trends in family structure changes. For example, given the growth of childless
families in the U.S. (Li, 2025; Minkin, Horowitz, Aragao, 2024), this dissertation’s inclusion of
and focus on SMs provides a valuable platform for researchers to evaluate the impacts of these
recent demographic trends on EOL planning behaviors and outcomes. Additionally, with the

growing number of SM families, research on SMs’ EOL planning is necessary to provide insight

21



into potential EOL planning disparities and to provide empirical evidence that may be used for
developing effective policy interventions to address inequities and assist these families. This
dissertation uses nationally-representative data to test associations of SM status with EOL
planning for same-sex couples and self-identified SMs to shed light on how findings from
samples of same-sex couples do or do not translate to unpartnered SMs. Through advancing this
knowledge and testing these associations, this dissertation provides sociologists with population-
level evidence about how sexual identity and partnership status structure and condition access to
EOL planning, illuminating disparities that were previously un(der)explored in research with the
general population and studies using samples of married/cohabiting adults. Lastly, this
dissertation is the first quantitative study of EOL planning using national data among same-sex
couples and SMs in the United States. By providing these quantitative analyses, this dissertation
provides an empirical foundation for future research on EOL planning behaviors and attitudes.
The dissertation will also inform future research by refining our understanding of sociological
theories of stratification to account for sexual identity and SM status in examinations of aging
and EOL issues. In brief, this dissertation contributes to the broader field of sociology by
illustrating how sociological understandings of disparities in EOL planning are incomplete

without including sexual identity/SM status in social scientific research on this topic.

b. Broader Impacts

To examine EOL planning behaviors among diverse SMs, I fielded a survey of SMs that
collected nuanced and detailed measures of sexual identity, gender identity, EOL planning
behaviors and attitudes, social support, minority stress, and relevant sociodemographic

characteristics. Designing and fielding an original survey was necessary due to the HRS (and
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other national data sources) lacking the data needed to explore heterogeneity in EOL planning
behaviors among SMs and the inability to identify gender minorities in the HRS data. The result
of this original data collection effort was the creation of a novel data source that did not
previously exist and which enables me to quantitatively examine: (1) the sources of
heterogeneity in EOL planning behaviors of SMs; and (2) the EOL planning behaviors of gender
minorities — whereas prior quantitative literature has only considered binary gender. This
presents broader impacts through my intentions to disseminate findings from this original data
collection effort to relevant community-based organizations, non-profit organizations, and
advocacy groups.

Second, by providing a quantitative account of the EOL planning behaviors and attitudes
of SMs (and an examination of how differences in the sociodemographic profiles of SMs affect
EOL planning behaviors), findings from this dissertation may inform future policy discussions
and efforts targeted at improving people’s literacy and preparedness with regards to EOL
planning. For example, findings published and shared from this dissertation could potentially be
used to identify target communities/populations for interventions related to promoting uptake of
EOL planning. Given the limited success of state and national policy efforts, such as the Patient
Self-Determination Act (U.S. Department of Health and Human Services, 2008), reliable data
capturing diverse populations is needed to support and inform future policy efforts.
Consequently, I will seek to publish my dissertation’s findings in open access journals.
Additionally, I will plan to share findings from my dissertation through social media and other
professional forums including academic conferences and research symposia.

Lastly, people (in particular SMs) may reference the information gained from this

dissertation when considering the complicated decisions inherent in EOL planning. Similarly,
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this dissertation may serve as a platform for fostering conversations about among individuals,
families, and communities regarding death and dying. This is crucial to advancing knowledge
about EOL planning given the persistent cultural stigmas surrounding discussions of death and
dying in daily life (Keeley, 2017). Similarly, given that dying patients and their caregivers
frequently name EOL decision-making as a core component of a “good death” or “dying well”
(Byock, 1998; Steinhauser et al., 2000), this dissertation’s potential to promote knowledge about
EOL planning could help to improve the degree of autonomy and control people have at the
EOL. To ensure that others may reference information gained from this dissertation, I intend for
this dissertation to remain publicly-available through the Digital Repository at the University of
Maryland. In brief, this line of research has the potential for numerous broader impacts and this

dissertation’s findings may translate to a number of actionable interventions.

Structure of the Dissertation

This dissertation examines how SM status — as ascertained by self-identified sexual
identity and couple type — relates to and contributes to the stratification of EOL planning among
the United States population. Four broad research questions guide this dissertation: (1) How does
EOL planning vary between sexual identity?; (2) How does EOL planning vary by couple type?;
(3) How are gender, SES, and race/ethnicity associated with EOL planning among SMs?; and (4)
What are the sources of heterogeneity in EOL planning behaviors among SM Americans? To
answer these research questions, I adopt a three-study model for my dissertation.

Chapter 3 uses cross-sectional data from the 2022 HRS to address research questions 1
and 3 by using self-reported sexual identity information to compare EOL planning behaviors

between SMs and non-SMs. In this study, I examine: (1) if and how EOL planning participation

24



varies by sexual identity (e.g., heterosexual v. gay/lesbian); and (2) if and how the intersection of
sexual identity and gender differentiate Americans’ access to EOL planning.

Chapter 4 uses longitudinal data from the 2012-2018 HRS to answer research questions
2-3 by using household data to identify and compare EOL planning behaviors between those in
same-sex and different-sex couples. In this study, I examine: (1) if and how EOL planning
participation varies by couple type (i.e. same-sex v. different-sex); and (2) if and how the
intersection of couple type and gender differentiates Americans’ access to EOL planning.

Chapter 5 seeks to answer research questions 1 and 3-4 by using data from an original
survey of approximately 1,200 SM adults fielded in 2023 to explore variation among diverse
SMs and to identify novel sources of heterogeneity in SMs’ EOL planning behaviors. As part of
the survey, self-identified SM Americans provided information about their sexual identities,
sociodemographic characteristics, EOL planning attitudes and behaviors, experiences with death,
social proximity to HIV/AIDS, minority stress, and more. In this study, I use these data to: (1)
examine how gender, SES, and race/ethnicity are associated with EOL planning among SMs;

and (2) identify the sources of heterogeneity in EOL planning behaviors among SM Americans.
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Chapter 2: Literature Review

How does EOL Planning vary between SMs and non-SMs?

a. Sexual Identity and EOL Planning

Extant literature documents disparities by sexual identity across the domains of physical,
mental, and social health — with research consistently demonstrating how SMs experience
disproportionately worse health outcomes relative to non-SM populations. Compared to non-
SMs, SM adults experience increased cardiovascular disease risks (Zalabak & Gantioque, 2025),
more negative self-reported health evaluations (Stacey & Wislar, 2023), greater odds of reporting
functional limitations (Stacey & Wislar, 2023), higher rates of select chronic conditions
(Pinnamaneni et al., 2022), and greater odds of mental health conditions (Khurana et al., 2025;
Lu et al., 2025; Stacey & Wislar, 2023). Research also documents consequential health
disparities at the intersection of sexual identity and gender. For example, SM men and SM
women have been shown to have higher odds of bipolar disorder compared to heterosexual men
and heterosexual women respectively (Lu et al., 2025), and bisexual men have been shown to
have approximately twice the odds of obesity compared to heterosexual men (Zalabak &
Gantioque, 2025). In brief, disparities by sexual identity are well-established in the broader
literature on health behaviors and outcomes — with research consistently documenting
disproportionate disparities facing SM populations relative to non-SM populations. Additionally,
emerging research also documents consequential disparities within SM populations by sexual
identity. For example, recent research has documented different mental health outcomes facing
asexual individuals (for example) relative to other SMs (Xu, Ma, & Rahman, 2023) and how

bisexual and queer individuals experience minority stress differently from other SM groups
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(Grigoreva & Szaszkd, 2024; McCole & Anderson, 2025). Given that prior research finds that
anxiety and depression are associated with greater advance care planning engagement
(McMabhan et al., 2020), minority-stress related mental health disparities among SMs may be
consequential for SM Americans’ EOL planning behaviors on across different SM identity
groups. Ultimately, an understanding of how EOL planning is stratified by sexual identity is still
needed. More specifically, the available literature on EOL planning has largely overlooked
sexual identity as a potential axis of stratification. Rather, the literature on EOL experiences
centers almost exclusively on heterosexual adults (Donnelly, Reczek, & Umberson, 2019).
Consequently, I draw on research examining same-sex couples’ EOL planning processes to
theorize how SM status is associated with EOL planning among single and married/partnered
SMs (Thomeer et al., 2017).

Analyzing dyadic data from 45 in-depth interviews with both spouses (90 participants
total) in 15 gay couples, 15 lesbian couples, and 15 heterosexual couples, Thomeer ef al. (2017)
find evidence for differences in EOL planning by sexual identity (using gender composition of
couples as a proxy). More specifically, the authors’ findings suggest that while heterosexual
spouses report minimal formal or informal EOL planning, same-sex spouses devote considerable
attention to informal EOL planning conversations and formal EOL plans. In exploring potential
explanations for this difference, findings by Thomeer ef al. (2017) provide support for the idea
that lower levels of institutional support for same-sex couples and increasing awareness about
sexual-minority health disparities may contribute to greater amounts of EOL planning observed
among same-sex couples relative to different-sex couples. Furthermore, concerns about family
interference and/or discrimination on the basis of sexual identity uniquely motivate the EOL

planning behaviors of same-sex couples (Thomeer ef al., 2017). Lastly, same-sex couples
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(particularly men in same-sex couples) are far less likely to have children relative to different-sex
couples, which may also be a contributory factor. While there are common motivators for EOL
planning across gay, lesbian, and heterosexual couples, such as having parents (or in-laws) that
recently experienced a health crisis, SM Americans’ participation in EOL planning is likely
shaped by the historical lack of legal protections and recognitions that SMs have experienced.
For example, higher uptake of EOL planning among gay and lesbian adults (and SMs broadly)
may result from fears of and experiences with legal and health care discrimination — with many
SMs unable to rely on legal protections regarding transfer of assets, “next of kin”, etc., in the
way that non-SMs often can.

One caveat of this study is that the research was conducted before federal marriage
equality became “law of the land.” If legal protections are cited as a disincentive for heterosexual
couples, then it is possible that with the 2015 Obergefell v. Hodges Supreme Court ruling, same-
sex couples being afforded federal marriage equality will feel a stronger sense of marriage
institutionalization and therefore feel less pressure/incentive to establish formal EOL plans. Less
clear is how these protections may influence the behaviors of unpartnered sexual minorities or
how sexual identity itself (in addition to other social identities, such as gender) would impact
EOL planning processes — particularly given that much of our understanding of sexuality is
inferred from findings on same-sex couples. Given that the majority of SM people in population
surveys such as the National Health Interview Survey report being single, it is important to
include self-reported sexual identity in our analyses and to not rely on examining only same-sex
couples. Of the few studies in existence examining EOL planning behaviors among SMs,
unreliable prevalence estimates have been produced using samples of disproportionately high

SES respondents and samples which were not derived from nationally-representative data —
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requiring replication with other samples (Kcomt & Gorey, 2017). These limitations reduce the
generalizability of findings and potentially obscure disparities in EOL planning experienced by
SM adults — particularly those with fewer social or economic resources. And given findings
(using national data) that that single people have higher poverty rates than partnered people of
the same sexual orientation (Spiker & Reczek, 2021) — empirical research leveraging national
samples of self-identified SMs is essential to better understanding SM Americans’ EOL planning
behaviors.

Based upon recently-documented disparities in employment and health insurance facing
sexual minority men and women (Charlton et al., 2018), one can hypothesize that non-
heterosexual adults in other samples are less likely to be engaging in formal EOL planning given
the links between later-life SES and access to formal EOL planning resources (e.g., estate
planning). However, one might still observe higher levels of informal EOL planning among SMs
given the historical significance of social networks for providing care/support to LGBTQ+
communities (e.g., “families of choice”) and the trust that SMs often place in these social ties
(Stinchcombe et al., 2017). Further, informal planning may be more accessible for these
LGBTQ+ communities given the aforementioned SES disparities facing SMs. Lastly, the
likelihood of formal EOL planning may still be increased by SMs’ experiences with minority
stress and awareness of potential future discrimination on the basis of sexual identity —
mechanisms that should be explored in future research on EOL planning. Through testing these
mechanisms across diverse SM populations, researchers not only will gain a better understanding
of sexuality as a potential axis of stratification, but will better understand how previously under-
explored intersections of stratification systems (e.g., race/ethnicity, sexual identity, SES) affect

pathways and patterns in (EOL) health and health experiences among diverse SMs (Gorman et
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al. 2015). As posited by intersectionality theory (i.e. the ways that multiple axes of a person’s
identity and systems of oppression overlap and intersect to produce unequal life chances and
experiences), examining sexual identity in isolation from other social identities (e.g.,
race/ethnicity, SES) may obscure important differences in how EOL planning is experienced

among diverse SM populations (Crenshaw, 1991).

b. Couple Type and EOL Planning

The potential discrepancy between the existing knowledge base (which is largely
composed of research on same-sex couples) and the lived experiences of SMs (the majority of
whom are not in same-sex relationships), calls into question how associations between SM status
and EOL planning are potentially different when examining SM status via sexual identity or
couple type. Accordingly, this dissertation examines both the EOL planning behaviors of
individuals in same-sex couples — who may or may not identify as SMs — and the EOL planning
behaviors of self-identified SMs representing a range of marital statuses. Below, I synthesize the
available research to generate predications for how associations between SM status and EOL
planning may be different when examining couple type in lieu of self-reported identity.

When examining the sociodemographic profiles of same-sex couples, the bulk of the
available research emphasizes comparisons between members of same-sex and different-sex
couples. For example, research consistently finds that same-sex couples (particularly men in
same-sex couples) are far less likely to have children relative to different-sex couples. Not
having children, who at least theoretically might provide support for older parents, may be a
motivating factor for those in same-sex couples to engage in greater amounts of formal EOL

planning. Additionally, PEW Research Center analyses examining adults ages 18 and older who
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were married in the past 10 years find that men in same-sex marriages have higher levels of
education and higher annual incomes than men who are married to different-sex partners (with
no differences observed for women) (Barroso & Fry, 2021). This suggests that particularly men
in in same-sex couples may engage in greater amounts of formal EOL planning, given the
connections between SES and access to estate planning and other formal EOL planning
resources.

However, Barroso and Fry (2021) find that men in different-sex marriages are more
likely to be employed than those in same-sex marriages, while women in same-sex marriages are
more likely to be employed than women in different-sex marriages. This suggests that SM status
associations with EOL planning may be conditioned by gender. Further, research using the 2019
American Community Survey data on both married and unmarried same-sex couples document
sociodemographic differences comparing same-sex and different-sex couples (Walker and
Taylor, 2021). Because these sociodemographic differences have been shown to affect EOL
planning among different sex couples, it is likely they may influence associations between SM
status and EOL planning.

More specifically, Walker and Taylor (2021) find that both same-sex and different-sex
married couple households were more likely than unmarried couple households to have children,
but same-sex married couple households were still about half as likely as different-sex married
couples to have children. Not only does this lend further support for the prediction that SM status
will be associated with greater EOL planning among same-sex couples due to the lack of future
support from children, but also illustrates how marital status may condition the effects of SM
status in ways unique from unpartnered SM adults. Additionally, Walker and Taylor (2021) note

that the geographic distribution of same-sex couple households varies considerably across the
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United States. This is important given that state-level laws or policies concerning EOL planning
vary considerably by geographic locale, and thus the geographic distribution of same-sex couples
may further influence how SM status is associated with EOL planning. For example, people in
same-sex couples who disproportionately reside in areas such as the District of Columbia and
Oregon may feel less pressure to engage in formal EOL planning due to the presence state-level
protections that are inclusive of SMs (Walker & Taylor, 2021). If so, this could mean that SM
status is associated with EOL planning differently when comparing same-sex and different-sex
couples than when comparing self-identified SMs (for whom there is less data on geographic
distribution) to non-SMs.

As suggested in the previous example, it is important to consider not only how SM status
(i.e. being in a same-sex couple) differentiates the EOL planning behaviors of those in same-sex
and different-sex couples, but also how these associations differ for SMs compared to those in
same-sex couples. For example, measures of SES are quite consequential for access to and
participation in formal EOL planning, but SMs and same-sex couples appear to have different
SES profiles. More specifically, while research finds disparities in employment and health
insurance facing SM men and women (Charlton et al., 2018), findings by Barroso and Fry (2021)
and research by Walker and Taylor (2021) suggest that same-sex couples have (on average)
better SES profiles relative to their different-sex counterparts. This discrepancy is concerning
when considering how much of our knowledge base is derived from research with same-sex
couples as opposed to self-identified SMs (especially those who are unpartnered). Thus,
associations between SM status and EOL planning likely differ depending on whether the target

population is SMs or same-sex couples. As Spiker and Reczek (2021) note:
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“There is wide socioeconomic variation among LGB people that has been overlooked by
previous research even though socioeconomic status is deeply intertwined with sexual minority
status and union status.” (p. 60)

More specifically, Spiker and Reczek (2021) use 2013-2018 data from the National
Health Interview Survey to illustrate how patterns in educational attainment and patterns in
poverty status diverge when disaggregating sexual identity and marital status — as opposed to
looking at same-sex and different-sex couples as two monoliths. Spiker and Reczek (2021) find
that focusing only on marital status and type (i.e. same-sex, different-sex, etc.) obscures the
variation in SES among SMs (in this case, LGB people). And the omission of single people from
couple-level data is concerning given their findings that single people (regardless of sexual
identity) have higher poverty rates than partnered people of the same sexual orientation (Spiker
& Reczek, 2021). Further, Spiker and Reczek (2021) find that LGB people are more likely to be
single than straight people, and bisexual people are more likely to be single than lesbian or gay
people. Thus, not only do we disproportionately under-count and overlook SMs when we use
relationship type as a proxy to identify SMs, but we also overlook the SMs who are most
vulnerable socioeconomically (Spiker & Reczek, 2021). In sum, these findings suggest that SM
status will be associated with EOL planning differently whether one is using couple type or
sexual identity to ascertain SM status.

Beyond sociodemographic differences between same-sex couples and SMs, it is also
worth considering potential differences in how SMs and same-sex couples experience minority
stressors. Research clearly suggests that SMs experience higher rates of discrimination, stigma,
and violence (Andersen & Blosnich; Bender & Lauritsen, 2021; Friedman et al., 2011; Zou,
Andersen, & Blosnich, 2013). Drawing on MST, research also demonstrates stress from

experiencing interpersonal and structural discrimination contributes to health disparities between
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SMs and non-SMs (Cramer, Burks, Ploderl, & Durgampudi, 2017; Meyer, 2003). However, the
bulk of these findings are limited to SM individuals and do not consider the potentially unique
circumstances surrounding SMs who are partnered. Thus, it is likely that these results do not
adequately capture the potential effects of minority stress on the experiences of same-sex
couples. More specifically, Rostosky and Riggle (2017) note that:

“Couples experience and respond to minority stressors as a dyad. Minority stress that
affects one couple member will also affect the partner. For example, if a family member is
rejecting, it affects both members of the couple and they must cope with this rejection as a
couple. This minority stress can affect the quality of the couple's relationship. Despite this known
interdependency, dyadic-level minority stressors have received much less conceptual and
empirical attention than individual level minority stress. However, findings from our research
and other research studies have consistently demonstrated the negative (and sometimes positive)
impact of contextual sources of minority stress on same-sex relationships” (p. 29).

Hence, same-sex couples are potentially subjected to greater amounts of minority stress
relative to unpartnered SMs just by virtue of having a same-sex partner. Additionally, research
by Thomeer et al. (2018) suggests that same-sex couples experience additional minority stressors
not necessarily experienced by unpartnered SMs. These include anticipatory couple-level
minority stressors (i.e. stressors expected to occur in the future that emanate from the
stigmatization of certain relationship forms) facing those in same-sex couples. One example of
these anticipatory couple-level minority stressors would be same-sex parents’ skepticism
regarding how much legal protection same-sex marriage would really provide, with same-sex
couples still anticipating difficult legal battles against discrimination in the future (Thomeer et
al., 2018). Together, these findings support the prediction that associations between SM status
and EOL planning are different when comparing same-sex and different-sex couples (as opposed

to SMs and non-SMs) — with heightened levels of minority stress likely resulting in

comparatively greater participation in EOL planning (likely to account for future concerns
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emanating from perceived stigma). However, the connections between minority stress and
marital status/relationship type are not as clearly defined as one might expect.

The complexity of these connections is underscored by recent research finding that
dyadic coping strategies may have a protective effect from minority stress for members of same-
sex couples (Rostosky & Riggle, 2017). More specifically, Rostosky & Riggle (2017) note a
number of protective strategies that same-sex couples may engage in to mitigate minority
stressors (e.g., making decisions about how to maintain healthy boundaries with unsupportive
family members). Similarly, Thomeer ef al. (2018) find that anticipating minority stressors may
actually have a protective effect against the negative impact of those stressors for those in same-
sex couples. Consequently, both individual-level and couple-level minority stressors (as well as
coping strategies) potentially influence EOL planning participation. While generating predictions
from these findings is difficult (given the lack of direction provided by the available literature) I
ascertain (and test) the following prediction from this research on “protective strategies”: same-
sex couples may participate in greater amounts of EOL planning as a protective strategy in

response to anticipatory minority stressors.

¢. SMs and the Precarity of EOL Protections

While there have been both policy efforts to improve rates of ACP among the general
population (e.g., PSDA) and to expand the rights of same-sex couples (e.g., Obergefell v.
Hodges) — efforts which have likely improved SMs’ EOL experiences — there still remain key
legal challenges confronting Americans (including SMs) in the realm of EOL planning and

decision-making. We can use the example of Durable Power of Attorney for Health Care
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(DPAHC) appointments to help illustrate this legal precarity and provide examples of the unique
minority stressors currently facing SMs in the EOL context.

DPAHC appointments (i.e. a type of written legal document that allows another person to
make healthcare decisions on your behalf) are important to honoring patients’ preferences when
patients are unable to advocate for themselves — particularly at EOL where many patients have
lost the ability to make their own medical decisions (i.e. decisional capacity) (DeMartino et al.,
2017). However, DPAHC appointments are also a source of conflict for many people. For
example, Carr (2019) cites the example of when an appointed decision-maker tries to carry out
the patient’s preferences and other family members disagree with that decision. Similarly,
appointed decision-makers may not actually know what the patient wants — with multiple studies
documenting that “...the decision-maker’s knowledge of the patient’s preferences is usually no
better than chance” (Carr, 2019, p. 203). For example, research by Moorman and Inoue (2013)
using data from the National Center for Family and Marriage Research/Knowledge Networks
Pilot Study 2010, finds that .. .partners' surrogate reports of one another's end-of-life
preferences were simultaneously biased (i.e. correlated with the surrogate's own preference) and
accurate (i.e. correlated with the partner's actual preference)” — demonstrating how medical
proxies can be (in)accurate on the basis of “luck” (p. 740). Redirecting attention to the
challenges associated with DPHAC appointments for SMs, let us consider what Carr (2019)
refers to as the “daughter in California” phenomenon:

“In this common scenario, a family member who resides far away from the dying patient
and has had little involvement in the patient’s end-of-life care jets into town at the eleventh hour,
swoops in, and tries to redirect the family conversation and decision-making at the patient’s
final stage of life. These individuals may try to undo or undermine the decisions made by local
family members who were engaged in the care and decision-making process from the start.

These family disagreements, in turn, make it difficult for health care teams to provide quality
end-of-life care” (p. 203).
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Given the fact that patients often reside in one state and receive care in another
(DeMartino et al., 2017), the reluctance of HCPs to unilaterally honor formal EOL planning
documents (Burkle et al., 2012), the prevalence of negative/estranged relationships between SMs
and their “biological families” (Brennan-Ing et al., 2014), and the historical significance of
informal social networks for providing care/support to LGBTQ+ communities (e.g., “families of
choice”) (Stinchcombe et al., 2017), the “daughter in California” phenomenon poses a real
challenge to SMs in ensuring their EOL care preferences are recognized and honored.
Furthermore, there is considerable variability in state statutes surrounding designating and
recognizing decision-makers in the absence of proper documentation (Carr, 2019; DeMartino et
al.,2017). For example, only seven states provide for a partner or common-law spouse to occupy
one of the top “rungs” of the decision-maker hierarchy, displacing first-degree relatives in the
priority order — with Arizona designating unmarried, domestic partners as a fourth priority rather
than first (DeMartino et al., 2017). Furthermore, 14 states have legislated a “majority rules”
solution for resolving disputes among equal priority decision-makers, with states such as West
Virginia granting final authority to HCPs (DeMartino ef al., 2017). Given all of the
aforementioned challenges facing SMs as well as valid concerns regarding potential
discrimination from HCPs, one can begin to imagine how this legal precarity and minority stress
may uniquely motivate the EOL planning behaviors of SMs.

SMs fearful of the “daughter in California” scenario may not be assured that their
partners and/or “families of choice” will be able to advocate and act on their behalf in an EOL
health care crisis. As a result, SMs may participate in greater amounts of EOL planning to help

prevent potential interference from others (e.g., estranged family members, HCPs, etc.) and
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ensure that their personal wishes and preferences are honored in an EOL health care crisis.
However, it also possible that SMs would be distrustful of the legal and medical systems (due to
fears of and past experiences with discrimination) and thus opt for informal forms of EOL
planning to avoid having to rely on these same systems. Based upon my review of literature
though, there exists no quantitative study centering these challenges and unique stressors
experienced by SMs in the EOL context. Rather, the (limited) available literature has focused on
qualitative examinations of EOL planning among same-sex and different-sex couples.
Accordingly, this dissertation explores two competing hypotheses: (1) SMs will exhibit higher
rates of formal EOL planning participation (compared to non-SMs) as a preventative measure
against potential interference in the EOL context; and (2) SMs will exhibit higher rates of
informal EOL planning participation (as opposed to formal EOL planning participation) due to

institutional distrust rooted in fears and past experiences of discrimination and victimization.

d. Sociodemographic Factors Associated with EOL Planning

While this dissertation primarily concerns disparities in EOL facing SMs, prior literature
has focused on factors that affect EOL planning among the general population without
consideration of sexuality. Rather, prior research on EOL planning has primarily focused on the
sociodemographic categories of race/ethnicity, gender, and socioeconomic status (SES). And
while the literature on EOL planning has largely overlooked sexual identity (and
transgender/non-binary gender identities) as potential axes of inequality, one can use the existing

literature to generate predictions about how these factors may affect EOL planning among SMs.

i Racial/Ethnic Differences in EOL Planning
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Despite moderate increases in ACP since the passage of the PSDA in 1990, stark
racial/ethnic disparities persist (Carr, 2019). Research using the Health and Retirement Study
(HRS) (i.e. the largest available longitudinal survey containing information on EOL care and
planning for a nationally-representative sample of Americans) demonstrates that the EOL care
needs of a racially and ethnically diverse U.S. population are not currently being met (Orlovic,
Smith, & Mossialos, 2018). More specifically, an analysis of 12 years of nationally-
representative data reveals that Black and Hispanic/Latine respondents are significantly less
likely to have a living will, significantly less likely to engage in any type of EOL planning
beyond a living will (e.g., having ever discussed EOL care), and significantly more likely to die
in a hospital setting (i.e. an indicator of a “bad death”) compared to White respondents (Orlovic
et al., 2018). Furthermore, even when Black and Hispanic/Latine respondents do plan for their
deaths via written instructions, these instructions are written on average 19 months closer to their
deaths compared to White respondents — suggesting greater access to and higher priority placed
on EOL planning among White Americans (Orlovic ef al., 2018). These findings corroborate
other findings that Black and Hispanic/Latine Americans believe that completing living wills
may limit their ability to select from all possible treatments at the EOL (Barnato et al., 2009),
Black and Hispanic/Latine respondents more often perceive EOL planning as being unnecessary
(Carr, 2019), and that 85% of the racial/ethnic gap in EOL health care expenditures is accounted
for by Black and Hispanic/Latine patients’ greater usage of costly and invasive treatments
(which are linked to a lack of EOL planning) (Hanchate ef al., 2009).

Several explanations for observed racial/ethnic disparities in EOL planning have been
proposed, including barriers at the individual, community, and structural levels. At the individual

level, researchers have cited a lack of knowledge regarding ACP as well as lower health literacy
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rates among racial/ethnic minority populations as key barriers (Bullock, 2006; Kermel-
Schiffman & Werner, 2017). At the community level, the importance of social networks, family
discussions, and collective decision-making are common themes characterizing the cultures and
lived experiences of racial/ethnic minority populations (Clark et al., 2018; Orlovic et al., 2018).
This greater emphasis on family input and collective decision-making could contribute to greater
reluctance among Black and Hispanic/Latine Americans to complete formal EOL planning, such
as living wills. Regarding this notion of “collective decision-making”, this decision-making style
often exhibited by racial/ethnic minority populations (e.g., Mexican Americans, Korean
Americans) might best be described as a family-centered approach, with people believing that
the family as a whole should make decisions about the use of life support, for example (del Rio,
2010).

Lastly, at the structural-level, structural racism (i.e. the totality of ways that interlocking
structural factors, such as laws, policies, institutional practices, and entrenched norms, reinforce
racial subordination and foster racial discrimination across multiple domains) historically
characterizing the U.S. healthcare system (e.g., the Tuskegee Study) has generated mistrust in
HCPs and the healthcare system (Bailey et al., 2017; Braveman et al., 2022; McAfee et al.,
2017). This medical mistrust among racial/ethnic minorities can be seen manifesting through
Black Americans’ beliefs that they are more likely to receive “poorer-quality medical treatment
and be treated differently if they completed an advance care directive” — compared to if they had
not completed an advance care directive (Orlovic et al., 2018, p. 6). Such concerns about
completing an advance care directive may reflect Black Americans’ lack of trust in HCPs to not
limit or deprioritize essential care if such EOL care preferences are documented. With all of

these potential explanations in mind, one can begin to imagine how issues related to
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institutionalized heterosexuality (i.e. an implicit assumption that all patients are heterosexual and
having all documents, forms, and rhetoric reflect this heteronormative language) (Venetis ef al.,
2016) and lower health literacy rates could similarly impact sexual minorities (Romanelli &

Hudson, 2017).

ii. Gender Differences in EOL Planning

The majority of research on gender disparities in EOL planning has focused on the
experiences of cisgender men and women — excluding transgender and non-binary populations
(Gott et al., 2020). As a result, I will use the terms “men” and “women” in this section to refer to
cisgender populations when summarizing findings from the literature. When comparing men and
women, clear patterns emerge along the lines of gender (Gott et al., 2020). Within the U.S.,
research finds that women (when compared to men) are more likely to be enrolled in hospice
(which is associated with greater amounts of EOL planning) (Forst ef al., 2018; Miesfeldt et al.,
2012; Saeed et al., 2018), less likely to use invasive and/or excessive medical
treatments/interventions (Bookwala ef al., 2001; Garrett et al., 1993; Miesfeldt et al., 2012), and
are more likely to have early do-not-resuscitate (DNR) orders written during hospital admission
(Crosby et al., 2016). Each of these gender differences appear to be rooted in gender norms
surrounding the need for men to be “tough” and “invulnerable,” as well as stigmas facing women
regarding not being a “burden” to others (Gott ef al., 2020). Masculinity practices may reduce
EOL planning participation given how masculinity practices often emphasize self-reliance,
independence, and avoidance of vulnerability — which may discourage acknowledgement or
discussions of future dependency/vulnerability inherent to the EOL context (Burns et al., 2025;

Wong et al., 2017). Conversely, femininity practices may promote EOL planning participation
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given how these practices often emphasize caregiving and relational responsibilities — potentially
normalizing discussions about future EOL care needs and engagement with institutions central to
EOL planning (e.g., the medical system). Given the ways that SMs may resist/redefine
traditional gender norms and affirm a more “fluid” notion of gender, further research is
necessary to appreciate the ways that gender differences in EOL planning are
expressed/suppressed across diverse sexual identities (Butler, 2004; Connell & Messerschmidt,
2005).

However, women do not always demonstrate EOL planning and care decisions associated
with having a “good death.” Across country contexts, more women tend to die outside of the
home compared to men (Gott et al., 2020). This is most commonly attributed to the gender gap
in mortality and morbidity, with women living longer than men on average than men but living a
higher proportion of years with chronic complications. More specifically, while women in
developed countries are expected to live about 4-5 years longer than men (Schiinemann, Strulik,
& Trimborn, 2017), women experience greater rates of functional difficulties and disabling
chronic conditions (e.g., arthritis, depression) (Crimmins et al., 2019). Within a heteronormative
context, this suggests that men are able to experience some aspects of a “good death,” such as
dying at home, because their women partners outlive them and because gender norms that frame
women as “caregivers” and “nurturers” mean wives are expected to provide at-home care (Gott
et al., 2020). Conversely, women who experience greater rates of many disabling chronic
conditions are more likely to outlive their partners and, consequently, do not have the support of
partners/spouses to facilitate plans for dying at home. Recent estimates indicate that in the U.S.
27% of older adults live alone and 46% live with only a spouse/partner, translating to a lack of

social support at-home (Ausubel, 2020). Given the lack of nationally-representative data
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collection on sexual identity and non-cisgender gender identities, it is difficult to ascertain how
some of these patterns may translate to SMs — indicating a gap in the literature.

Available research notes that SM older adults are more likely to live alone compared to
heterosexual older adults though (Kim & Fredriksen-Goldsen, 2016) — suggesting that SMs may
forgo the support of partners/spouses to facilitate plans for dying at home at higher rates that
non-SMs. However, given the gender symmetry of same-sex couples and differing
embodiments/expectations of gender among SMs, these potential differences by gender may be
less salient in the context of SMs. For example, while women in different-sex couples may
experience unequal care arrangements due to gender norms framing women as “caregivers” and
“nurturers”, prior research outlines how same-sex partners (regardless of gender) engage in care
work more equitably or cooperatively than different-sex partners (Reczek & Umberson, 2012).
Additionally, the culture of informal caregiving among SMs and enduring importance of
“families of choice” may further reduce the saliency of gender among SMs due to potentially
greater access to supportive social ties beyond immediate spouses/partners (Bosley-Smith, 2022;
Muraco & Fredriksen-Goldsen, 2011). In essence, the presence of broader “families of choice”
may diffuse caregiving responsibilities across social networks rather than concentrating it within
gendered spousal/partner roles. Evidence of this is seen through the culture of informal
caregiving that punctuated the 1980s AIDS Epidemic (as mentioned in Chapter 1). In brief,
synthesizing available literature supports the expectation that gender may be less salient in

structuring the EOL planning behaviors of SM populations.

iil. SES Differences in EOL Planning

43



In synthesizing the available research on disparities in EOL planning by SES, Carr (2019)
notes the following:

“Surprisingly few studies explore social class differences in ACP, yet recent work shows
that older persons with lower levels of education, income, and assets and lower homeownership
rates have lower rates of formal ACP relative to their wealthier counterparts, although SES is
only weakly related to discussion of treatment preferences. Older adults with greater net worth
and homeowners are nearly twice as likely as renters and those with no or few assets to do
ACP” (p. 200).

While wealth is directly connected to access to EOL planning (particularly formal EOL
planning), wealth has indirect ties in that formal EOL planning is often bound closely with estate
and financial planning. As Carr (2019) suggests, “[a] visit to a lawyer to do financial planning
may trigger the completion of related documents, including living wills and DPAHC
appointments” (p. 206). Given the role of wealth as a direct and indirect mechanism, research on
the SES profiles of SM older adults is useful for considering the ways that EOL planning may be
distributed unevenly by sexual identity.

The available data suggest stark SES disparities when comparing SM older adults to their
heterosexual counterparts (Emlet, 2016). For example, in a national, non-representative sample
of LGBT (i.e. lesbian, gay, bisexual, and transgender) older adults (ages 50 years and older) in
the U.S., nearly a third of LGB older adults enrolled in the study lived at or below 200% of the
federal poverty level (Fredriksen-Goldsen et al., 2013). These statistics exceed national estimates
at the time of this study’s data collection (i.e. 2010). More specifically, in 2010, 20% of older
adults (ages 65 or older) lived at or below 200% of the poverty level (O’Brien, Wu, & Baer,
2010). These findings are accompanied by research conducted by The Williams Institute using

the Behavioral Risk Factor Surveillance System (BRFSS) survey, finding that LGBT people

collectively have a poverty rate of 21.6% — which is markedly higher than the rate estimated for

44



cisgender, heterosexual people (i.e. 15.7%) (Badgett, Choi, & Wilson, 2019). These SES
disparities facing SMs may similarly translate to SES differences in EOL planning. However,
there exists some evidence of intersectional disparities in SES among SMs (e.g., LGBT
racial/ethnic minorities appear to have higher rates of poverty compared to LGBT White people)
— suggesting that differences in the sociodemographic profiles of SMs may exacerbate the effects

of SES on SM older adults’ access to and engagement in EOL planning (Badgett ef al., 2019).

iv. Other Sociodemographic Differences in EOL Planning

While prior research on EOL planning has primarily focused on differences in EOL
planning participation by race/ethnicity, gender, and SES, existing literature documents several
other sociodemographic characteristics and social factors that predict EOL planning
participation. First, age and health status and consistent predictors of EOL planning participation
in studies of American adults — with advance directive completion being greater among older
adults compared to younger adults, and advance directive completion being nominally higher
among patient populations compared to healthy adult populations (Yadav et al., 2017). Related
to health status, having limited health literacy compared to adequate health literacy is associated
with lower knowledgeability about advance care planning (Nouri et al., 2019), and reporting
more comorbid conditions is associated with greater rates of reporting EOL discussions with
HCPs (Zhang et al., 2009). Given well-document health disparities facing SMs, the literature
would suggest that SMs are more likely to engage in EOL planning — particularly EOL
discussion with HCPs (Zhang et al., 2009) — although medical mistrust may mitigate these
documented influences of health status. Beyond health status, prior research also identifies a

range of other compositional differences that appear to differentiate EOL planning behaviors.
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For example, religiosity is heavily correlated with EOL planning attitudes/behaviors with
higher levels of religiosity, greater reliance on religious coping, and conservative faith traditions
being associated with more intensive EOL care preferences (e.g., higher desire for prolongation
of life via medical technology) and lower rates of advance care planning (Colenda & Blazer,
2022). Although, Karches et al. (2012) find that greater religiosity and/or spirituality among
patients is associated with greater likelihood of having designated a decision-maker to help with
EOL decisions. While national estimates of SMs’ religiosity are largely nonexistent, a scoping
review of 29 studies using data from 1994 to 2022 reveals extensive evidence of religious
disengagement and disaffiliation among LGBTQIA+ individuals — suggesting that religion may
be perceived and operate very differently among SM populations (Pentaris, Freund-Williams, &
Kapoor, 2025). Consequently, this dissertation synthesizes the available literature on sources of

heterogeneity among SMs broadly to identify several potential sources of heterogeneity.

Potential Factors Linked with EOL Planning Among SMs

While the share of adults identifying as LGBTQ+ has steadily increased from 3.5% in
2012 to 9.3% in 2024 according to Gallup data (Jones, 2025), there has been no research
published to-date identifying the sources of heterogeneity in EOL planning behaviors (and
attitudes) among SM Americans. Rather, the available research has focused almost exclusively
on cisgender/heterosexual adults. And while qualitative research by Thomeer ef al. (2017) uses a
sample of predominately White, affluent couples, available estimates reveal: (1) the majority of
SMs captured by population surveys report being single (Spiker & Reczek, 2021); (2) stark SES
disparities exist when comparing single SMs to their heterosexual/cisgender counterparts; and

(3) SMs are more likely to be racial/ethnic minorities than non-SMs (Gates, 2015). Given this
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information, this dissertation involves an original data collection effort with a sample of SMs
who exhibit greater racial/ethnic and SES diversity to more comprehensively identify sources of
heterogeneity in EOL planning among SMs. Synthesizing the available literature on sources of
heterogeneity among SMs broadly, one can predict several potential sources of variation.

First, revisiting the earlier discussion of findings by Spiker and Reczek (2021), marital
status and sexual identity are two likely sources of variation. More specifically, Spiker and
Reczek (2021) find that, when disaggregating by marital status and sexual identity, single people
(regardless of sexual identity) have higher poverty rates than partnered people of the same sexual
orientation. However, within the SM category, disparities also emerge when comparing LGB
respondents using NHIS data. More specifically, single bisexual adults are roughly 1.5 times
more likely to be in poverty than single lesbian, gay or heterosexual adults (Spiker & Reczek,
2021). Additionally, bisexual adults in different-sex cohabiting couples are even more likely to
be in poverty than other different-sex cohabitors (Spiker & Reczek, 2021). Expanding on these
findings, SES is likely another key source of variation in EOL planning behaviors of SMs —
given these connections between SES, sexual identity, and marital status. Supporting this are the
mixed findings regarding the SES profiles of SMs. More specifically, while some research has
documented disparities in employment, health insurance, household income, and poverty rates
facing SMs (Carpenter et al., 2020; Charlton et al., 2018), other research has found employment
and income advantages for SMs compared to non-SMs (Black, Sanders & Taylor, 2007,
Hammarstedt, Ahmed & Andersson, 2015; Waite & Denier, 2015). Similarly, findings by
Barroso and Fry (2021) and research by Walker and Taylor (2021) suggest that same-sex couples

have (on average) better SES profiles relative to their different-sex counterparts. Together, these
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findings appear to cement three hypothesized sources of heterogeneity: (1) marital
status/relationship type; (2) sexual identity; and (3) SES profiles.

Another likely source of variation among SMs is parental status. For example, same-sex
couples are less likely than different sex couples to be parents (Gates, 2015). However, both
same-sex and different-sex married couple households are more likely than unmarried couple
households to have children — with same-sex married couple households being about half as
likely as different-sex married couples to have children (Walker & Taylor, 2021). Additionally,
men in same-sex couples and sexual minority men are far less likely to have children compared
to women in same-sex couples and sexual minority women. Together, these findings not only
lend further support for the importance of marital status/relationship type, but also parental status
and gender identity as potential sources of heterogeneity. More specifically, SM women are
disproportionately more likely to have children, and the odds are even great for those women
who are married. Less clear though is the potential variation introduced by gender identities
beyond the binary categories of “men” and “women”. These experiences of transgender and non-
binary populations have largely been excluded from research on EOL planning though (Gott et
al., 2020). Given the correlations between these gender expansive identities and other potential
sources of heterogeneity (e.g., SES), it is reasonable to assume that gender identity broadly will
be a source of heterogeneity among diverse SMs.

Because of the scarring effects from the AIDS epidemic of the 1980s (discussed in the
Chapter 1), birth cohort is likely another source of heterogeneity — with younger cohorts of SMs
arguable being further removed from the cumulative disruptions and stressors stemming from the
AIDS Epidemic. However, as previously discussed, commonalities exist across cohorts of SMs

(e.g., SMs still navigate a precarious legal environment; heterosexist attitudes still exist; the
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enduring importance of “families of choice”; etc.), and younger cohorts of SMs have
experienced the COVID-19 pandemic. For these reasons, birth cohort — as proxied by age group
due to data limitations in this dissertation — is a plausible source of heterogeneity in EOL
planning among SMs. And while existing research documents how historical traumas are shared
across social identity groups and manifest through health behaviors and outcomes (Mohatt et al.,
2014; Mutuyimana & Maercker, 2023; Subica & Link, 2022), cohorts of SMs who are further
removed from the height of the 1980s AIDS Epidemic likely experience and express these shared
traumas in differently than cohorts of SMs who came-of-age during this time — potentially
stratifying EOL planning by birth cohort. However, formal EOL planning is often bound closely
with estate and financial planning which often takes place later in the life course at more advance
ages, and we want to take caution that we do not mischaracterize any observed heterogeneity
connected to age group as evidence of cohort effects. Through simultaneously accounting for
measures of minority stress, social support, and social proximity to HIV/AIDS, one may be able
to more confidently identify nuances in this potential source of heterogeneity.

Lastly, expanding on the previous paragraph, I anticipate that social support and minority
stress are also potential sources of heterogeneity to be further explored. Regarding social
support, reliance on “families of choice” and the presence of estranged family ties may be more
common to some SMs (e.g., older cohorts of SMs), whereas younger cohorts of SMs (for
example) may rely more on their “families of origin” — having had the opportunity to come-of-
age in a more accepting social climate. Similarly, minority stress is another potential source of
heterogeneity — as evidence through research by Thomeer et al. (2018) suggesting that those in
same-sex couples experience additional minority stressors not necessarily experienced by

unpartnered SMs. There is little known about the sources of heterogeneity in EOL planning
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among SMs, but this dissertation seeks to address this gap in the knowledge through collecting

novel data from diverse SM Americans.
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Chapter 3: Examining Associations Between Sexual Identity and
EOL Planning

Introduction and Rationale

This study examines if and how EOL planning is unequally distributed among the U.S.
population — emphasizing sexual identity (i.e. identifying as heterosexual, gay/lesbian, bisexual
or “SOSI”) as a potential axis of inequality in the extent to which Americans have access to EOL
planning. More specifically, in this study I assess both sexual identity and gender (e.g., being a
heterosexual man, being a gay/lesbian woman) to proxy disparities in EOL planning
participation by SM status. Research on EOL planning has largely overlooked sexuality as a
potential axis of stratification. Rather, the literature (particularly the quantitative literature) on
EOL planning centers almost exclusively on heterosexual adults (Donnelly, Reczek, &
Umberson, 2019). And attempts to understand SMs’ EOL planning behaviors and attitudes have
been restricted to qualitative examinations of predominately White, affluent same-sex couples
(Thomeer et al., 2017)

As outlined in the earlier literature review chapter, SMs are an increasingly diverse and
growing population marked by unique historical traumas, like the AIDS Epidemic of the 1980s,
and stark health disparities. Additionally, this population faces unique minority stressors,
including a precarious legal environment which likely affects SMs’ EOL planning behaviors,
with SMs potentially being subjected to greater amounts of minority stress relative to non-SMs.
For example, the absence of federal policies for resolving health care proxy disputes may present
unique minority stressors for SMs with estranged family relationships and SMs who are

unmarried. Similarly, as outlined in the earlier literature review chapter, the aging and EOL
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experiences of SMs are often marked by past experiences of having been denied health care
and/or provided with inferior health care (Fredriksen-Goldsen et al., 2011; Fredriksen-Goldsen et
al., 2016); persistent fears associated with accessing health care (Alencar Albuquerque ef al.,
2016; Fredriksen-Goldsen et al., 2011); non-disclosure of sexual identities to healthcare
providers (Fredriksen-Goldsen et al., 2011; Schrimshaw et al., 2018); and past experiences of
victimization (Fredriksen-Goldsen et al., 2011). These minority stressors are likely consequential
for the EOL planning behaviors of SMs given how minority stress has been shown to fuel
disparities in health behaviors and outcomes facing SMs (Brinstrom, 2017; Englund, 2023;
McConnell et al., 2018; Todd et al., 2025), but the EOL planning behaviors of SMs have largely
been overlooked in the literature.

Beyond limited understanding of how minority stress theory (MST) applies to the EOL
planning literature — especially within the context of SMs — other sociodemographic
characteristics that differentiate SMs> EOL planning behaviors have not been adequately
examined. As elaborated in the earlier literature review chapter, intersectionality theory (i.e. the
ways that multiple axes of a person’s identity and systems of oppression overlap and intersect to
produce unequal life chances and experiences) posits that examining SM status in isolation from
other social identities may obscure important differences in how EOL planning is experienced
among diverse populations — such as SM populations which exhibit substantial
sociodemographic heterogeneity (Crenshaw, 1991; Stacey, 2024). Given that attempts to
understand SMs’ EOL planning behaviors have been restricted to qualitative research with a
sample of predominately White, affluent same-sex couples (Thomeer et al., 2017), the available
knowledge base does not account for the potential influences of these other social identities

among SMs or the influences of sexual identity broadly. Further, since SMs are an increasingly
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diverse and growing population (Jones, 2025), there is an urgent need for research in this domain
that accounts for the influences of both sexual identity and other sociodemographic
characteristics that: (1) are known to differentiate EOL planning behaviors; and (2) are
increasingly sources of diversity (and related to the factors that influence EOL planning) within
SM populations. However, there is a dearth of data and research on SMs in EOL planning
literature.

The omission of SM populations in the broader EOL planning literature is concerning
given that our understanding of the associations between SM status and EOL planning is often
extrapolated from the little available research on same-sex couples. Yet, SMs (in particular,
unpartnered SMs) differ from same-sex couples in ways that may be consequential for EOL
planning behaviors — such as differing socioeconomic profiles when comparing married,
cohabiting, and unpartnered SMs (Spiker & Reczek, 2021). The potential discrepancy between
our knowledge base which is largely composed of research on same-sex couples and the lived
experiences of SMs — the majority of whom are unpartnered — underscores the need for research
that examines if and how EOL planning is unequally distributed by sexual identity. There are
several reasons to investigate the influence of sexual identity (and the intertwined influence of
sexual identity and gender) on EOL planning behaviors.

First, sociodemographic characteristics that differentiate EOL planning behaviors vary by
sexual identity. More specifically, research consistently finds that several sociodemographic
characteristics associated with higher rates of EOL planning participation are disproportionately
represented among SMs (compared to non-SMs). For example, same-sex couples are less likely
than different sex couples to be parents (Gates, 2015). Synthesizing data from multiple national

surveys, Wilson and Bouton (2024) estimate that only 18% of LGBTQ adults are parenting
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children. However, the U.S. Census Bureau estimates that ~39% of U.S. family households in
2024 included the householder’s children under the age of 18 — a figure that exceeds estimates
for SMs without even accounting for how many U.S. households have non-resident children
under the age of 18 (Hemez, Buck, & Anderson, 2024). Since SMs and those in same-sex
couples disproportionately cannot depend on the future support of children, these higher rates of
childlessness may be a motivating factor to engage in greater amounts of formal EOL planning.
This may be especially true for male SMs given that men in same-sex couples and SM men are
far less likely to have children compared to women in same-sex couples and SM women —
suggesting the importance of not only examining differences by sexual identity, but also
differences by sexual identity and gender (Walker & Taylor, 2021; Wilson & Bouton, 2024).
Beyond parental status, differences in health status by sexuality may increase rates of
EOL planning participation among SMs. Extant literature demonstrates that SMs experience
disproportionately worse outcomes across the domains of physical, mental and social health
when compared to non-SMs — indicating a growing population marked by stark health disparities
(Almeida et al., 2009; Hafeez et al., 2017; Hatzenbuehler et al., 2013; Jackson ef al., 2016; Trinh
et al., 2017; Whitehead et al., 2016). Qualitative research with same-sex spouses finds that
growing awareness of SM health disparities contributed to greater and earlier participation in
EOL planning compared to different-sex spouses (Thomeer et al., 2017). This would suggest that
SMs broadly may be motivated to engage in EOL planning at greater rates than non-SMs given
the aforementioned research on same-sex couples and the notion that negative health evaluations
over the life course are thought to increase the urgency of EOL planning (Carr, 2019; Thomeer et
al., 2017). For example, individuals with more comorbidities may feel incentivized to engage in

EOL planning as a preventative or proactive measure, with lower self-reported health evaluations
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serving as a pathway for discussing EOL planning with health care providers and/or increasing
the salience of one’s mortality. While Thomeer et al. (2017) provide qualitative insights into
these motivating factors among same-sex spouses, these mechanisms have not yet been
examined quantitatively with a national sample of SMs — using self-identified sexual identity
information — as this study seeks to do.

Research also finds that several sociodemographic characteristics potentially associated
with lower rates of EOL planning participation are disproportionately represented among SMs
(compared to non-SMs). While the literature on same-sex couples and SES outcomes presents
mixed findings (as detailed in Chapter 4), the literature on self-identified SMs and SES outcomes
consistently documents SES disparities facing SMs (compared to non-SMs) — despite cultural
narratives and the “myth of gay affluence” (Hollibaugh & Weiss, 2015). For example, multiple
studies — using self-reported sexual identity data from the National Health Interview Survey,
Behavioral Risk Factor Surveillance System, and the National Longitudinal Study of Adolescent
to Adult Health — find higher rates of poverty among SMs (especially among SM women,
bisexual adults, and SMs who are racial/ethnic minorities) compared to non-SMs (Badgett, 2018;
Badgett, Choi, & Wilson, 2019; Conron, Goldberg, & Halpern, 2018). Further, using data from
the 2016-2018 National Longitudinal Study of Adolescent to Adult Health to analyze seven
different measures of SES, Hernandez et al. (2023) find that SM status is associated with
heightened risk of lower SES — with SM men and SM women both experiencing
disproportionately worse outcomes across several SES measures (e.g., falling behind on bills and
experiencing foreclosure or eviction) compared to their non-SM counterparts.

Given that higher SES is often associated with greater access to legal and financial

resources, such as estate planning, which often precede other types of formal EOL planning —
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documented SES disparities facing SMs may correlate with lower rates of EOL planning relative
to non-SMs. However, Hernandez et al. (2023) also find that adjusting for education level results
in a slight attenuation in several associations for both men and women — suggesting that
education may be an important mediator in the relationship between SM status and SES
outcomes. And while Hernandez et al. (2023) collapse different sexual identities into one SM
group for purposes of increasing statistical power, Spiker and Reczek (2021) find that
disaggregating SMs into lesbian/gay and bisexual reveals diversity among SMs across SES
measures — with a smaller share of bisexual adults having at least a bachelor’s degree and a
greater share of lesbian/gay adults having at least a bachelor’s degree (compared to heterosexual
respondents). Consistent with available literature, Spiker and Reczek (2021) still document
greater rates of poverty among bisexual adults across all marital statuses and lesbian/gay adults
who report being single (compared to their heterosexual counterparts) though.

Second, as mentioned above (and as discussed in the earlier literature review chapter),
SMs face unique minority stressors in the EOL context that may motivate EOL planning in ways
distinct from non-SMs. For example, sexual stigma and heterosexist attitudes still persist —
negatively impacting SMs on a range of issues such as same-sex parenthood and non-normative
gender expression (Brennan-Ing ef al., 2014; Meyer and Northridge, 2010). Further, the available
literature suggests the enduring importance of social networks for providing care within SM
communities (e.g., “families of choice”) and the trust that SMs often place in these social ties
(Stinchcombe et al., 2017). Given the hypothesized scarring effects of the AIDS Epidemic of the
1980s (as discussed in the literature review), these factors may incentivize SMs to engage in
greater amounts of EOL planning to buffer against these unique minority stressors and to account

for fears of interference by estranged “families of origin”. Further, higher uptake of EOL
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planning among SMs may result from fears of and experiences with legal and health care
discrimination — with many SMs unable to rely on legal protections regarding transfer of assets,
“next of kin”, etc., in the way that non-SMs often can. SMs also experience additional minority
stressors in the EOL context vis-a-vis the absence of federal policies for resolving health care
proxy disputes — a common concern for SMs with estranged family relationships and SMs who
are unmarried. However, past experiences of having been denied health care and/or provided
with inferior health care may also disincentivize EOL planning participation by sowing mistrust
in the broader legal and medical institutions where such formal EOL plans are often established
(Fredriksen-Goldsen et al., 2011; Fredriksen-Goldsen et al., 2016). By applying a MST
perspective to the EOL planning context, one can explore how the minority stressors facing SMs
in the EOL context may be consequential for SMs’ EOL planning behaviors — in ways distinct
from non-SMs.

Third, our understanding of how SM status is associated with EOL planning is largely
informed by research on same-sex couples while the majority of SMs are unpartnered —
potentially obscuring our understanding of how sexuality relates to EOL planning behaviors. As
Spiker and Reczek (2021) note:

“Past measurement of socioeconomic status by comparing same- and different-sex households
based on marital status mislead the public and researchers while obscuring important
vulnerabilities. Identifying only people in same-sex couples conflates the effects of being in a
same-sex couple with being a sexual minority. Relying on same-sex couples would lead us to
estimate LGB poverty at half of its actual value. In doing so, we overlook the disproportionate
economic disadvantages faced by bisexuals and single LGB people”.

Given the divergent SES profiles of single and partnered SMs, we risk mischaracterizing

the associations between SM status and EOL planning when relying on research with same-sex

couples. Combined with the very limited research on EOL planning with same-sex couples, the

57



influence of sexual identity (and the intertwined influence of sexual identity and gender) on EOL
planning behaviors is not well understood. Further, same-sex couples differ from unpartnered
SMs in ways that may be consequential for EOL planning behaviors — such as by experiencing
anticipatory couple-level minority stressors. For example, Rostosky and Riggle (2017) explain
that couples experience and respond to minority stressors as a dyad, with same-sex couples being
able to engage in protective strategies as a dyad to mitigate minority stressors. The absence of
such a mechanism for unpartnered SMs may translate to difterent EOL planning behaviors in
response to minority stressors and, consequently, differing associations between SM status and
EOL planning behaviors. For example, while having the support of a romantic partner may help
to also insulate those in same-sex couples from various minority stressors and reduce the total
number of potential motivating factors for engaging in EOL planning, unpartnered SMs may feel
the need to engage in greater amounts of EOL planning to compensate for the absence of a
romantic partner to serve as a buffer against minority stressors and help advocate for them in the
EOL context.

Fourth, while gender disparities in EOL planning are well-documented in the available
literature, with women being more likely than men to engage in multiple forms of EOL planning
across numerous studies, such as acquiring early do-not-resuscitate (DNR) orders and enrolling
in hospice (Crosby et al., 2016; Forst et al., 2018; Miesfeldt et al., 2012; Saeed et al., 2018), the
inclusion of SMs may nuance these well-established differences by gender. More specifically,
while gender differences in EOL planning appear to be rooted in gender norms surrounding the
need for men to be “tough” and “invulnerable,” as well as stigmas facing women regarding not
being a “burden” to others (Gott et al., 2020), SMs may resist or redefine traditional gender

norms and affirm a more “fluid” notion of gender in ways consequential for EOL planning
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(Butler, 2004; Connell & Messerschmidt, 2005). In brief, SMs may be “doing gender”
differently than non-SMs in the EOL planning context. A “doing gender” perspective posits that
women’s and men’s EOL planning behaviors may be reflective of “doing gender,” a way to
express feminine and masculine identity respectively and conform with cultural beliefs about
gender differences (West & Zimmerman, 1987). Existing literature documents SMs “doing
gender” differently from their heterosexual counterparts in the context of dividing household
labor (Dunne, 2000; Goldberg et al., 2012; Goldberg & Perry-Jenkins, 2007) and parenting
(McKee, 2017). However, there also exists literature documenting SMs “doing gender” in ways
that conform with their heterosexual counterparts (Moore, 2008; Oerton, 1997) — warranting
applying a “doing gender” lens to EOL planning to better understand the intertwined influences

of sexual identity and gender in this domain.

Study Aims and Research Questions

The aim of this study is to: (1) examine if and how EOL planning participation varies by
sexual identity (e.g., heterosexual v. gay/lesbian); and (2) examine if and how the intersection of
sexual identity and gender differentiates Americans’ access to EOL planning. I consider three
research questions: (1) Does participation in different types of EOL planning vary by sexual
identity?; (2) Do associations of sexual identity with EOL planning differ by gender (e.g.,
comparing heterosexual men to bisexual men, comparing heterosexual women to bisexual
women); and (3) Do associations of gender with EOL planning differ by sexual identity (e.g.,
comparing heterosexual men to heterosexual women, comparing bisexual men to bisexual
women)? Given the above background and rationale, I generate the following hypotheses

(organized by research question below):
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(1) Does participation in different types of EOL planning vary by sexual identity?

H1,: Participation in different types of EOL planning varies by sexual identity, with
SMs being more likely than non-SMs to engage in EOL planning even when
accounting for compositional differences such as greater household income and
greater educational attainment among SMs.

H1,: Participation in different types of EOL planning does not vary by sexual
identity, when accounting for compositional differences such as greater household
income and greater educational attainment among SMs.

(2) Do associations of sexual identity with EOL planning differ by gender (e.g.,
comparing heterosexual men to bisexual men, comparing heterosexual women to
bisexual women)?

H2,: Associations of sexual identity with EOL planning differ by gender, with the
gender of respondents shaping how EOL planning participation is stratified by sexual
identity.

H?2,: Associations of sexual identity with EOL planning do not differ by gender, with
sexual identity operating similarly across gender groups.

(3) Do associations of gender with EOL planning differ by sexual identity (e.g.,
comparing heterosexual men to heterosexual women, comparing bisexual men to
bisexual women)?

H3,: Associations of gender with EOL planning differ by sexual identity, with the
sexual identity of respondents shaping how EOL planning participation is stratified

by gender.

H3,: Associations of gender with EOL planning do not differ by sexual identity, with
gender operating similarly across sexual identity groups.

Significance and Contribution

By examining if and how EOL planning is unequally distributed among SMs and non-
SMs in the U.S., this study contributes to the broader literature in several ways. First, based on
my review of the literature, this study is both the first quantitative study and the first national
study of EOL planning using self-identified sexual identity information to compare the EOL

planning behaviors of SMs and non-SMs. Consequently, this study provides the first attempt to
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quantitatively test (using national data) the qualitative findings by Thomeer et al. (2017) to
ascertain if their findings on the EOL planning behaviors of same-sex spouses will be replicated
with a national sample of self-identified SMs. By testing these findings with a national sample of
SMs, this study allows us to not only assess the robustness of these qualitative insights using a
more representative sample, but also allows us to extend the existing knowledge base by
considering the experiences of unmarried/unpartnered SMs while also accounting for other social
identities not originally captured by Thomeer et al. (2017). For example, this study by Thomeer
et al. (2017) does not account for several of the compositional differences potentially associated
with EOL planning participation between same-sex couples and different-sex couples,
particularly household income and racial/ethnic minority identities. Thus, this study addresses
potential confounding variables not explored in past qualitative examinations and ultimately
provides a test of the generalizability of findings on EOL planning among same-sex spouses to
the broader SM population — the majority of whom are unmarried (Spiker & Reczek, 2021).
Second, while the literature (particularly the quantitative literature) on EOL planning
centers almost exclusively on heterosexual adults (Donnelly ef al., 2019), this study is the first to
document the current state of end-of-life planning among self-identified SMs using national data.
Given the myriad challenges facing SMs in the EOL context (e.g., legal precarity; potential
discrimination from HCPs) and importance of EOL planning to retaining autonomy at EOL and
having a “good death” (Carr, 2019), findings from this study provide valuable insights into the
well-being of SMs. By identifying if and how EOL planning is unequally distributed by sexual
identity, this study illuminates potential vulnerabilities at the EOL among SM populations. For
example, if lower rates of formal EOL planning are observed among SM populations, this would

suggest greater precarity for those SMs who are estranged from “families of origin” and who
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may encounter prejudice or discrimination in health care environments where EOL care often
occurs. In brief, this study provides a much-needed national picture of the preparedness of SMs
and, ultimately, their potential susceptibility to minority stressors and a range of negative
outcomes.

Lastly, as described in the earlier literature review chapter, this study provides new
evidence using survey data on underexplored population groups (i.e. SMs) to test applications of:
(1) MST, which suggests SMs should have lower rates of EOL planning; (2) intersectionality
theory, which suggests that sexual identity intersects with other social identities in ways that
amplify or mitigate access to EOL planning; and (3) the “doing gender” perspective, which
suggests that people enact gendered expectations and cultural norms about
masculinity/femininity through the ways they communicate about, structure, and implement their
EOL preferences, but SMs may enact these gendered expectations or resist/redefine cultural
norms in ways consequential for EOL planning outcomes. In brief, this study presents several
novel contributions to the existing literature, and provides valuable insight into the state of EOL
planning among an underexplored population for whom EOL planning is a crucial tool for

ensuring autonomy in the EOL context.

Data and Method

a. Data Source

This study uses data from the University of Michigan Health and Retirement study
(HRS). The HRS is a longitudinal panel study that is obtained biennially via in-depth interviews
with a representative sample of approximately 20,000 respondents in America, with support from

the National Institute of Aging and the Social Security Administration (Sonnega, 2025). This
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nationally-representative dataset contains rich information on people’s income, work, assets,
pension plans, health insurance, disability, physical health and functioning, cognitive
functioning, and health care expenditures (Sonnega, 2025). Starting in 2016, the HRS collected
self-reported sexual identity information for the first time from new survey respondents —
providing a unique platform for examining the state of EOL planning for SM Americans
(Singleton, Gassoumis, & Enguidanos, 2022). To maximize sample size and to assess the state of
EOL planning following the COVID-19 pandemic, I use the most recent wave of data collection
at the time of writing this study: the 2022 HRS. The 2022 HRS is the best data available for
answering my research questions given that it is currently the only nationally-representative
dataset containing measures of EOL planning, self-reported sexual identity information, and key
covariates demonstrated to be associated with EOL planning. Thus, the HRS is the only data
source capable of answering this study’s research questions at this time. After missing data
deletions following a pairwise deletion approach across the outcome variables, the analytic
sample for this study ranges from 5,389 to 8,658. Beyond variability in item nonresponse, the
EOL planning outcome variables have differing analytic sample sizes due to some EOL planning
questions not being administered in the case of: (1) the item being inapplicable to the respondent
based on prior responses/sampling design; or (2) partial interviews where not all of the items are

administered, but sufficient data were collected for inclusion in publicly-available data files.

b. Measures

The focal independent variable for this study is sexual identity, which is a nominal
variable with four self-reported categories: heterosexual (n = 8,294); gay/lesbian (n = 85);

bisexual (n = 51) and “some other sexual identity”” (SOSI, n = 288). The “some other sexual
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identity” (SOSI) category is comprised of HRS respondents who answered “something else”
when asked “Do you consider yourself to be [lesbian/gay], straight, bisexual or something else?”.
Consequently, I am unable to ascertain which SM identities are included in the SOSI category.
Since sexual identity information was collected for the first time beginning with the 2016 wave
of the HRS and collected only from new respondents, there is a high degree of missingness for
this variable in the 2022 HRS sample (since sample members who entered the survey prior to
2016 were not asked this question). However, the 2022 HRS still includes a sufficient sample
size of self-identified SMs and non-SMs to examine differences by sexual identity in EOL
planning behaviors.

EOL planning is assessed using five different outcome variables: (1) whether a
respondent has a valid will; (2) whether a respondent has life insurance; (3) whether a respondent
has designated a “Durable Power of Attorney for Health Care” or “Medical Power of Attorney”
(hereafter referred to as “POA " for brevity); (4) whether a respondent has a “Living Will” or
“Physician Orders for Life Sustaining Treatment” (hereafter referred to as “written instructions”
for brevity); and (5) whether a respondent has ever discussed one’s own EOL care preferences
with anyone. Each of these five outcome variables are binary variables (i.e. “yes” or “no”
denoting if a respondent has ever engaged in the specific EOL planning measure as of the sample
year: 2022. The first four outcome measures are all measures of formal EOL planning while the
fifth measure is a measure of informal EOL planning.

This study’s analysis also includes a total of 10 key covariates — all of which are
documented to influence EOL planning attitudes/behaviors (Carr, 2019). All of these covariates
are measured at the time of data collection (i.e. 2022). Gender is a nominal variable with two

self-reported categories: man and woman. As elaborated in the literature review chapter, the
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available research finds that women (compared to men) are more likely to engage in multiple
forms of EOL planning across studies, such as enrolling in hospice (which is associated with
greater amounts of EOL planning) (Forst ef al., 2018; Miesfeldt et al., 2012; Saeed et al., 2018)
and establishing early do-not-resuscitate (DNR) orders (Crosby et al., 2016). It is important to
note that the HRS does not distinguish between sex and gender in its question and asks
respondents only about their “sex,” similar to other national surveys, and sex may misidentify or
diverge from someone’s current gender. However, survey items ascertaining binary sex may
serve as “fair” (although imperfect) proxies of gender, given how respondents may interpret and
answer questions about sex through a gendered lens (Bittner & Goodyear-Grant, 2017).
Race/ethnicity is a nominal variable consisting of four mutually exclusive categories:
non-Hispanic White, non-Hispanic Black, Hispanic/Latine, and non-Hispanic some other race
(SOR). The non-Hispanic SOR category includes a wide range of racial identities such as
American Indian, Alaskan Native, Asian, Native Hawaiian, and Pacific Islander. Racial/ethnic
differences have been documented in the literature with White respondents being significantly
more likely than Black and Hispanic/Latine respondents to report having a valid will (even when
adjusting for religious importance and adherence) (Orlovic et al., 2018). However, racial/ethnic
minority status may also be associated with greater EOL planning. More specifically, Harris and
Yelowitz (2018) find that Black Americans are significantly more likely to have life
insurance compared to White Americans, after controlling for other factors. Beyond racial/ethnic
variation in type of EOL planning, prior research also shows differences by race/ethnicity in the
extent of EOL planning with Black and Hispanic/Latine respondents being more likely than
White respondents to report both no formal or informal EOL care planning participation (Lenko

et al., 2022).
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Household income is a constructed, continuous variable reporting a respondent’s total
household income (i.e. combining the incomes of the respondent and their spouse/partner) that
has been recoded into four mutually exclusive income categories that approximate poverty
thresholds provided by the U.S. Census Bureau and the U.S. income distribution: poor (less than
$20,000), low-income ($20,000-$49,999), middle-income ($50,000-$74,999), and high-income
($75,000 or greater). While income is directly connected to access to EOL planning (particularly
formal EOL planning), income also has indirect ties in that formal EOL planning is often bound
closely with estate and financial planning — suggesting it is important to consider the role of SES
indicators in analyses of potential EOL planning disparities. Education level 1s categorized into
five mutually exclusive categories: less than a high school diploma/GED, GED, high school
diploma, some college or an Associate’s degree, and a bachelor’s degree or greater. Categorical
measures of education are commonly used in studies of gender, health, and class differences
because they signal credentials associated with economic resources and class-differentiated
lifestyles and habits (Mirowsky & Ross, 2003; Mirowsky & Ross, 2005; Passias et al., 2017).
Additionally, greater education may be tied to greater awareness of (and access to) various EOL
planning resources broadly.

Religiosity is also heavily correlated with EOL planning attitudes/behaviors. More
specifically, Karches et al. (2012) find that patients who were highly religious and/or spiritual
were more likely to have a designated decision-maker to help with EOL decisions, but did not
differ from other patients in their likelihood of having an advance directive or DNR order.
However, Colenda and Blazer (2022) find that people with higher levels of religiosity, greater
reliance on religious coping, and those who are from conservative faith traditions, have lower

levels of ACP and more intensive EOL care preferences. I include two covariates to capture
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religiosity. First, religious affiliation is a five-category measure indicating affiliation with one of
the following religious groups: Protestant, Catholic, Jewish, no affiliation, or other. Second,
religious attendance is an ordinal measure of how often respondents attend religious services
(i.e. “not at all”, “one or more times a year”, “two or three times a month”, “once a week”, or
“more than once a week”).

Marital status is a nominal variable where respondents may be classified as one of four
categories: married, separated/divorced, widowed, or never married. Research has shown that
intersecting influences of gender and marital status may impact the EOL plans of Americans.
More specifically, Cooney, Shapiro and Tate (2019) find that men who are divorced/separated
are less likely than other men to have completed a living will, to have discussed EOL care, or to
have designated a medical durable power of attorney. However, women who married are
similarly less likely than other women to have completed EOL planning across the three
aforementioned domains (Cooney et al., 2019).

Age is a continuous variable, and I restrict the age of the analytic sample to respondents
with a non-zero respondent weight (i.e. indicating that respondents are age-eligible to be
assigned respondent weights to ensure the sample accurately represents the U.S.) (HRS Staff,
2019). More specifically, being “age-eligible” indicates that respondents are eligible to be
included in analyses that are intended to be representative of households in the U.S. where there
is at least one adult who is above the age of 50 (HRS Staff, 2019). To clarify, this study
examines the EOL planning of unpartnered respondents who are above the age of 50 and
partnered respondents who are in a couple where least one of the partners is above the age of 50
— in line with the HRS sampling design, which assigns non-zero weights to the spouses/partners

of age-eligible respondents to ensure household representativeness (HRS Staff, 2019). With this
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in mind, the average age of the analytic sample is 72.35 and the range is 53 to 101. Increases in
age may be associated with increases in the likelihood of engaging in EOL planning given
greater proximity to death and consequently end-of-life preparations. such as estate planning
(which may trigger other forms of EOL planning as outlined earlier).

Beyond the sociodemographic covariates outlined above, I also include two health-
related covariates in my analytic models. First, I include a comorbidity index that is a summary
score (0—7) of the presence of seven major chronic conditions: diabetes, stroke, heart disease,
high blood pressure, high cholesterol, cancer, and lung disease. This comorbidity index is an
extension of the one developed by Liu ef al., (2021) to investigate the odds of cognitive
impairment for same-sex couples using HRS data. The original chronic illness index developed
by Liu et al., (2021) is a summary score of the presence of four major chronic conditions, but
I've amended this measure to account for three additional chronic conditions: high cholesterol,
cancer, and lung disease. While the index used by Liu ef al., (2021) was developed for the
specific purpose of modeling the odds of cognitive impairment, this study studies EOL planning
behaviors for which a broader conceptualization of chronic disease burden is warranted. These
additional conditions are often reflected in other widely-used indices such as the Charlson
Comorbidity Index, the Elixhauser Comorbidity Index, and the Rx-Risk Comorbidity Index, and
these conditions are strongly associated with morbidity and mortality outcomes — positioning
their inclusion as theoretically salient for anticipatory behaviors (Agency for Healthcare
Research and Quality, 2025; Charlson et al., 2022; Elixhauser ef al., 1998; Pratt ef al., 2018;
Yurkovich et al., 2015). It is possible the people living with greater comorbidities will be more
motivated to participate in EOL planning than those with fewer or no comorbidities. This may be

especially true for SMs who — according to research by Thomeer et al. (2017) on same-sex
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spouses — appear to participate in greater and earlier EOL planning in part due to growing
awareness of SM health disparities.

The second health-related measure, self-reported health is a five-category ordinal
variable of how respondents evaluate their overall health: poor, fair, good, very good, or
excellent. Negative health evaluations over the life course likely increase the urgency of EOL
planning for respondents (Carr, 2019). I also examine a specification where a binary measure of
health poor/fair v. good/very good/excellent) is used to examine the impacts of negative health
evaluations on EOL planning behaviors and to test sensitivity of associations with differing
thresholds — these results are presented in Tables A.7-A.8 of Appendix A. While explicit
measures of minority stress are not available in the HRS data used for this study, the inclusion of
these measures of health (i.e. outcomes that are established correlates and consequences of
exposures to minority stress) allows for this study to indirectly engage with MST through
exploring potential pathways through which minority stress may ultimately shape EOL planning

behaviors for SM Americans.

¢. Analytic Approach

I estimate binary logistic regressions for each of the five outcome variables to model
differences in the likelihood in engaging in each of the five EOL planning measures. To further
preserve sample size, a pairwise deletion approach is employed to include all eligible
respondents who had provided a survey response for a specific EOL planning measure for each
individual variable model. I estimate both unweighted and weighted logistic regression models to

assess the robustness of my findings.
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For the weighted models, I use the respondent weight (i.e. xXWGTR) which is
recommended for use in analyses of measures collected at the respondent level in the HRS, such
as the EOL planning measures included in this study (HRS Staff, 2019). The respondent-level
weight is valid (i.e. has non-zero values) for living non-institutionalized respondents who are
born in the appropriate years (i.e. age-eligible), and this weight is scaled to produce weight sums
that align with the number of individuals in the U.S. population (as measured by the Current
Population Survey fielded in March for the respective year of data collection) (HRS Staff, 2019).
For purposes of this study’s analysis, I use the 2022 respondent weight to align with the year of
data collection that EOL planning measures and core demographics were ascertained for this
analytics sample. Additionally, following the available guidance for weighting the HRS data, I
use the clustering variable raehsamp and the stratum variable raestrat to ensure that data are
properly weighted given the complex sampling design of the HRS. However, given this study’s
emphasis on comparisons across groups (rather than producing specific point estimates), |
primarily discuss the unweighted models in the findings section to follow.

The use of unweighted models in this study is preferable for several reasons. First, the
respondent weights for the HRS are designed to ensure that findings based on the entire HRS
sample (or specific cohorts) are representative of the U.S. population, but these weights are not
necessarily designed to ensure representative findings based on smaller subpopulations, such as
SMs (HRS Staff, 2019). Consequently, the weighting scheme developed for the HRS could be
based on imperfect assumptions about the underlying population of SMs— introducing additional
bias to the weighted models. More specifically, since the survey weights for the HRS have been
developed by post-stratifying each wave’s weights to the March CPS on the basis of the birth

cohorts of the respondent and spouse (and on the basis of respondent gender and race/ethnicity),
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post-stratification margins may not accurately reflect the actual demographic composition of
SMs (particularly for SMs who are older adults) given the systematic exclusion of sexual identity
measures from national data sources such as the CPS (particularly for earlier waves of data).
(HRS Staff, 2019).

Beyond the concerns about potential mismatch between the design of the respondent
weights for the HRS and this study’s focus on comparisons across SMs and non-SMs, applying
respondent weights to smaller subgroups, such as SMs, presents several methodological
concerns. Namely, when subgroup sizes are comparatively small (as is the case with SMs in the
HRS), applying survey weights may inflate standard errors — leading to wider confidence
intervals and unstable estimates (Heeringa ef al., 2017; Korn & Graubard, 1999). In brief, by
using the unweighted models for this study’s central findings, I am limiting the potential for
larger design effects and additional statistical noise that may make this study’s findings harder to
interpret. It is important to note that in both the unweighted and weighted binary logistic
regression models, I only include respondents who have a valid, non-zero respondent weight
available (to ensure comparability of findings across both models).

To estimate standard errors in the weighted models, I employ the Stata 19
singleunit(centered) command to account for the small sample size of SMs and the small sample
size of respondents with valid information across all five of my outcome variables. This
command allows Stata users to compute standard errors of coefficients in analyses of complex
survey data when there are strata with only one primary sampling unit (i.e. singleton primary
sampling units) — as is the case for the five aforementioned outcome variables in the HRS
(StataCorp, 2025). More specifically, the Stata 19 singleunit(centered) command “specifies that

strata with one sampling unit are centered at the population mean instead of the stratum mean”
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(StataCorp, 2025). While other resampling approaches to estimate standard errors exists, such as
bootstrapping or jackknife resampling, this conservative approach is less computationally-
intensive and more well-suited for statistical analyses employing small sample sizes (while still
accounting for the sampling design of complex survey data) (Heeringa et al., 2017).
Additionally, certain resampling methods like jackknife resampling are not suitable given that
this approach relies on the ability to omit one primary sampling unit at a time for variance
estimation. For the above reasons, I employ the Stata 19 singleunit(centered) command for the
three weighted models specified earlier.

In addition to the binary logistic regressions, I estimate predicted probabilities and
examine marginal changes in those probabilities. To do this, I first re-estimate the binary logistic
regressions while adding an interaction term for sexual identity X gender for each of the five
outcome variables to model differences in the likelihood in engaging in each of the five EOL
planning measures. I then use the Stata 19 margins command to produce predicted probabilities
from these models with interactions, followed by the Stata 19 ml/incom command to examine
marginal changes in the predicted probability of likelihood of having engaged in five different
EOL planning measures (Mize et al., 2019) — emphasizing potential differences by sexual
identity and gender. These predicted probabilities were estimated from the binary logistic
regression models described above, and comparisons between these predicted probabilities
provide insight into how sexual matters for EOL planning and how gender may operate

differently for SMs compared to non-SMs.
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Findings

a. Descriptive Statistics

Examining the descriptive statistics presented in Tables 1.1-1.2, respondents differ across
several key demographics when comparing different sexual identity groups —in ways consistent
and divergent from the available literature. First, looking at Table 1.1, SMs exhibit SES profiles
that both corroborate and differ from existing estimates. Regarding household income, 21.57%
of bisexual respondents and 53.82% of “SOSI” respondents have a household income classified
as “poor” (i.e. less than $20K annually) compared to only 18.59% of heterosexual respondents.
Additionally, I observe lower rates of having “high-income” (i.e. more than $75K annually)
among “SOSI” respondents compared to heterosexual respondents (i.e. 11.11% v. 31.55%)).
These trends mirror documented higher rates of poverty among SMs compared to non-SMs
(Badgett, 2018; Badgett et al., 2019; Conron et al., 2018). Diverging from these established
trends though is the income distribution for gay/lesbian respondents in my analytic sample.
Whereas the available literature documents higher rates of poverty among SMs, only 9.41% of
gay/lesbian respondents have a household income classified as “poor” compared to 18.94% of
heterosexual respondents. Further, 47.06% of gay/lesbian respondents have a household income
classified as “high-income” compared to 31.55% of heterosexual respondents. Whereas existing
research has documented SES disparities facing SMs that may correlate with lower rates of
formal EOL planning relative to non-SMs, it appears that certain SM subpopulations (i.e.
gay/lesbian) may have greater access to formal EOL planning resources as a function of having

higher income. However, other dimensions of SES are important to consider as evidenced by
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findings from Hernandez ef al. (2023) on the attenuating effects of education level in the
relationship between SM status and SES outcomes.

Table 1.1 also indicates that SM respondents (with the exception of those identifying with
the “SOSI” category) have greater educational attainment relative to non-SMs. For example,
48.24% of gay/lesbian and 41.18% of bisexual respondents report having obtained at least a
bachelor’s degree. This would appear to corroborate estimates from Spiker and Reczek (2021)
that a greater share of gay/lesbian adults have obtained at least a bachelor’s degree compared to
heterosexual respondents but diverges from their estimates that a smaller share of bisexual adults
has obtained at least a bachelor’s degree compared to heterosexual respondents. Given how
greater education may be tied to greater awareness of (and access to) various EOL planning
resources broadly, these baseline demographic differences in education may translate to
increased EOL planning participation among SMs. Further, the higher rates of educational
attainment among bisexual respondents within my analytic sample may help attenuate the
influences of poverty-level income on EOL planning behaviors. Beyond these two components
of SES, Table 1.1 indicates additional baseline demographic differences that both conform to and
diverge from available literature in ways that may be consequential for EOL planning.

For example, while past research finds that SMs are more likely than non-SMs to be
racial/ethnic minorities (Gates 2015), the opposite is observed for gay/lesbian and bisexual
respondents in Table 1.1. Compared to 63.11% of heterosexual respondents, 69.41% of
gay/lesbian and 64.71% of bisexual respondents identify as White and non-Hispanic. This would
suggest that SMs in my analytic sample are not as racially/ethnically diverse as documented in
the existing research. However, SMs in my analysis who identify as “SOSI” do appear to be

more likely to be racial/ethnic minorities compared to non-SMs. Compared to 63.11% of
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heterosexual respondents, only 19.79% of “SOSI” respondents identify as White and non-
Hispanic. Continuing with Table 1.1, there are also other instances where SMs who identify as
“SOSI” diverge from SMs identifying as gay/lesbian and bisexual. In particular, we see that: (1)
“SOSI” respondents on average appear to be comparable in age to heterosexual respondents
(72.29 v. 72.39) while gay/lesbian and bisexual respondents on average appear to be younger
(70.13; 69.76 respectively); (2) “SOSI” respondents are more likely to identify as a woman
compared to heterosexual respondents (64.93% v. 60.03%) while gay/lesbian and bisexual
respondents are less like to identify as a woman (48.24%; 56.68% respectively); and (3) “SOSI”
respondents exhibit greater religiosity than other SMs with “SOSI” respondents being more
likely to identify with a religion and to attend religious services once a week or more than once a
week, while gay/lesbian and bisexual respondents are less likely to do so (compared to
heterosexual respondents). And while I observe some differences in age by sexual identity, the
average age of SMs in the analytic sample is higher than the average age of SMs in many other
studies focused on sexual identity disparities — suggesting that findings using the HRS data may
diverge from younger or more age-diverse samples, and findings may reflect life-course stage
rather than sexual identity per se.

Looking at marital status variation by sexual identity, there are notable differences in how
marital status is distributed among the analytic sample. First, the share of respondents reporting
being married appears to be comparable across heterosexual (52.68%), bisexual (49.02%), and
SOSI respondents (48.61%). However, a lower share of gay/lesbian respondents report being
married (34.12%). Given how marriage confers certain legal protections and recognitions,
unmarried respondents (who represent a greater share of gay/lesbian respondents) may feel

greater pressure to establish EOL plans in the absence of these protections and institutional
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supports. Further supporting this notion is the substantially larger share of gay/lesbian
respondents who report being “never married” (41.18%). While bisexual and SOSI respondents
more closely resemble heterosexual respondents in the “married” distribution, a greater share of
bisexual respondents report being separated/divorced and never married while a smaller share
report being widowed — compared to heterosexual respondents. Yet, SOSI respondents more
closely approximately the marital status distribution for heterosexual across all categories.
Beyond underscoring the importance of accounting for a diversity of sexual identities though, I
observe additional key differences between SMs and non-SMs across several other
sociodemographic characteristics correlated with differences in EOL planning behaviors in the
broader literature.

Consistent with the MST literature documenting how SMs have disproportionately worse
health outcomes (relative to non-SMs) due to experiencing both external and internal stressors
that combine to negatively impact SMs’ health, Table 1.1 shows higher rates of poor health
among all SM groups relative to heterosexual respondents. Further, bisexual and “SOSI” have
lower rates of “very good” and “excellent” self-reported health compared to heterosexual
respondents Similarly, higher average comorbidity index scores are observed for bisexual and
“SOSI” respondents (2.02; 2.07 respectively) compared to heterosexual respondents. These
descriptive trends appear to corroborate the argument that SMs are a population marked by stark
health disparities (Almeida et al., 2009; Hafeez et al., 2017; Hatzenbuehler et al., 2013; Jackson
et al., 2016; Trinh et al., 2017; Whitehead et al., 2016). However, I also find evidence to the
contrary in Table 1. When looking at self-reported health, greater shares of gay/lesbian
respondents report “very good” or “excellent” health compared to heterosexual respondents.

Additionally, gay/lesbian respondents have a lower average comorbidity index than heterosexual
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respondents (1.86 v. 1.95). Taken together, these divergent trends in health further underscore
the importance of: (1) accounting for a diversity of sexual identities when evaluating the
influence of SM status on EOL planning behaviors; and (2) accounting for a range of
compositional differences not previously explored in the landmark study on SMs’ (in particular,
same-sex couples’) EOL planning behaviors (Thomeer et al., 2017). In sum, the demographic
distribution of my analytic sample both conforms to and diverges from benchmark estimates that
may be consequential for this study’s findings. Specifically, greater shares of gay/lesbian and
bisexual respondents report having “high-income” and greater educational attainment, and
“excellent” self-reported health and lower comorbidity index scores in the case of gay/lesbian
respondents — although bisexual respondent do report higher rates of “poor” self-reported health
and nominally higher comorbidity index scores compared to heterosexual respondents. However,
SOSI respondents exhibit markedly higher rates of reporting “poor” household income, lower
educational attainment, lower self-reported health, and higher comorbidity index scores —
suggesting a higher burden of chronic illness. Together, these findings suggest different
disadvantage profiles among SMs — with SOSI respondents appearing to be particularly
disadvantaged.

Beyond demographic trends, Table 1.2 outlines the distribution of EOL planning by
sexual identity. For heterosexual, gay/lesbian, and bisexual respondents, higher rates of EOL
planning are observed compared to available estimates in the literature for the broader U.S.
population. For example, a meta-analysis of 795,909 people across 150 studies (published from
2011-2016) finds that 29.3% of people had completed living wills and 33.4% of people had
designated healthcare proxies (Yadav et al., 2017). However, in Table 1.2, 56.13% of

heterosexual respondents, 72.58% of gay/lesbian respondents, and 57.89% of bisexual
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respondents have provided written instructions (i.e. a living will). Similarly, 60.74% of
heterosexual respondents, 74.19% of gay/lesbian respondents, and 65.79% of bisexual
respondents have provided written instructions (i.e. a living will) have designated a power of
attorney (i.e. a healthcare proxy). With this in mind, it’s important to note that higher levels of
end-of-life planning are observed for the analytic sample broadly — suggesting that the analytic
sample may differ in key ways. However, SMs who identify as “SOSI” appear to have lower
levels of EOL planning that are comparable to estimates from the broader literature — further
suggesting the importance of accounting for a diversity of sexual identities.

Reinforcing the importance of accounting for differences across sexual identity groups,
gay/lesbian respondents have consistently higher levels of EOL planning relative to heterosexual
respondents — with the exception of life insurance where only 47.06% of gay/lesbian respondents
report having life insurance compared to 53.25% of heterosexual respondents — while “SOSI”
respondents have consistently lower levels of EOL planning. This descriptive trend for
gay/lesbian respondents is consistent with findings from Thomeer et al. (2017) showing that
same-sex spouses devote considerable attention to informal EOL planning conversations and
formal EOL plans, but the descriptive trend for “SOSI” respondents diverges from this finding.
Looking at bisexual respondents in Table 1.2, both lower and higher levels of EOL planning are
observed relative to heterosexual respondents depending on the specific type of EOL planning
examined. For example, compared to heterosexual respondents, bisexual respondents exhibit
lower levels of having a valid will (43.14% v. 49.95%), having life insurance (50.98% v.
53.25%), and having ever discussed EOL care preferences (57.14% v. 59.95%). However,
bisexual respondents exhibit higher levels of having designated a POA (65.79% v. 60.74%) and

having completed written instructions (57.89% v. 56.13%). suggests that associations between
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SM status and EOL planning behaviors may differ depending on whether one is examining
couple type or self-reported sexual identity. Additionally, while Thomeer ef al. (2017) also find
that heterosexual spouses report minimal formal or informal EOL planning, Table 1.2 shows
higher rates of EOL planning among heterosexual respondents in the analytic sample compared
to available estimates in the literature. Across all types of EOL planning examined, designating a
POA is the most prevalent for of EOL planning for all sexual identity groups with the exception
of SOSI respondents (33.19%). Although, the comparatively small sample size of SMs in this
study are important to consider when benchmarking descriptive trends against the existing
literature — especially since SMs in the HRS may differ from SMs in the broader population for
various reasons.

Table A.1 in Appendix A presents the Pearson correlation coefficients for the EOL
planning measures examined in this study. While Table A.1 in Appendix A reveals some
clustering in measures of formal EOL planning, these correlations are moderate in strength (with
the exception of a stronger correlation between providing written instructions and designating a
POA). However, correlations between formal and EOL planning are generally weaker and the
magnitude of the correlation coefficients suggest participation in any one EOL planning measure
does not fully substitute for or explain participation in other types of EOL planning. This
indicates that each measure reflects distinct dimensions of EOL planning and supporting the

decision to analyze these outcomes separately.
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Table 1.1. Means and Proportions of Selected Variables among Respondents with a non-Zero Respondent Weight in the Health and
Retirement Study (2022)

Heterosexual Gay/Lesbian Bisexual SOSI
(n = 8,294) (n=85) (n=151) (n = 288)
Gender
Woman 60.03% 48.24% 56.86% 64.93%
Man 39.97% 51.76% 43.14% 35.07%
Race/Ethnicity
White, non-Hispanic 63.11% 69.41% 64.71% 19.79%
Black, non-Hispanic 21.64% 17.65% 11.76% 11.81%
Hispanic/Latine 11.72% 10.59% 15.69% 64.93%
SOR, non-Hispanic 3.53% 2.35% 7.84% 3.47%
Household Income
Poor (<$20K) 18.59% 9.41% 21.57% 53.82%
Low-income ($20K-49.9K) 34.11% 29.41% 31.37% 30.21%
Mid-income ($50K-74.9K) 15.75% 14.12% 13.73% 4.86%
High-income (>375K) 31.55% 47.06% 33.33% 11.11%
Education Level
< HS Diploma 11.44% 7.06% 13.73% 50.35%
GED 5.09% 2.35% 5.88% 4.86%
HS Diploma 26.14% 16.47% 17.65% 20.83%
Some College 28.73% 25.88% 21.57% 12.85%
BA or > 28.60% 48.24% 41.18% 11.11%
Age (Years) 72.39 (8.57) 70.13 (7.95) 69.76 (7.98) 72.29 (8.75)
Marital Status
Married 52.68% 34.12% 49.02% 48.61%
Separated/Divorced 19.62% 15.29% 23.53% 17.36%
Widowed 21.91% 9.41% 11.76% 25.35%
Never Married 5.80% 41.18% 15.69% 8.68%
Self-reported Health
Poor 5.03% 8.24% 13.73% 10.07%
Fair 20.46% 12.94% 21.57% 37.15%
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Good 36.75% 32.94% 35.29% 31.94%
Very Good 31.17% 38.82% 27.45% 15.28%
Excellent 6.60% 7.06% 1.96% 5.56%
Comorbidity Index 1.95 (1.32) 1.86 (1.26) 2.02 (1.30) 2.07 (1.27)
Religious Affiliation
Protestant 58.87% 35.29% 33.33% 36.11%
Catholic 25.20% 27.06% 37.25% 49.65%
Jewish 1.75% 4.71% 0.00% 0.35%
No Affiliation 11.35% 25.88% 23.53% 8.33%
Other 2.83% 7.06% 5.88% 5.56%
Religious Attendance
“Not at all” 36.71% 63.53% 47.06% 29.17%
“One or more times a year” 18.48% 12.94% 25.49% 18.75%
“Two or three times a month” 10.62% 9.41% 9.80% 13.89%
“Once a week™” 23.78% 9.41% 15.69% 24.31%
“More than once a week” 10.41% 4.71% 1.96% 13.89%

Note: Standard deviations in parentheses; Percentages may not sum to 100.0 due to rounding error
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Table 1.2. Distribution of Measures of EOL Planning among Respondents with a non-Zero Respondent Weight in the Health and

Retirement Study (2022)

Heterosexual Gay/Lesbian Bisexual SOSI
(n = 8,294) (n=85) (n=151) (n = 288)
N % N % N % N %
Valid Will
No 4,122 50.05% 36 42.35% 29 56.86% 220 76.66%
Yes 4,113 49.95% 49 57.65% 22 43.14% 67 23.34%
n 8,235 85 51 287
Life Insurance
No 3,826 46.75% 45 52.94% 25 49.02% 208 73.24%
Yes 4,358 53.25% 40 47.06% 26 50.98% 76 26.76%
n 8,184 85 51 284
Ever Discussed
No 2,051 40.05% 11 22.45% 12 42.86% 141 73.82%
Yes 3,070 59.95% 38 77.55% 16 57.14% 50 26.18%
n 5,121 49 28 191
Power of Attorney
No 2,584 39.26% 16 25.81% 13 34.21% 151 66.81%
Yes 3,997 60.74% 46 74.19% 25 65.79% 77 33.19%
n 6,581 62 38 232
Written Instructions
No 2,884 43.87% 17 27.42% 16 42.11% 164 70.69%
Yes 3,690 56.13% 45 72.58% 22 57.89% 68 29.31%
n 6,574 62 38 232

Note: Percentages may not sum to 100.0 due to rounding error
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b. Logistic Regressions

Table 1.3 below outlines odds ratios representing the odds of having engaged in various
formal and informal EOL planning measures. More specifically, Table 1.3 examines associations
between respondent demographics and the following outcome variables: (1) the odds of having a
valid will; (2) the odds of having life insurance; (3) the odds of having ever discussed their EOL
care preferences with anyone; (4) the odds of having a “Durable Power of Attorney for Health
Care” or “Medical Power of Attorney” (hereafter referred to as “POA” for brevity); and (5) the
odds of having a “Living Will” or “Physician Orders for Life Sustaining Treatment” (hereafter
referred to as “written instructions” for brevity). After missing data deletions (across key
sociodemographic measures), associations with the five EOL planning outcome variables were
examined among a sample of 8,808 adults who provided self-identified sexual identity
information and who had a valid (i.e. non-zero) respondent weight. To preserve sample size, a
pairwise deletion approach was employed to include all eligible respondents who had provided a
survey response for a specific EOL planning measure. Given this study’s focus on drawing
comparisons across groups, the analyses presented in Table 1.3 are unweighted while weighted
analyses are presented in Table A.3 of Appendix A. These analyses aim to answer the following
research question: (1) Does participation in different types of EOL planning vary by sexual
identity? An interaction term looking at associations for sexual identity by gender is included in
Table A.2 (unweighted) and Table A.4 (weighted) of Appendix A. Given that the interaction
term included in Table A.2 and A.4 is statistically non-significant across all variable models

(with the exception of two statistically significant coefficients for two small N subgroups in each
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table), findings from Table 1.3 are best-suited to answer the above research question. However,
weighted findings are fairly consistent with these unweighted analyses.

As shown in Table 1.3, EOL planning differs by SM status (as proxied by sexual identity)
when comparing sexual identity groups. More specifically, gay/lesbian respondents have
statistically significantly greater odds of having engaged in three different measures of EOL
planning compared to heterosexual respondents, with the largest effect size observed for the odds
of having provided written instructions — where gay/lesbian respondents experience a 184%
increase in these odds compared to heterosexual respondents (OR = 2.84, p <0.01). Gay/lesbian
respondents similarly experience a 132% increase in the odds of having designated a POA and a
130% increase in the odds of having ever discussed EOL care preferences compared to
heterosexual respondents (OR =2.32, p <0.01; OR = 2.30, p < 0.05). And while gay/lesbian
respondents do not experience significantly greater odds of having a valid will or having life
insurance, heterosexual respondents do not experience significantly greater odds of having
engaged in any EOL planning measure in Table 1.3 compared to gay/lesbian respondents.
Conversely, respondents whose sexual identity is categorized as “SOSI” have statistically
significantly lower odds of having engaged in four different measures of EOL planning
compared to heterosexual respondents, with the largest effect size observed for the odds of
having ever discussed EOL care preferences — where “SOSI” respondents experience a 52%
decrease in these odds (OR = 0.48, p < 0.001). Further, these “SOSI” respondents experience
statistically significant decreases in the odds of having designated a POA, having provided
written instructions, and having life insurance — compared to heterosexual respondents (OR =

2.32,p<0.01; OR=2.32, p<0.01; OR =2.32, p<0.01). Unlike gay/lesbian and “SOSI”
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respondents though, bisexual respondents do not statistically significantly differ from
heterosexual respondents across any of the EOL planning measures in Table 1.3.

Applying the MST perspective, [ test the hypothesis that health disparities (i.e. a
manifestation of minority stress) may incentivize greater amounts of EOL planning observed
among SMs relative to non-SMs in Table 1.3. I observe that sexual identity is associated with the
odds of engaging in four of the EOL planning measures in Table 1.3 when controlling for self-
reported health and comorbidities (via a comorbidity index). However, when looking at the
separate effects of self-reported health and comorbidities, the associations present a mixed
picture. First, looking at associations by self-reported health in Table 1.3, lower self-reported
health does not necessarily translate to greater participation in EOL planning. More specifically,
“poor” self-reported health is not statistically significantly associated with any of the five EOL
planning outcomes. In fact, there is only one statistically significant association for “fair” health,
where reporting “fair” health (compared to “good” health) is associated with a 19% decrease in
the odds of having a valid will (OR = 0.81, p <0.01). Conversely, those reporting “very good” or
“excellent” health experience a 19% and 28% increase in the odds of having a valid will (OR =
1.19, p <0.01; OR =1.28, p < 0.05). For the odds of having ever discussed EOL care
preferences though, “excellent” health is associated with a 27% decrease in these odds (OR =
0.73, p <0.05). Taken together, these findings appear to suggest that associations between health
and EOL planning behaviors (and the directions of these associations) differ depending on type
of EOL planning (e.g., formal v. informal, medical v. estate). Because health is closely linked
with other resources (e.g., income, education) though, further research with other samples should

seek to better understand and contextualize these findings given that my analytic sample is
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characterized by disproportionately higher household income (and higher educational attainment
in the case of gay/lesbian and bisexual respondents).

Redirecting attention to the influence of comorbidities, comorbid conditions (as measured
by the comorbidity index) appear to have a stronger influence (compared to self-reported health)
on EOL planning behaviors. Across four different measures of EOL planning, increases in
comorbid conditions are statistically significantly associated with an increase in odds, with the
largest effect size observed for the odds of having ever discussed EOL care preferences — where
the addition of one comorbidity is associated with a 10% increase in these odds (OR =1.10, p <
0.001). Similarly, the addition of one comorbidity is associated with a 7% increase in the odds of
having designated a POA, a 6% increase in the odds of having provided written instructions, and
a 4% increase in the odds of having life insurance (OR = 1.07, p < 0.01; OR =1.06, p < 0.05; OR
=1.04, p <0.05). These findings on the influence of comorbidities on EOL planning behaviors
are interesting to consider in context of the above findings on self-reported health. Given that
self-reported health is not statistically significantly associated three of the EOL planning
measures that comorbidities are significantly associated with, examining the role of subjective
and objective measures of health appears to be important to understanding how health status
connects to EOL planning behaviors. Together, these findings lend support to the idea that
associations with health are not only dependent on the specific type of EOL planning, but the
dimension of health as well (e.g., clinical diagnoses and biomarkers, self-perceptions). For
example, while lower self-reported health may not be associated with medical EOL planning
measures (e.g., designating a POA), being diagnosed with a comorbid condition may serve as a
distinct pathway for promoting discussions about EOL planning with health care providers and

with family or loved ones. Ultimately, while findings from Table 1.3 support the notion that SM
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status is associated with EOL planning when comparing sexual identity groups, it is unclear to
what extent manifestations of minority stress (as indicated by measures of health) may be tied to
these observed associations by sexual identity.

Redirecting attention to the influences of sociodemographic characteristics of the analytic
sample, statistically significant group differences are observed by gender, race/ethnicity,
household income, education level, age, marital status, and religion (i.e. affiliation and
attendance). The bulk of these statistically significant findings appear to be consistent with the
available literature. For example, with the exception of life insurance, men (compared to women)
have significantly lower odds of engaging in EOL planning compared to women. This gender
disparity in my analytic models is consistent with existing research finding greater participation
in EOL planning by women compared to men (Crosby et al., 2016; Forst et al., 2018; Miesfeldt
et al., 2012; Saeed et al., 2018). Similarly, across all measures of EOL planning in Table 1.3
(except for Black, non-Hispanic respondents in the case of life insurance), racial/ethnic minority
respondents have lower odds of engaging in EOL planning compared to non-Hispanic White
respondents. These findings from Table 1.3 also corroborate the well-documented racial
disparities in EOL planning in the existing literature (Barnato et al., 2009; Carr, 2019; Orlovic et
al., 2018). Lastly, looking to indicators of SES (i.e. household income and education level), there
are consistently statistically significant findings in Table 1.3 that lower educational attainment
and lower household income are both associated with a significant reduction in the odds of
having engaged in EOL planning — as posited by Carr (2019). In brief, while findings from Table
3 largely corroborate the available literature documenting sociodemographic influences on EOL

planning, additional analyses presented in Tables 1.4-1.5 seek to understand how some of these
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sociodemographic characteristics (i.e. gender) may differ in their associations with EOL

planning when comparing and contrasting SMs and non-SMs.
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Table 1.3. Odds Ratios for Engaging in Measures of EOL Planning by Selected Variables among Respondents with a non-Zero
Respondent Weight in the Health and Retirement Study (2022), Unweighted

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Sexual Identity (Heterosexual ref.)
Gay/Lesbian 1.66 0.95 2.30%* 2.32%* 2.84%*
(0.44) (0.22) (0.84) (0.74) (0.91)
Bisexual 0.94 1.14 1.12 1.99 1.70
(0.31) (0.34) (0.46) (0.74) (0.63)
SOSI 0.89 0.70%* 0.48%** 0.61%* 0.68*
(0.16) (0.10) (0.09) (0.10) (0.12)
Gender (Woman ref.)
Man 0.83%** 1.06 0.60%** 0.85%* 0.80%**
(0.05) (0.05) (0.04) (0.05) (0.05)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.27%%* 2.41%%* 0.41%** 0.54*** 0.36%**
(0.02) (0.16) (0.03) (0.04) (0.03)
Hispanic/Latine 0.27 %% 0.48%#%* 0.45%%* 0.36%** 0.41%%*
(0.02) (0.04) (0.05) (0.03) (0.04)
SOR, non-Hispanic 0.47*%%* 0.88 0.49%** 0.49%** 0.44***
(0.06) (0.11) (0.08) (0.07) (0.07)
Household Income (High-income
ref.)
Poor (<$20K) 0.417%** 0.40%** 0.60%** 0.67%** 0.617%**
(0.04) (0.03) (0.06) (0.07) (0.06)
Low-income ($20K-49.9K) 0.59%** 0.60%** 0.76%** 0.74%** 0.77%**
(0.04) (0.04) (0.06) (0.06) (0.06)
Mid-income ($50K-74.9K) 0.80%** 0.81%* 0.94 0.91 1.00
(0.06) (0.06) (0.09) (0.08) (0.09)

Education Level (HS Diploma ref.)
< HS Diploma 0.59%#* 0.61%** 0.73** 0.771%** 0.65%**
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GED
Some College
BA or>

Age (Years)

Marital Status (Married ref.)
Separated/Divorced

Widowed
Never Married

Self-reported Health (Good ref.)
Poor

Fair

Very Good

Excellent
Comorbidity Index (0-7)
Religious Affiliation (Protestant
ref.)

Catholic

Jewish

(0.06)
0.85
(0.11)
1.24%
(0.09)
2.45% %
(0.18)
1,09
(0.00)

0.76%**
(0.05)
1.01
(0.08)
0.56%**
(0.07)

0.79
(0.10)
0.81%*
(0.06)
1.19%*
(0.08)
1.28%
(0.14)
0.99
(0.02)

1.11
(0.07)
1.70%

(0.05)
0.99
(0.11)
0.97
(0.06)
0.88
(0.06)
0.99%
(0.00)

0.92
(0.06)
1.10
(0.07)
0.61%%*
(0.06)

0.88
(0.10)
0.94
(0.06)
1.05
(0.06)
0.87
(0.09)
1.04%
(0.02)

1.10
(0.06)
0.36%**
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(0.08)
1.24
(0.18)
].55%%
(0.12)
1,99
(0.17)
1.02%*
(0.00)

1.24%
(0.11)
].34%5
(0.11)
0.91
(0.13)

1.07
(0.15)
0.90
(0.08)
1.01
(0.08)
0.73*
(0.09)
1.10%
(0.03)

0.96
(0.07)
1.72%

(0.07)
0.77
(0.11)
1.17*
(0.09)
].63%%
(0.13)
1.10%
(0.00)

1.01
(0.08)
1.14
(0.09)
0.75*
(0.10)

1.27
(0.17)
1.00
(0.08)
1.08
(0.07)
1.16
(0.14)
1.07%*
(0.02)

1.05
(0.07)
2.43%*x

(0.07)
0.81
(0.11)
1,335
(0.10)
1.65%
(0.13)
1,09
(0.00)

1.16*
(0.09)
1.22%
(0.09)
0.72%
(0.10)

1.02
(0.13)
0.90
(0.07)
1.10
(0.07)
1.22
(0.15)
1.06*
(0.02)

0.96
(0.07)
1.98%



(0.39) (0.07) (0.47) (0.64) (0.48)
No Affiliation 1.11 0.76%*** 1.04 1.04 1.04
(0.09) (0.06) (0.11) (0.10) (0.10)
Other 0.85 0.64** 1.12 1.27 1.12
(0.13) (0.09) (0.22) (0.23) (0.20)
Religious Attendance (“Not at all”
ref.)
“One or more times a year” 1.24%* 1.21%* 1.01 1.04 1.15
(0.09) (0.08) (0.09) (0.08) (0.09)
“Two or three times a month” 1.26* 1.29%* 1.04 1.19 1.15
(0.12) (0.10) (0.11) (0.12) (0.11)
“Once a week” 1.50%** 1.20%* 1.04 1.22%* 1.33%**
(0.11) (0.08) (0.08) (0.09) (0.10)
“More than once a week” 1.33%* 1.23%* 1.24%* 1.22%* 1.34%*
(0.13) (0.10) (0.13) (0.12) (0.13)
Constant 0.00%*** 2.82%** 0.31%** 0.00%** 0.00%**
(0.00) (0.65) (0.11) (0.00) (0.00)
N 8,658 8,604 5,389 6,913 6,906

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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¢. Predicted Probabilities and Marginal Changes

Tables 1.4-1.5 below present findings produced using the Stata 19 margins command
followed by the Stata 19 mlincom command to examine marginal changes in the predicted
probability of likelihood of having engaged in five different EOL planning measures —
conditioned by sexual identity and gender. These predicted probabilities were estimated from the
models outlined in Table A2 of Appendix A (which includes an interaction term for sexual
identity X gender). Continuing with study’s focus on drawing comparisons across groups, the
analyses presented in Tables 1.4-1.5 are unweighted while weighted analyses are presented in
Tables A.5-A.6 of Appendix A which were estimated from the weighted models outlined in
Table A.4 of Appendix A. Comparisons between these predicted probabilities provide insight
into how associations of sexual identity with EOL planning differ by gender, and how gender
may operate differently for SMs and non-SMs. While the interaction term included in Tables A.2
and A.4 is statistically non-significant across all variable models (with the exception of two
statistically significant coefficients for two small N subgroups in each table), results indicate
statistically significant differences when examining specific group differences in predicted
probabilities. This suggests that odds of engaging in EOL planning vary by the combination of
SM identity and gender identity and provide affirmative answers to two of my research
questions: (2) Do associations of sexual identity with EOL planning differ by gender (e.g.,
comparing heterosexual men to bisexual men, comparing heterosexual women to bisexual
women)?; and (3) Do associations of gender with EOL planning differ by sexual identity (e.g.,
comparing heterosexual men to heterosexual women, comparing bisexual men to bisexual

women)? Continuing with this study’s focus on drawing comparisons across groups, I discuss the
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predicted probabilities produced from unweighted findings in Tables 1.4-1.5 when answering the
aforementioned research question.

Table 1.4 below outlines the predicted probabilities (and marginal changes in those
probabilities) of engaging in EOL planning by intersections of sexual identity and gender
(comparing within gender groups). Comparing within women, gay/lesbian and bisexual women
have the highest predicted probabilities for engaging in each of the EOL planning measures,
while “SOSI” women have the lowest predicted probabilities. Several significant differences are
observed when comparing across sexual identity groups. Looking at Table 1.5 below, I only
observe one statistically significant difference when comparing gay/lesbian women to
heterosexual woman and when comparing bisexual women to heterosexual women. More
specifically, gay/lesbian women only have a statistically significantly greater predicted
probability of having provided written instructions compared to heterosexual women, while
bisexual women only have a statistically significantly greater predicted probability of having
ever discussed EOL care preferences compared to heterosexual women (A = 0.148, p <0.05; A =
0.179, p < 0.05). However, comparisons between women identifying as “SOSI” and heterosexual
women reveal a consistent pattern of statistical significance. With the exception of having a valid
will, “SOSI” women have statistically significantly lower predicted probabilities of having
engaged in each EOL planning measure compared to heterosexual women. Together, these
findings appear to suggest that SM status may have differing associations with EOL planning
behaviors depending on the specific sexual identity group. SM status is not uniformly associated
with EOL planning, with gay/lesbian and bisexual women differing from heterosexual women
and SOSI women differing from both heterosexual women and other SM women (i.e.

gay/lesbian and bisexual women).
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Comparing across SM groups within women, gay/lesbian women and bisexual women do
not statistically significantly differ in their predicted probabilities, with both sexual identity
groups displaying high rates of EOL planning participation. However, both gay/lesbian women
and bisexual women statistically significantly differ from “SOSI” women across three of EOL
planning measures. More specifically, both gay/lesbian women and bisexual women (compared
to “SOSI” women) having significantly higher predicted probabilities of: (1) having ever
discussed EOL care preferences (A =-0.314, p <0.001; A =-0.391, p <0.001); (2) having
designated a POA (A =-0.278, p <0.001; A=-0.330, p <0.001); and (3) having ever provided
written instructions (A =-0.237, p <0.01; A =-0.241, p < 0.01). And while we are limited in our
understanding of which sexual identities are represented in the “SOSI” category, these findings
appear to reinforce the importance of accounting for differences between sexual identity groups
when considering the influences of SM status on EOL planning behaviors.

Redirecting attention to comparisons within men in Table 1.4, gay men have the highest
predicted probabilities of engaging in EOL planning with the exception of “life insurance” where
bisexual men exhibit the highest predicted probabilities. However, while both gay/lesbian
women and bisexual women displayed higher predicted probabilities than heterosexual women
across all five EOL planning measures, gay men exhibit lower predicted probability of having
life insurance and bisexual men exhibit lower predicted probabilities of having a valid will and
having discussed EOL care preferences (compared to heterosexual men). However, the marginal
changes in these predicted probabilities do not appear to be statistically significant. In fact,
bisexual men do not statistically significantly differ from heterosexual men across any measure
of EOL planning in Table 1.4. Compared to heterosexual men, gay men having statistically

significantly greater predicted probabilities of having engaged in three different EOL planning
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measures though, with the largest effect size observed for the probability of having ever
discussed EOL care preferences (A =0.234, p < 0.05). Gay men also have significantly greater
predicted probabilities of having provide written instructions (A = 0.233, p <0.001) and having
designated a POA (A =0.180, p < 0.05). Unlike gay men, “SOSI” men do not appear to
significantly differ from heterosexual men — suggesting that SM status is more salient for gay
men than other SM groups when comparing SMs and non-SMs.

Comparing across SM groups within men, bisexual men and “SOSI” men do not
statistically significantly differ from one another. However, I observe several statistically
significant differences when comparing each group to gay men. For example, bisexual men have
statistically significantly lower predicted probabilities of having ever discussed EOL care
preferences compared to gay men, but do not statistically significantly differ across any other
EOL planning measure (A =-0.442, p <0.01). However, I find greater evidence of significant
group differences when comparing predicted probabilities for gay men and “SOSI”” men. More
specifically, “SOSI” men have statistically significantly lower predicted probabilities of: (1)
having provided written instructions (A =-0.290, p < 0.001); (2) having ever discussed EOL care
preferences (A =-0.296, p < 0.01); and (3) having designated a POA (A =-0.177, p <0.05).
Again, while we are limited in our understanding of which sexual identities are represented in the
“SOSI” category, these findings appear to reinforce the importance of accounting for differences
between sexual identity groups when considering the influences of SM status on EOL planning
behaviors. However, differences by SM status appear to be less salient in comparisons of men
compared to comparisons of women in Table 1.4.

Redirecting attention to how associations by gender differ across sexual identity, Table

1.5 below outlines the predicted probabilities (and marginal changes in those probabilities) of
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engaging in EOL planning by intersections of sexual identity and gender (comparing across
gender groups). Looking at Table 1.5 below, heterosexual women and bisexual women have
greater predicted probabilities of having engaged in EOL planning across all five measures of
EOL planning (with the exception of “life insurance” for heterosexual women) compared to their
male counterparts. However, there is not a consistent pattern when comparing men and women
who identify as gay/lesbian or “SOSI”. Further, I do not observe any statistically significant
differences in predicted probabilities comparing gay/lesbian women and men and “SOSI”
women and men. With the exception of one statistically significant finding comparing the
predicted probabilities of having ever discussed EOL care preferences between bisexual women
and bisexual men, I only observe statistically significant differences in comparisons of
heterosexual women and heterosexual men. More specifically, heterosexual men (compared to
heterosexual women) have statistically significantly lower predicted probabilities of: (1) having a
valid will (A =-0.033, p <0.001); (2) having ever discussed EOL care preferences (A =-0.110, p
<0.001); (3) having designated a POA (A =-0.037, p <0.01); and (4) having provided written
instructions (A =-0.046, p < 0.001). Taken together, these findings appear to replicate existing
gender disparities documented in the broader literature, but provides nuance to these disparities
given the overwhelming absence of statistically significant findings when comparing men and

women within SM groups.
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Table 1.4. Predicted Probabilities (and Marginal Changes) for Engaging in Measures of EOL Planning by Sexual Identity and Gender
(Comparing within Gender) among Respondents in the Health and Retirement Study (2022), Unweighted

Valid Will Life Insurance  Ever Discussed Power of Attorney ~ Written Instructions
Sexual Identity x Gender
Heterosexual x Woman 0.504 0.520 0.638 0.615 0.572
Gay/Lesbian x Woman 0.589 0.533 0.740 0.740 0.720
(A =0.085) (A=0.013) (A=0.102) (A=0.124) (A =0.148%)
Heterosexual x Woman 0.504 0.520 0.638 0.615 0.572
Bisexual x Woman 0.526 0.526 0.818 0.791 0.724
(A=0.022) (A =0.006) (A =0.179%) (A=0.176%) (A=0.152)
Heterosexual x Woman 0.504 0.520 0.638 0.615 0.572
SOSI x Woman 0.475 0.434 0.426 0.462 0.483
(A=-0.029) (A =-0.086%) (A=-0.212%**) (A =-0.154**%) (A =-0.089%)
Gay/Lesbian x Woman 0.589 0.533 0.740 0.740 0.720
Bisexual x Woman 0.526 0.526 0.818 0.791 0.724
(A=-0.064) (A=-0.007) (A=0.077) (A=0.051) (A=0.004)
Gay/Lesbian x Woman 0.589 0.533 0.740 0.740 0.720
SOSI x Woman 0.475 0.434 0.426 0.462 0.483
(A=-0.114) (A =-0.099) (A=-0.314***) (A =-0.278%**%) (A =-0.237*%)
Bisexual x Woman 0.526 0.526 0.818 0.791 0.724
SOSI x Woman 0.475 0.434 0.426 0.462 0.483
(A=-0.051) (A=-0.092) (A=-0.391***) (A =-0.330%***) (A =-0.241%%)
Heterosexual x Man 0.471 0.532 0.528 0.579 0.527
Gay x Man 0.559 0.498 0.763 0.759 0.759
(A =10.088) (A=-0.035) (A =0.234%) (A =0.180%) (A =0.233%*%)
Heterosexual x Man 0.471 0.532 0.528 0.579 0.527
Bisexual x Man 0.416 0.592 0.321 0.611 0.545
(A=-0.054) (A=0.059) (A=-0.207) (A=0.033) (A=0.018)
Heterosexual x Man 0.471 0.532 0.528 0.579 0.527
SOSI x Man 0.469 0.462 0.467 0.581 0.469
(A=-0.002) (A=-0.070) (A=-0.061) (A=10.003) (A =-0.058)
Gay x Man 0.559 0.498 0.763 0.759 0.759
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Bisexual x Man 0.416 0.592 0.321 0.611 0.545
(A=-0.142)  (A=0.094) (A=-0.442%%)  (A=-0.147) (A=-0.215)
Gay x Man 0.559 0.498 0.763 0.759 0.759
SOSI x Man 0.469 0.462 0.467 0.581 0.469
(A=-0.090) (A=-0.035)  (A=-0.296**)  (A=-0.177%) (A = -0.290%*%)
Bisexual x Man 0.416 0.592 0.321 0.611 0.545
SOSI x Man 0.469 0.462 0.467 0.581 0.469
(A=0.052) (A=-0.129)  (A=0.146) (A =-0.030) (A =-0.075)
N 8,658 8,604 5,389 6,913 6,906

Note: A = Marginal change in predicted probabilities; *** p<0.001, ** p<0.01, * p<0.05
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Table 1.5. Predicted Probabilities (and Marginal Changes) for Engaging in Measures of EOL Planning by Sexual Identity and Gender
(Comparing within Sexual Identity) among Respondents in the Health and Retirement Study (2022), Unweighted

Valid Will Life Insurance  Ever Discussed =~ Power of Attorney =~ Written Instructions
Sexual Identity x Gender
Heterosexual x Woman 0.504 0.520 0.638 0.615 0.572
Heterosexual x Man 0.471 0.532 0.528 0.579 0.527
(A=-0.033***)  (A=0.012) (A=-0.110***) (A =-0.037*%) (A =-0.046**%*)
Gay/Lesbian x Woman 0.589 0.533 0.740 0.740 0.720
Gay x Man 0.559 0.498 0.763 0.759 0.759
(A=-0.031) (A=-0.036) (A=0.022) (A=0.019) (A=0.039)
Bisexual x Woman 0.526 0.526 0.818 0.791 0.724
Bisexual x Man 0.416 0.592 0.321 0.611 0.545
(A=-0.109) (A =0.065) (A=-0.497***%) (A =-0.180) (A =-0.180)
SOSI x Woman 0.475 0.434 0.426 0.462 0.483
SOSI x Man 0.469 0.462 0.467 0.581 0.469
(A =-0.006) (A =10.028) (A=0.041) (A =0.120) (A=-0.014)
N 8,658 8,604 5,389 6,913 6,906

Note: A = Marginal change in predicted probabilities; *** p<0.001, ** p<0.01, * p<0.05
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Discussion

In this study, I examined if and how EOL planning is unequally distributed among SMs
and non-SMs in the U.S to address existing gaps in the literature, to provide a quantitative test of
findings from the landmark (qualitative) study on same-sex couples’ EOL planning to ascertain
if their findings on the EOL planning behaviors of same-sex spouses will be replicated with a
national sample of self-identified SMs (Thomeer et al., 2017), and to assess the current state of
EOL planning for planning among SMs. Given the myriad challenges facing SMs in the EOL
context (e.g., legal precarity, potential discrimination from HCPs) this study provides both
contributions to the broader literature and illuminates potential vulnerabilities at the EOL among
SMs — particularly since EOL planning is a crucial tool for ensuring autonomy in the EOL
context. In doing so, this study investigates the role of sexuality (and the intertwined influence of
sexual identity and gender) on EOL planning behaviors. With this in mind, this study sought to
answer three central research questions: (1) Does participation in different types of EOL
planning vary by sexual identity?; (2) Do associations of sexual identity with EOL planning
differ by gender (e.g., comparing heterosexual men to bisexual men, comparing heterosexual
women to bisexual women)?; and (3) Do associations of gender with EOL planning differ by
sexual identity (e.g., comparing heterosexual men to heterosexual women, comparing bisexual
men to bisexual women)?

I find some evidence that EOL planning is unequally distributed among the U.S.
population by sexual identity when analyzing a national sample of adults providing self-
identified sexual identity information. Findings show that gay/lesbian respondents have

statistically significantly greater odds of having engaged in multiple measures of EOL planning
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compared to heterosexual respondents, with heterosexual respondents not having greater odds of
engaging in any EOL planning measure compared to gay/lesbian respondents. Given the
magnitude and stability of findings for gay/lesbian respondents (compared to heterosexual
respondents) — even when accounting for variations in the sociodemographic profiles of SMs and
non-SMs — my findings suggest that factors not directly accounted for in these data (such as
differences in perceived vulnerability, experiences with proximal and distal minority stressors,
differences in social networks) may be reflected in the sexual identity variable and explain the
higher propensity of gay/lesbian respondents to engage in EOL planning behaviors. These
findings align with the qualitative findings by Thomeer ef al. (2017) detailing how heterosexual
spouses report minimal formal or informal EOL planning, while same-sex spouses devote
considerable attention to these EOL plans. In doing so, this study extends Thomeer's landmark
study by using self-identified sexual identity information and including married, unmarried, and
unpartnered adults. Specifically, the findings offer qualified support for the first hypothesis:
Hla: Participation in different types of EOL planning varies by sexual identity, with SMs being
more likely than non-SMs to engage in EOL planning even when accounting for compositional
differences such as greater household income and greater educational attainment among SMs.
However, my findings for SOSI respondents do not offer support for the first hypothesis.
Respondents whose sexual identity is categorized as “SOSI” have statistically significantly lower
odds of having engaged in four different measures of EOL planning compared to heterosexual
respondents — suggesting that EOL planning does vary by sexual identity, but not all SMs are
more likely than non-SMs to engage in EOL planning. Relatedly, bisexual respondents do not
significantly differ from heterosexual respondents across any of the EOL planning measures in
my logistic regression models. Beyond underscoring the importance of accounting for diverse

sexual identities, there are several potential explanations for these findings.
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First, differences between heterosexual respondents and “SOSI” or “bisexual”
respondents should be interpreted with caution due to: (1) concerns about small sample size and
statistical power for “SOSI” and “bisexual” respondents (although statistical power is also a
concern for “gay/lesbian” respondents whom do statistically significantly differ from
heterosexual respondents”); and (2) limited understandings of which sexual identities are
included in the “SOSI” category. Beyond these potential data concerns, there may be influential
compositional factors that were not accounted for in this study’s analyses. For example, while
parental status is not included in this study’s analytic models due to data limitations, higher rates
of childlessness among SMs may be impactful for the EOL planning behaviors of SMs (in
particular, “SOSI” and bisexual respondents). Further, while available literature documents
minority stressors facing bisexual men and women (Feinstein & Dyar, 2017), bisexual adults
may experience minority stressors differently from gay/lesbian respondents in the EOL context
in ways consequential for EOL planning behaviors. While research on EOL planning has largely
overlooked sexuality as a potential axis of stratification, this study provides quantitative evidence
that SM status (as proxied by sexual identity) is another axis of stratification in EOL planning
participation — extending existing literature documenting disparities by race/ethnicity, gender,
SES, and other sociodemographic characteristics — and emphasizes the importance of
disentangling the effects of SM status by sexual identity group.

Further extending the literature, I also find some evidence that associations of sexual
identity with EOL planning differ by gender. As analyses of 2022 HRS data show, within gender
comparisons show limited evidence of statistically significant differences in EOL planning
between gay/lesbian women and heterosexual women, and between bisexual women and

heterosexual women. More specifically, gay/lesbian women only have a statistically significantly
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greater predicted probability of having provided written instructions compared to heterosexual
women, while bisexual women only have a statistically significantly greater predicted probability
of having ever discussed EOL care preferences compared to heterosexual women. However,
when comparing within men, there is greater evidence of statistical significance in comparisons
of gay men and heterosexual men — with gay men having statistically significantly greater
predicted probability of having ever discussed EOL care preferences, having provide written
instructions, and having designated a POA. Yet, bisexual men do not significantly differ from
heterosexual men across any of the EOL planning measures — suggesting that associations of
sexual identity may differ by gender. Adding to this is the finding that “SOSI” women have
statistically significantly lower predicted probabilities of having engaged in each EOL planning
measure compared to heterosexual women (with the exception of having a valid will), but
“SOSI” men do not significantly differ from heterosexual men across any measure. In
combination, this study’s findings support the second hypothesis:

H2,: Associations of sexual identity with EOL planning differ by gender, with the gender of
respondents shaping how EOL planning participation is stratified by sexual identity.

Continuing with this study’s examination of the intertwined influence of sexual identity
and gender on EOL planning behaviors, comparisons across gender and within sexual identity
groups show evidence of well-documented gender disparities. Namely, I find that heterosexual
women and bisexual women have greater predicted probabilities of having engaged in EOL
planning across all five measures of EOL planning (with the exception of “life insurance” for
heterosexual women) compared to their male counterparts. And for heterosexual women, all four
of these greater predicted probabilities are statistically significant in comparisons with

heterosexual men. This aligns with existing research finding that women are more likely than
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men to engage in multiple forms of EOL planning across numerous studies, such as acquiring
early do-not-resuscitate (DNR) orders and enrolling in hospice (Crosby et al., 2016; Forst et al.,
2018; Miesfeldt et al., 2012; Saeed et al., 2018). However, there is only one statistically
significant finding when comparing the EOL planning behaviors of bisexual men and women,
and there is not a consistent pattern when comparing men and women who identify as
gay/lesbian or “SOSI”. In fact, I do not observe any statistically significant differences in EOL
planning behaviors comparing gay/lesbian women and men and “SOSI” women and men —
suggesting SMs redefine understandings of gender and nuance established gender disparities.
Although statistical power is a concern given the small sample size of SMs, taken together this
study’s findings offer support for the third hypothesis:

H3,: Associations of gender with EOL planning differ by sexual identity, with the sexual identity
of respondents shaping how EOL planning participation is stratified by gender.

In supporting the above hypothesis, this study demonstrates the value of applying a
“doing gender” perspective to the EOL planning literature. As evidence by differing associations
between sexual identity and gender with EOL planning when comparing across sexual identities
within gender and when comparing across gender within sexual identities, this study advances
the notion that people may “do gender” through their EOL planning behaviors. My results
suggest that adults may enact gendered expectations and cultural norms about
masculinity/femininity through the ways they communicate about, structure, and implement their
EOL preferences, with SMs enacting these gendered expectations or resisting/redefining cultural
norms in ways consequential for EOL planning outcomes. However, it is plausible that there are
compositional differences that are not accounted for in this study but may be influential for

differences in EOL planning behaviors across sexual identity and gender. For example,
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differences in parental status may influence one’s propensity to participate in EOL planning
(which is explored in Chapter 5 of this dissertation).

In sum, I find some evidence that: (1) EOL planning is unequally distributed among the
U.S. population by sexual identity; (2) associations of sexual identity with EOL planning differ
by gender; and (3) associations of gender with EOL planning differ by sexual identity. However,
there are several limitations that must be considered when discussing the findings of this study.
As mentioned earlier, the “SOSI” sexual identity category may collapse significant variation
and/or include respondents who are not actual SMs, and so we are limited in our understanding
of how sexual identities beyond heterosexual, gay/lesbian, and bisexual may nuance the
relationship between SM status and EOL planning behaviors. Relatedly, the comparatively small
sample size of SMs in the 2022 HRS limits the types of statistical techniques I am able to employ
and which variable models I am able to test. As later waves of data are made available, future
research should seek to replicate this study’s findings with more robust samples of SMs and
should also consider jointly examining couple type (i.e. same-sex v. different sex) and sexual
identity to better understand how these different SM statuses influence EOL planning behaviors
and to further bridge the existing research with same-sex couples. Further, same-sex couples
differ from unpartnered SMs in ways that may be consequential for EOL planning behaviors —
such as by experiencing anticipatory couple-level minority stressors — which Chapter 4 explores.
Related to data availability, this study does not include explicit measures of minority stress.
Rather, this study incorporates measures often connected with minority stress (e.g., self-reported
health), but [ am unable to ascertain the potential effects of minority stressors themselves in the
models. Consequently, full testing of MST is beyond the scope of the data used for this study.

Data collection efforts should seek to incorporate robust measures of minority stress to be able to
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better understand the processes potentially underpinning the stratification of EOL planning by
sexual identity.

Nonetheless, the findings suggest that sexual identity and gender are important factors to
understanding the EOL planning behaviors of Americans. Further, this study’s findings provide
the opportunity to reconsider well-established gender disparities and provides a platform for
understanding how SMs nuance and challenge these findings from the literature. Future research
should seek to further examine the central finding that EOL planning is unequally distributed
among the U.S. population by sexual identity and future studies related to EOL planning should
consider adopting MST and a “doing gender” perspective when assessing EOL planning

behaviors.
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Chapter 4: Examining Associations Between Couple Type and EOL
Planning

Introduction and Rationale

This study examines if and how EOL planning is unequally distributed among the U.S.
population — emphasizing couple type (i.e. same-sex v. different-sex) as a potential axis of
inequality in the extent to which Americans have access to EOL planning. More specifically, in
this study I assess both couple type and gender (e.g., being a man in a same-sex couple) to proxy
disparities in EOL planning participation by SM status. Research on EOL planning has largely
overlooked sexuality as a potential axis of stratification. Rather, the literature (particularly the
quantitative literature) on EOL planning centers almost exclusively on heterosexual adults
(Donnelly, Reczek, & Umberson, 2019). And attempts to understand SMs’ EOL planning
behaviors and attitudes have been restricted to qualitative examinations of predominately White,
affluent same-sex couples (Thomeer ef al., 2017). These limitations are striking given how EOL
planning is shaped by broader stratification systems that differentiate the lived experiences of
SMs.

As discussed earlier, SMs are a diverse and growing population marked by unique
historical traumas, like the AIDS Epidemic of the 1980s, and stark health disparities.
Additionally, this population faces unique minority stressors, including a precarious legal
environment which likely affects EOL planning, with same-sex couples potentially being
subjected to greater amounts of minority stress relative to unpartnered SMs from having a same-
sex partner (Rostosky & Riggle, 2017; Thomeer et al., 2018). For example, Thomeer ef al.

(2018) find evidence of additional couple-level minority stressors facing those in same-sex
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couples, such as same-sex parents having to navigate a social context that remains
heteronormative and maintaining skepticism regarding the durability of legal protections for
individuals in same-sex marriages, in anticipation of future legal battles against discrimination.
These minority stressors are likely consequential for the EOL planning behaviors of same-sex
couples. This chapter seeks to advance understanding of how minority stressors affect EOL
planning among a diverse sample of same-sex couples.

Further, the relational nature of gender within couples has yet to be examined in the few
existing studies on same-sex couples’ EOL planning or in the broader quantitative literature on
EOL planning. By not considering the gender of both partners in analyses of EOL planning
behaviors, researchers risk treating same-sex couples as a monolith and drawing faulty
inferences from the broader literature on gender differences in EOL planning. This study adopts
a gender-as-relational perspective (Reczek & Umberson, 2016; Springer et al., 2012; Thomeer et
al., 2020) to examine the relevance of relational contexts with regard to gender and EOL
planning behaviors. The gender-as-relational perspective posits that “gender is not just what is
within individuals or what they bring to a setting; gender also arises from the setting itself and is
a characteristic of the situation” (Moore, 2008). This perspective is underpinned by a growing
body of literature finding that women’s and men’s behaviors and experiences are dependent
upon relational contexts (i.e. whether one’s spouse or partner is a woman or a man) (Goldberg,
2013; Reczek & Umberson, 2012; Umberson ef al., 2015; Umberson, Thomeer, & Lodge, 2015).
Informed by a gender-as-relational approach, research on social control tactics and health
behaviors within couples finds that individual gender identity is insufficient for understanding
how coupled adults perceive and respond to partners’ attempts to influence health habits

(Umberson ef al., 2018). For example, while women who are married to men feel less
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appreciative of their spouse’s efforts to influence their health behaviors, women who are married
to women feel most appreciative of their spouse’s efforts — suggesting that context matters for
shaping gender patterns (Umberson et al., 2018). Beyond the context of health behaviors, the
gender composition of couples also matters for maintaining or minimizing emotional boundaries
within relationships (Umberson ef al., 2015) and sharing power within relationships (Pollitt et
al., 2018). In the context of EOL planning, this perspective would suggest that gender and its
documented associations with EOL planning is enacted within the context of couples — with the
gender of both partners shaping how EOL planning participation is potentially stratified by
couple type and gender.

Beyond the omission of a gender-as-relational perspective in the EOL planning literature,
other sociodemographic characteristics that differentiate EOL planning behaviors have not been
adequately examined in the context of same-sex couples. As elaborated in the earlier literature
review chapter, intersectionality theory (i.e. the ways that multiple axes of a person’s identity
and systems of oppression overlap and intersect to produce unequal life chances and
experiences) posits that examining SM status in isolation from other social identities may
obscure important differences in how EOL planning is experienced among diverse populations
(Crenshaw, 1991). Given that the landmark study on same-sex couples’ EOL planning behaviors
relies on a sample of predominately White, affluent same-sex couples (Thomeer et al., 2017), our
available knowledge base does not account for the potential influences of these other social
identities. Further, since same-sex couples are an increasingly diverse and growing population,
there is an urgent need for research in this domain that accounts for the influences of both couple
type and other sociodemographic characteristics that: (1) are known to differentiate EOL

planning behaviors; and (2) are increasingly sources of diversity within same-sex couples. In
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sum, through applying minority stress theory (MST), the gender-as-relational perspective, and
intersectionality theory to EOL planning, one can see that further investigation into same-sex
couples’ EOL planning is warranted. There are several reasons to investigate the influence of
couple type (and the intertwined influence of couple type and gender) on EOL planning.

First, sociodemographic characteristics that differentiate EOL planning behaviors vary by
couple type. More specifically, research consistently finds that several sociodemographic
characteristics associated with higher rates of EOL planning participation are disproportionately
represented among same-sex couples (compared to different-sex couples). For example, those in
same-sex couples (particularly men in same-sex couples) are far more likely to be non-parents
compared to those of the same marital status in different-sex couples (Barroso & Fry, 2021;
Walker and Taylor, 2021). Since those in same-sex couples disproportionately cannot depend on
the future support of children, these higher rates of childlessness may be a motivating factor to
engage in greater amounts of formal EOL planning. Additionally, differences in self-reported
health by couple type may increase rates of EOL planning participation among same-sex
couples, with research documenting faster declines in self-rated health over time for both married
and cohabiting same-sex partners compared to their different-sex counterparts (Wang, 2022).
Declines in self-reported health may motivate those in same-sex couples to engage in EOL
planning given that negative health evaluations over the life course are thought to increase the
urgency of EOL planning (Carr, 2019). For example, individuals with more comorbidities may
be more motivated to establish EOL plans as a proactive or preventative measure, as declines in
self-reported health may increase the salience of one’s mortality or may serve as a pathway for

discussing EOL planning with health care providers.
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The available research on economic factors and EOL planning presents mixed findings
on the associations between SES and couple type. Multiple studies report that adults living in
same-sex couples are more likely to have higher SES than those in different-sex couples (Bauer
et al., 2022; Barroso & Fry, 2021; Manning et al., 2016; Walker and Taylor, 2021). Within-
gender comparisons show adults in same-sex couples have higher educational attainment and
higher annual incomes compared to those in different-sex couples (with the difference being
more pronounced in comparisons of men) (Barroso & Fry, 2021). Further, women in same-sex
couples are more likely to be employed than women in different-sex couples. When considering
the SES of both partners, research also documents greater levels of economic resources among
same-sex couples, with higher rates of both partners having a college degree and higher median
monthly household income among those in same-sex couples compared to those in different-sex
couples (Manning et al., 2016). Higher SES is often associated with greater access to legal and
financial resources, such as estate planning, which often precede other types of formal EOL
planning. For example, discussions with an attorney about preferences for managing and
distributing one’s assets may naturally prompt additional discussions about how to best
document one’s other EOL preferences and determine EOL decision-making authority —
suggesting higher SES may correlate with higher rates of EOL planning.

Research also finds that several sociodemographic characteristics potentially associated
with lower rates of EOL planning participation are disproportionately represented among same-
sex couples (compared to different-sex couples), though these patterns very by couple type and
gender composition. Revisiting SES, studies find evidence that adults in same-sex couples are
more likely to have lower SES than those in different-sex couples (Alono-Villar & del Rio, 2024;

Schneebaum & Badgett, 2019). For example, recent research revels higher rates of poverty
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among same-sex couples across various indices of poverty, with the most consistent evidence of
SES disadvantages observed among women in same-sex couples (Alonso-Villar & del Rio,
2024). These documented higher rates of poverty are contrary to other studies and popular
narratives surrounding the affluence of same-sex couples — although gender composition of
same-sex couples appears to nuance the relationship between SES disadvantages and couple type
(Alonso-Villar & del Rio, 2024). For example, Barroso and Fry (2021) find that men in different-
sex marriages are more likely to be employed than men in same-sex marriages. Together, this
would suggest lower rates of EOL planning participation among those in same-sex couples
compared to those in different-sex couples when examining couple type in isolation, though SES
differences in EOL planning appear to be conditioned by the gender composition of same-sex
couples. In sum, the available research on SES and couple type presents mixed findings, with
findings differing depending on the component of SES used and the composition of couples.
More specifically, when using educational attainment or high income as measures of SES, those
in same-sex couples appear to have higher SES profiles compared to those in different-sex
couples. However, when using employment status or the poverty level as measures of SES, those
in same-sex couples appear to have lower SES profiles compared to those in different-sex
couples. These mixed findings on SES variation by couple type, in combination with the
historical absence of national data on same-sex couples and EOL planning, underscore the need
for further investigation into the compositional differences that may differentiate EOL planning
by couple type. Beyond SES, differences in geographic distribution by couple type may lower
rates of EOL planning participation among same-sex couples (Walker & Anderson, 2024;
Walker & Taylor, 2021). Research finds that same-sex couples disproportionately reside in areas

such as the District of Columbia and Oregon (as well as other urban counties and coastal areas in
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the East and West of the U.S.) (Walker & Anderson, 2024; Walker & Taylor, 2021). Many of
these areas have state-level protections for SMs and same-sex couples, which may lessen the
pressure that same-sex couples feel to formalize EOL plans due to the security offered by these
protections.

Second, as mentioned above (and as discussed in the earlier literature review chapter),
same-sex couples face unique minority stressors in the EOL context that may motivate EOL
planning in ways distinct from: (1) different-sex couples or non-SMs; and (2) unpartnered SMs.
Compared to different-sex couples or non-SMs, the “daughter in California” phenomenon
provides insight into how those in same-sex couples face unique minority stressors in the context
of EOL planning and decision-making (particularly in the case of DPAHC appointments and
EOL legal protections). Generally, the “daughter in California” phenomenon refers to an EOL
decision-making scenario where a patient’s distant family members involve themselves in EOL
care decisions and advocate for EOL care decisions that contradict the EOL care opinions of
others who are closer to the patient. More specifically, as Carr (2019) details:

“In this common scenario, a family member who resides far away from the dying patient
and has had little involvement in the patient’s end-of-life care jets into town at the eleventh hour,
swoops in, and tries to redirect the family conversation and decision-making at the patient’s
final stage of life. These individuals may try to undo or undermine the decisions made by local
family members who were engaged in the care and decision-making process from the start.
These family disagreements, in turn, make it difficult for health care teams to provide quality
end-of-life care” (p. 203).

Given that patients often reside in one state and receive care in another (DeMartino et al.,
2017), the reluctance of health care providers (HCPs) to unilaterally honor formal EOL planning
documents (Burkle et al., 2012), the prevalence of negative/estranged relationships between SMs

and their “biological families” (Brennan-Ing et al., 2014), and potential prejudice and stigma

facing those in same-sex couples, the “daughter in California” phenomenon poses a real
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challenge to SMs — especially same-sex couples — in ensuring their EOL care preferences are
recognized and honored. Furthermore, there is considerable variability in state statutes
surrounding designating and recognizing decision-makers in the absence of proper
documentation (Carr, 2019; DeMartino et al., 2017). For example, only seven states provide for
a partner or common-law spouse to occupy one of the top “rungs” of the decision-maker
hierarchy, displacing first-degree relatives in the priority order — with Arizona designating
unmarried, domestic partners as a fourth priority rather than first (DeMartino et al., 2017).
Furthermore, 14 states have legislated a “majority rules” solution for resolving disputes among
equal priority decision-makers, with states such as West Virginia granting final authority to
HCPs (DeMartino et al., 2017). Given the challenges facing same-sex couples as well as valid
concerns regarding potential discrimination from HCPs, legal precarity and accompanying
minority stress may uniquely motivate EOL planning behaviors of same-sex couples relative to
different-sex couples and non-SMs.

More specifically, same-sex couples fearful of the “daughter in California” scenario may
not be assured that their partners and/or “families of choice” will be able to advocate and act on
their behalf in an EOL health care crisis. As a result, those in same-sex couples may participate
in greater amounts of EOL planning to help prevent potential interference from others (e.g.,
estranged family members, discriminatory HCPs, etc.) and ensure that their personal wishes and
EOL care preferences are honored in a crisis scenario. However, it also possible that same-sex
couples (and SMs broadly) would be distrustful of the legal and medical systems (due to fears of
and past experiences with discrimination), and thus opt for informal forms of EOL planning to
avoid having to rely on these same systems. This would parallel existing literature documenting

distrust in legal and medical systems among racial/ethnic minority adults (Armstrong et al.,
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2007; Armstrong et al., 2013; Hamed et al., 2022) as well as adults experiencing economic
insecurity (Rohde, 2023). For example, given that both SMs and racial/ethnic minorities face
discrimination in health care environments, research documenting increased distrust and
delaying seeking care among Black men due to past experiences with racism in health care
(Hamoda et al., 2020; Powell et al., 2019; Sabbah et al., 2019; Turner et al., 2004) may suggest
that SMs/same-sex couples would similarly respond to these minority stressors by distrusting
these systems. Based upon my review of literature though, no study has centered these
challenges and unique stressors experienced by same-sex couples (and SMs) in the EOL context.
And although partnered and unpartnered SMs experience many similar challenges and
minority stressors in the EOL content (e.g., discrimination, prejudice, etc.), same-sex couples
arguably face greater amounts of minority stress relative to unpartnered SMs (as detailed earlier)
just by virtue of having a same-sex partner (Rostosky & Riggle, 2017; Thomeer ef al., 2018). In
considering the potentially unique circumstances surrounding SMs who are partnered, Rostosky
and Riggle (2017) explain that couples experience and respond to minority stressors as a dyad.
When one partner experiences minority stress, the other partner also experiences these stressors
and must respond to the minority stress as a couple. For example, Rostosky and Riggle (2017)
describe how “if a family member is rejecting, it affects both members of the couple and they
must cope with this rejection as a couple” (p.29). These minority stressors often have impacts at
the dyadic or couple-level (e.g., affecting relationship quality) in addition to any individual
impacts felt by each partner, yet these “dyadic-level stressors” have received much less empirical
and conceptual attention compared to individual-level minority stressors (Rostosky & Riggle,

2017, p. 29). Findings from Rostosky and Riggle (2017) and from other research studies
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consistently show that dyadic-level stressors have negative effects on those in same-sex couples
(Rostosky & Riggle, 2017; Thomeer et al., 2018).

Corroborating the argument by Rostosky and Riggle (2017) that same-sex couples
experience unique and additional minority stressors, Thomeer ef al. (2018) explain how there are
anticipatory couple-level minority stressors (i.e. stressors expected to occur in the future that
emanate from the stigmatization of certain relationship forms) facing those in same-sex couples.
One example of these anticipatory couple-level minority stressors would be same-sex parents’
skepticism regarding how much legal protection same-sex marriage would really provide, with
same-sex couples still anticipating difficult legal battles against discrimination in the
future (Thomeer et al., 2018). Together, these findings support the prediction that SM status may
be associated with greater participation in EOL planning when comparing same-sex and
different-sex couples — with heightened levels of minority stress likely resulting in comparatively
greater participation in EOL planning among same-sex couples (likely to account for future
concerns emanating from perceived stigma). However, the relationship between minority stress
and couple type is not necessarily as clearly defined as one might expect.

Rostosky & Riggle (2017) note a number of protective strategies that same-sex couples
may engage in to mitigate minority stressors, including making decisions about how to maintain
healthy boundaries with unsupportive family members. For example, same-sex couples may
choose to withhold information from or avoid certain discussions or interactions with
unsupportive family members to minimize exposure to minority stressors. Similarly, Thomeer et
al. (2018) find that anticipating minority stressors may actually have a protective effect against
the negative impact of those stressors for those in same-sex couples. There are two possible

predictions that can be made based on the limited research on “protective strategies™: (1) same-
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sex couples may participate in greater amounts of EOL planning as a protective strategy in
response to anticipatory minority stressors; or (2) same-sex couples will feel less incentive to
participate in EOL planning, likely as a result of protective strategies mitigating minority
stressors. Elaborating on the first prediction, greater amounts of EOL planning among same-sex
couples may be motivated by the belief that engaging in formal EOL planning will insulate those
in same-sex couples from unsupportive family members who otherwise may seek to
influence/intervene in EOL decisions in the absence of lawful EOL directives/instructions
preventing those family members from doing so. However, in the case of the second prediction,
those in same-sex couples may feel disincentivized to engage in EOL planning if they believe
that not doing so would limit potential interactions with unsupportive family members who they
would otherwise feel pressured to involve in decisions about distributing assets, EOL care
preferences, etc. Alternatively, it may also be the case that having the support of a romantic
partner may help to also insulate those in same-sex couples from various minority stressors, such
as perceived social isolation or greater vulnerability to familial rejection, reducing the total
number of potential motivating factors for engaging in EOL planning. In sum, same-sex couples
clearly experience minority stressors in ways similar to and different from other SMs, and being
in a same-sex couple is likely a unique (and consequential) type of SM status. More plainly,
being a SM may invite minority stressors at the individual level, but being in a same-sex couple
may invite both minority stressors at the individual and couple-level. And given that MST has
yet to be applied to the EOL context (as detailed in the earlier literature review chapter), we do
not have a clear understanding of how the stressors at the individual and couple-level may be

influencing the EOL planning behaviors of same-sex couples.
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Third, applying a gender-as-relational perspective to the EOL planning context would
suggest that one should consider the intertwined influence of couple type and gender on EOL
planning. In comparisons of men and women, research finds that women (when compared to
men) are more likely to be enrolled in hospice (which is associated with greater amounts of EOL
planning) (Forst ef al., 2018; Miesfeldt ef al., 2012; Saeed et al., 2018), less likely to use
invasive and/or excessive medical treatments/interventions (Bookwala ef al., 2001; Garrett ef al.,
1993; Miesfeldt ef al., 2012), and are more likely to have early do-not-resuscitate (DNR) orders
written during hospital admission (Crosby et al., 2016). Each of these gender differences appear
to be rooted in gender norms surrounding the need for men to be “tough” and “invulnerable,” as
well as stigmas facing women regarding not being a “burden” to others (Gott et al., 2020). With
these established patterns in mind, it may be the case that these gender norms/stigmas manifest
differently depending on the gender composition of couples. For example, for women who are
partnered with women, the stigmas facing women to not be a burden to others may be lessened
without the presence of a male partner (the presence of which may increase the saliency of
gendered expectations). This could mean that same-sex women may be less likely to engage in
certain forms of EOL planning (particularly compared to women in different-sex couples) if the
above documented gender differences in EOL planning behaviors are motivated by women’s
caretaking role in relation to men or other gender dynamics in DS relationships. Alternatively,
women partnered with women may feel the double jeopardy of being in a relationship where
both partners are actively navigating deeply entrenched cultural beliefs about their role in society
— leading to greater amounts of EOL planning among women in same-sex relationships relative
to men in same-sex relationships. In brief, while the relational nature of gender within couples

has yet to be examined in the context of EOL planning, the juxtaposition of well-documented
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gender differences in EOL planning and the growing body of literature finding that women’s and
men’s behaviors and experiences are dependent upon relational contexts (Goldberg, 2013;
Reczek & Umberson, 2012; Umberson et al., 2015; Umberson, Thomeer, & Lodge, 2015)
advances the need for research exploring the joint influences of couple type and gender on EOL

planning.

Study Aims and Research Questions

The aim of this study is to: (1) examine if and how EOL planning participation varies by
couple type (i.e. same-sex v. different-sex); and (2) examine if and how the intersection of
couple type and gender differentiates Americans’ access to EOL planning. I consider two
research questions: (1) Does participation in different types of EOL planning vary by couple
type?; and (2) Do associations of couple type with EOL planning differ by gender composition
of the couple (e.g., men partnered with women, men partnered with men, women partnered with
women)? Given the above background and rationale, I generate the following hypotheses
(organized by research question below):

(1) Does participation in different types of EOL planning vary by couple type?

H1,: Participation in different types of EOL planning varies by couple type, with
same-sex couples being more likely than different-sex couples to engage in formal
EOL planning (e.g., valid wills, written instructions) even when accounting for
compositional differences such as greater household income and greater educational
attainment among same-sex couples.

H1,: Participation in different types of EOL planning varies by couple type, with
same-sex couples being more likely than different-sex couples to engage in formal
EOL planning (e.g., valid wills, written instructions) due to compositional differences

such as greater household income and greater educational attainment among same-sex
couples.
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(2) Do associations of couple type with EOL planning differ by gender composition of
couples (e.g., being a man partnered with a woman, being a man partnered with a
man, etc.)?

H2,: Associations of couple type with EOL planning differ by gender composition of
couples, with the gender of both partners shaping how EOL planning participation is
stratified by couple type.

H2,: Associations of couple type with EOL planning do not differ by gender

composition of couples but only by gender consistent with well-documented gender
disparities in EOL planning.

Significance and Contribution

By examining if and how EOL planning is unequally distributed among same-sex and
different-sex couples in the U.S., this study contributes to the broader literature in several ways.
First, based on my review of literature, this study is both the first quantitative study and the first
national study of EOL planning among same-sex couples. Consequently, this study provides the
first attempt to quantitatively test (using national data) the qualitative findings by Thomeer ef al.
(2017) showing that while heterosexual spouses report minimal formal or informal EOL
planning, same-sex spouses devote considerable attention to informal EOL planning
conversations and formal EOL plans. By testing these findings, this study allows us to not only
assess the robustness of these qualitative insights using a more representative sample but extend
the existing knowledge base by considering other social identities not captured by Thomeer et al.
(2017). For example, Thomeer’s study does not account for several of the compositional
differences potentially associated with EOL planning participation between same-sex couples
and different-sex couples, particularly household income and racial/ethnic minority identities.

This study addresses these potential confounding variables not explored in past qualitative
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examinations and ultimately provides a test of external validity for the current knowledge base
on EOL planning among same-sex couples, and the generalization to SMs broadly.

Second, while the literature (particularly the quantitative literature) on EOL planning
centers almost exclusively on heterosexual adults (Donnelly et al., 2019), this study documents
the current state of end-of-life planning among those in same-sex couples. Given the myriad
challenges facing same-sex couples in the EOL context (e.g., legal precarity; potential
discrimination from HCPs) and importance of EOL planning to having a “good death” and
retaining autonomy at the EOL (Carr, 2019), findings from this study provide valuable insights
into the well-being of same-sex couples. By identifying if and how EOL planning is unequally
distributed across same-sex and different-sex couples, this study illuminates potential
vulnerabilities at the EOL among those in same-sex couples. For example, if those in same-sex
couples disproportionately have not made EOL provisions for their partners, surviving partners
may not have access to the financial resources needed to maintain their current standards of
living. And with economic insecurity rising in the U.S. alongside growing skepticism about the
future availability of Social Security benefits, the precarity for surviving partners in the absence
of EOL plans is a growing concern (Petrov & Romaguera-de-la-Cruz, 2024; Turner & Rajnes,
2021). Similarly, the absence of EOL plans may place additional psychological and emotional
stress on surviving partners who may have to navigate potential “daughter in California”
scenarios, precarious legal contexts, and other sources of minority stress. In brief, this study
provides a much-needed national picture of the preparedness of same-sex couples and,
ultimately, their potential susceptibility to minority stressors and a range of negative outcomes.

Lastly, this study provides new evidence using survey data on underexplored population

groups (i.e. same-sex couples) to test applications of: (1) MST, which suggests SMs should have
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lower rates of EOL planning (but may operate differently for partnered SMs via anticipatory
couple-level minority stressors); (2) intersectionality theory, which suggests that couple type
intersects with other social identities in ways that amplify or mitigate access to EOL planning;
and (3) the “gender-as-relational” perspective, which suggests that EOL planning behaviors
should vary based on the gender composition of the relationship (e.g., the combination of own
gender and spouse or partner gender). Further, by using survey data on underexplored groups,
this study also seeks to bridge MST and the “gender-as-relational” perspective — a novel
contribution to the existing EOL planning literature. Given that same-sex couples arguably face
greater amounts of minority stress relative to unpartnered SMs (as detailed earlier) just by virtue
of having a same-sex partner (Rostosky & Riggle, 2017; Thomeer et al., 2018), synthesizing a
“gender-as-relational” perspective will allow this study to examine the intertwined influence of
couple type and gender and minority stress on EOL planning. For example, gender and couple
type influence gendered behaviors and expectations in ways that suggest minority stressors may
consequently be experienced and coped with differently on the basis of the gender composition
of couples (Umberson ef al., 2018). In brief, this study presents several novel contributions to the
existing literature, and provides valuable insight into the state of EOL planning among an
underexplored population for whom EOL planning is a crucial tool for ensuring autonomy in the

EOL context.

Data and Method

a. Data Source

This study uses data from the University of Michigan Health and Retirement Study

(HRS). The HRS is a longitudinal panel study that surveys a representative sample of
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approximately 20,000 respondents in America — with support from the National Institute of
Aging and the Social Security Administration (Sonnega, 2025). This nationally-representative
dataset is obtained biennially via in-depth interviews and contains rich information on people’s
income, work, assets, pension plans, health insurance, disability, physical health and functioning,
cognitive functioning, and health care expenditures (Sonnega, 2025). Using the gender of
respondents and the gender of any reported spouse/partner, same-sex couples are identifiable
beginning in 2000. And beginning in 2012, expanded measures of EOL planning are ascertained
for a subsection of partnered adults in the sample — providing a unique platform for examining
the state of EOL planning for SM Americans. As a result, the 2012-2018 longitudinal HRS data
collection provides researchers with the opportunity to address important questions about the
challenges and opportunities of aging for self-identified adults who are in sexual minority
couples.

It is important to note that the HRS longitudinal data do not ascertain sexual identity or
behavior until the 2016 wave of data collection, limiting my analysis to comparing individuals
who report a same-sex partner (rather than those who report same-sex sexual behavior or
attraction, or a sexual minority identity). The 2000-2018 HRS (in particular, the 2012-2018 HRS
with expanded measures of EOL planning) is the best data available for answering my research
questions given that it is currently the only nationally-representative dataset containing measures
of EOL planning, gender composition of couples, and key covariates demonstrated to be
associated with EOL planning. After missing data deletions following a pairwise deletion
approach across the outcome variables, the analytic sample for this study ranges from 8,574 to
15,445 — with respondents being represented in the analytic sample only once without repeated

cases. Beyond variability in item nonresponse, the EOL planning outcome variables have
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differing analytic sample sizes due to some EOL planning questions not being administered in
the case of: (1) the item being inapplicable to the respondent based on prior responses/sampling
design; or (2) partial interviews where not all of the items are administered, but sufficient data

were collected for inclusion in publicly-available data files.

b. Measures

The focal independent variable for this study is couple type, which is a binary variable
denoting if a respondent is in a same-sex couple or different-sex couple. This variable is
constructed using the gender of respondents and the gender of any reported spouse/partner. More
specifically, leveraging the household survey nature of the HRS, a respondent is classified as
being in a same-sex couple if the respondent’s gender is the same as their spouse/partner and a
respondent is classified as being in a different-sex couple if the respondent’s gender is different
from their spouse/partner. However, the HRS does not distinguish between sex and gender in its
question and asks respondents only about their “sex,” similar to other national surveys, and sex
may misidentify or diverge from someone’s current gender.

EOL planning is assessed using five different outcome variables: (1) whether a
respondent has a valid will; (2) whether a respondent has /ife insurance; (3) whether a respondent
has designated a “Durable Power of Attorney for Health Care” or “Medical Power of Attorney”
(hereafter referred to as “POA " for brevity); (4) whether a respondent has a “Living Will” or
“Physician Orders for Life Sustaining Treatment” (hereafter referred to as “written instructions”
for brevity); and (5) whether a respondent has ever discussed one’s own EOL care preferences
with anyone. Each of these five outcome variables are binary variables (i.e. “yes” or “no”)

denoting if a respondent has ever engaged in the specific EOL planning measure at any point
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during the sample years (2012-2018). The first four outcome measures are all measures of formal
EOL planning while the fifth measure is a measure of informal EOL planning.

This study’s analysis also includes a total of 10 key covariates — all of which are
documented to influence EOL planning attitudes/behaviors (Carr, 2019). The first nine
covariates discussed in the section to follow are all measured at baseline (when respondents are
first represented in the analytic sample). For example, if a participant is first included in the
sample in 2012 (2014, 2016, 2018) their sociodemographic characteristics collected in 2012
(2014, 2016, 2018) are used for the covariates. Gender is a nominal variable with two self-
reported categories: man and woman. The available research finds that women (compared to
men) are more likely to engage in multiple forms of EOL planning across studies, such as
enrolling in hospice (which is associated with greater amounts of EOL planning) (Forst ef al.,
2018; Miesfeldt et al., 2012; Saeed ef al., 2018) and acquiring early do-not-resuscitate (DNR)
orders (Crosby et al., 2016). While couple type is constructed using both gender of the
respondent and the gender of any reported spouse/partner, the gender covariate includes only the
self-report of the respondent for whom EOL planning information is reported.

Race/ethnicity is categorized into four mutually exclusive categories: non-Hispanic
White, non-Hispanic Black, Hispanic/Latine, and non-Hispanic other; Racial/ethnic differences
have been documented in the literature with Black and Hispanic/Latine respondents being
significantly less likely to have a valid will (even when adjusting for religious adherence and
importance compared to White respondents (Orlovic et al., 2018). However, racial/ethnic
minority status may also be associated with greater EOL planning. More specifically, Harris and
Yelowitz (2018) find that Black Americans are significantly more likely to have life

insurance than White Americans after controlling for other factors.
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Household income is a constructed, continuous variable reporting a respondent’s total
household income (i.e. combining the incomes of the respondent and their spouse/partner) that
has been recoded into four mutually exclusive income categories that approximate poverty
thresholds provided by the U.S. Census Bureau and the U.S. income distribution: poor (less than
$20,000), low-income ($20,000-$49,999), middle-income ($50,000-$74,999), and high-income
($75,000 or greater). While income is directly connected to access to EOL planning (particularly
formal EOL planning), income also has indirect ties in that formal EOL planning is often bound
closely with estate and financial planning — suggesting the importance of considering the role of
SES indicators in analyses of potential EOL planning disparities. Education level is categorized
into five mutually exclusive categories: less than a high school diploma/GED, GED, high school
diploma, some college or an Associate’s degree, and a bachelor’s degree or greater. Categorical
measures of education are commonly used in studies of gender and class differences because
they signal credentials associated with economic resources and class-differentiated lifestyles and
habits (Mirowsky & Ross, 2003; Mirowsky & Ross, 2005; Passias ef al., 2017). Additionally,
greater education may be tied to greater awareness of (and access to) various EOL planning
resources broadly.

Religiosity is also heavily correlated with EOL planning attitudes/behaviors. More
specifically, Karches et al. (2012) find that patients who were highly religious and/or spiritual
were more likely to have a designated decision-maker to help with EOL decisions, but did not
differ from other patients in their likelihood of having an advance directive or DNR order.
However, Colenda and Blazer (2022) find that people with higher levels of religiosity, greater
reliance on religious coping, and those who are from conservative faith traditions, have lower

levels of ACP and more intensive EOL care preferences. I include two covariates to capture
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religiosity. First, religious affiliation is a five-category measure indicating affiliation with one of
the following religious groups: Protestant, Catholic, Jewish, no affiliation, or other. Second,
religious attendance is an ordinal measure of how often respondents attend religious services
(i.e. “not at all”, “one or more times a year”, “two or three times a month”, “once a week”, or
“more than once a week”).

Age is a continuous variable, and I restrict the age of the analytic sample to respondents
with a non-zero respondent weight (i.e. indicating that respondents are age-eligible to be
assigned respondent weights to ensure the sample accurately represents the U.S.) (HRS Staff,
2019). More specifically, being “age-eligible” indicates that respondents are eligible to be
included in analyses that are intended to be representative of households in the U.S. where there
is at least one adult who is above the age of 50 (HRS Staft, 2019). To clarify, this study
examines those in same-sex and different-sex couples where at least one of the partners is above
the age of 50 — in line with the HRS sampling design, which assigns non-zero weights to the
spouses/partners of age-eligible respondents to ensure household representativeness (HRS Staff,
2019). With this in mind, the average age of the analytic sample is 63.71 and the range is 46 to
100. Increases in age may be associated with increases in the likelihood of engaging in EOL
planning given greater proximity to death and consequently end-of-life preparations. such as
estate planning (which may trigger other forms of EOL planning as outlined earlier).

Beyond the sociodemographic covariates outlined above, I also include a measure of
health. Self-reported health is a five-category ordinal variable of how respondents evaluate their
overall health: poor, fair, good, very good, or excellent. I also examine a specification where a
binary measure of health poor/fair v. good/very good/excellent) is used to examine the impacts

of negative health evaluations on EOL planning behaviors and to test sensitivity of associations
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with differing thresholds — these results are presented in Tables B.6-B.7 of Appendix B.
However, for discussing main findings, I use the expanded five-category measure of self-
reported health since the binary measure may mask important differences in statistically
significant associations at different levels of self-reported health, such as differences in
associations between those reporting “poor” health and those reporting “fair” health — limiting
understanding of the extent to which negative health evaluations may be associated with EOL
planning. Negative health evaluations over the life course likely increase the urgency of EOL
planning for respondents (Carr, 2019). For example, it is possible the people living with greater
comorbidities will be more motivated to participate in EOL planning than those with fewer or no
comorbidities. This may be especially true for those in same-sex couples who — according to
research by Thomeer ef al. (2017) on same-sex spouses — appear to participate in greater and
earlier EOL planning in part due to growing awareness of SM health disparities.

While the above sociodemographic and health-related covariates are all measured at
baseline, I leverage the longitudinal nature of these data by constructing two covariates that
reflect trajectories of household income and health from 2012 to 2018. Change in household
income from 2012-2018 is a categorical variable consisting of four categories: (1) no change (i.e.
the respondent remained in the same household income category across all applicable years; (2)
income improved over time (i.e. the respondent moved into and remained in a higher household
income category since baseline); (3) income declined over time (i.e. the respondent moved into
and remained in a lower household income category since baseline); and (4) income fluctuated
over time (i.e. the respondent both moved into a higher and lower household income category

since baseline).
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Similarly, change in self-reported health from 2012-2018 is a categorical variable
consisting of four categories: (1) no change (i.e. the respondent remained in the same health
status across all applicable years; (2) health improved over time (i.e. the respondent moved into
and remained in a higher health status since baseline); (3) health declined over time (i.e. the
respondent moved into and remained in a lower health status since baseline); and (4) health
fluctuated over time (i.e. the respondent both moved into a higher and lower health status since
baseline). For both of these covariates, respondents who are represented in all study years (2012-
2018) and respondents who are only represented in partial study years (e.g., 2014-2016; 2014-
2018) are included to preserve the small sample size of same-sex couples available. The
construction and inclusion of these two covariates enables me to proxy the longitudinal nature of
these data while using a simplified approach to maximize sample size and account for other data
limitations (e.g., insufficient sample size to perform more complex models, such as a fixed-
effects model). Additionally, while explicit measures of minority stress are not available in the
HRS data used for this study, the inclusion of the measures of health mentioned above (i.e.
outcomes that are established correlates and consequences of exposures to minority stress)
allows for this study to indirectly engage with MST through exploring potential pathways

through which minority stress may ultimately shape EOL planning behaviors for SM Americans.

¢. Analytic Approach

To preserve sample size, I pool respondents in same-sex couples and different-sex
couples from 2012-2018 (i.e. the study years where same-sex couples are identifiable and all five
outcome measures are collected). In doing so, I measure respondents’ demographics at baseline

and include two covariates that summarize changes in household income and self-reported health

129



over time in order to account for these time-varying factors (as outlined in the section above). As
previously mentioned, this approach allows me to proxy the longitudinal nature of these data
while maximizing sample size and avoiding more complex models that are not appropriate for
these data (e.g., fixed-effects models). Further, this approach has been used successfully with
other longitudinal datasets previously. For example, Duan (2022) has employed this approach
using the China Health and Retirement Longitudinal Study to map out family caregiving patterns
over time.

I estimate binary logistic regressions for each of the five outcome variables to model
differences in the likelihood in engaging in each of the five EOL planning measures. To further
preserve sample size, a pairwise deletion approach is employed to include all eligible
respondents who had provided a survey response for a specific EOL planning measure for each
individual variable model. I estimate both unweighted and weighted logistic regression models to
assess the robustness of my findings.

For the weighted models, I use the respondent weight (i.e. xXWGTR) which is
recommended for use in analyses of measures collected at the respondent level in the HRS, such
as the EOL planning measures included in this study (HRS Staff, 2019). The respondent-level
weight is valid (i.e. has non-zero values) for living non-institutionalized respondents who are
born in the appropriate years (i.e. age-eligible), and this weight is scaled to produce weight sums
that align with the number of individuals in the U.S. population (as measured by the Current
Population Survey fielded in March for the respective year of data collection) (HRS Staff, 2019).
For purposes of this study’s analysis, I adhere to available guidance for using the base-year
respondent weights (HRS Staft, 2019). This means that I use the respondent weight for the

respective year that a respondent is first represented in the study sample (2012-2018).
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Additionally, following the available guidance for weighting the HRS data, I use the clustering
variable raehsamp and the stratum variable raestrat to ensure that data are properly weighted
given the complex sampling design of the HRS. However, given this study’s emphasis on
comparisons across groups (rather than producing specific point estimates), I primarily discuss
the unweighted models in the findings section to follow.

The use of unweighted models in this study is preferable for several reasons. First, the
respondent weights for the HRS are designed to ensure that findings based on the entire HRS
sample (or specific cohorts) are representative of the U.S. population, but these weights are not
necessarily designed to ensure representative findings based on smaller subpopulations, such as
same-sex couples (HRS Staff, 2019). Consequently, the weighting scheme developed for the
HRS could be based on imperfect assumptions about the underlying population of same-sex
couples — introducing additional bias to the weighted models. More specifically, since the survey
weights for the HRS have been developed by post-stratifying each wave’s weights to the March
CPS on the basis of the birth cohorts of the respondent and spouse (and on the basis of
respondent gender and race/ethnicity), post-stratification margins may not accurately reflect the
actual demographic composition of same-sex couples (particularly for older adults in same-sex
couples) given documented, systematic misclassifications of same-sex couples in the CPS
(particularly for earlier waves of data). (Kreider & Gurrentz, 2019; HRS Staft, 2019). Further,
Brandon and Ivashchenko (2022) have documented how federal counts of same-sex households
often conflict with and undermine the goal of accurately representing the population of
households with same-sex couples — using three different federal household surveys as case

studies.
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Beyond the concerns about potential mismatch between the design of the respondent
weights for the HRS and this study’s focus on comparisons across same-sex couples and
different-sex couples. applying respondent weights to smaller subgroups, such as same-sex
couples, presents several methodological concerns. Namely, when subgroup sizes are
comparatively small (as is the case with same-sex couples in the HRS), applying survey weights
may inflate standard errors — leading to wider confidence intervals and unstable estimates
(Heeringa et al., 2017; Korn & Graubard, 1999). In brief, by using the unweighted models for
this study’s central findings, I am limiting the potential for larger design effects and additional
statistical noise that may make this study’s findings harder to interpret. It is important to note
that in both the unweighted and weighted binary logistic regression models, I only include
respondents who have a valid, non-zero respondent weight available (to ensure comparability of
findings across both models).

To estimate standard errors in the weighted models, I employ the Stata 19
singleunit(centered) command to account for the small sample size of same-sex couples and the
small sample size of respondents with valid information across three of my outcome variables:
(1) POA; (2) written instructions; and (3) ever discussed. This command allows Stata users to
compute standard errors of coefficients in analyses of complex survey data when there are strata
with only one primary sampling unit (i.e. singleton primary sampling units) — as is the case for
the three aforementioned outcome variables in the HRS (StataCorp, 2025). More specifically, the
Stata 19 singleunit(centered) command “specifies that strata with one sampling unit are centered
at the population mean instead of the stratum mean” (StataCorp, 2025). While other resampling
approaches to estimate standard errors exists, such as bootstrapping or jackknife resampling, this

conservative approach is less computationally-intensive and more well-suited for statistical
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analyses employing small sample sizes (while still accounting for the sampling design of
complex survey data) (Heeringa et al., 2017). Additionally, certain resampling methods like
jackknife resampling are not suitable given that this approach relies on the ability to omit one
primary sampling unit at a time for variance estimation. For the above reasons, I employ the
Stata 19 singleunit(centered) command for the three weighted models specified earlier.

In addition to the binary logistic regressions, I estimate predicted probabilities and
examine marginal changes in those probabilities. To do this, I first re-estimate the binary logistic
regressions while adding an interaction term for couple type X gender for each of the five
outcome variables to model differences in the likelihood in engaging in each of the five EOL
planning measures. I then use the Stata 19 margins command to produce predicted probabilities
from these models with interactions, followed by the Stata 19 mlincom command to examine
marginal changes in the predicted probability of likelihood of having engaged in five different
EOL planning measures (Mize et al., 2019) — emphasizing potential differences by couple type
and gender. These predicted probabilities were estimated from the binary logistic regression
models described above, and comparisons between these predicted probabilities provide insight
into how couple type matters for EOL planning and how gender may operate differently for

those in same-sex couples compared to those in-different-sex couples.

Findings

a. Descriptive Statistics

Examining the descriptive statistics presented in Tables 2.1-2.2, respondents from same-
sex and different-sex couples differ across several key demographics (measured at baseline) —

both in ways consistent and divergent from the available literature. First, looking at Table 2.1,
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respondents from same-sex couples have higher educational attainment and higher household
incomes relative to their different-sex counterparts. More specifically, 74.23% of respondents in
same-sex couples have a household income classified as “high income” (i.e. greater than $75K
annually) compared to 47.05% of respondents in different-sex couples, and similarly a lower
proportion of respondents from same-sex couples have a household income classified as “poor”
or “low-income”. Table 1 also shows that respondents from same-sex couples have
comparatively higher educational attainment, with 52.15% of those in same-sex couples having a
bachelor’s degree or higher (compared to only 25.79% of those in different-sex couples).
Together, these descriptive trends corroborate prior research suggesting that same-sex couples
have (on average) better SES profiles relative to their different-sex counterparts (Barroso and
Fry, 2021; Walker and Taylor, 2021). The higher SES profiles support the prediction that those
in same-sex couples may engage in greater amounts of formal EOL planning given the
connections between SES and access to estate planning and other formal EOL planning
resources (as outlined in the literature review section).

However, Table 2.1 also offers support for the prediction that those in same-sex couples
may engage in lesser amounts of EOL planning. Respondents in same-sex couples have an
average age of 58.21 whereas respondents in different-sex couples have an average age of 63.77.
Given that formal EOL planning is often bound closely with estate and financial planning which
often takes place later in the life course at more advanced ages, these age differences may
translate to lesser amounts of EOL planning among those in same-sex couples for this analytic
sample. Additionally, consistent with other studies, lower rates of religiosity are observed among
those in same-sex couples, with 45.40% of those in same-sex couples reporting their religious

attendance to be “not at all” and 28.22% identifying with “no affiliation” (compared to 25.71%
134



and 10.76% among those in different-sex couples respectively). As previous research has shown,
those with greater religiosity have been shown to engage in greater amounts of EOL planning
(Colenda & Blazer, 2022; Karches ef al., 2012) — suggesting that those in same-sex couples may
engage in EOL planning at lower rates than those in different-sex couples.

Continuing with Table 2.1, note that demographic distribution of the analytic sample also
diverges from the available research in ways that may also be consequential for EOL planning
behaviors. First, while past research finds that sexual minorities (SMs) are more likely than non-
SMs to be racial/ethnic minorities (Gates 2015), and that those in same-sex couples are more
likely to be non-White compared to those in different-sex couples (Hernandez and Hemez,
2023), the analytic sample for this study stands in stark contrast with the available literature.
More specifically, a greater share of same-sex couple members identify as White, non-Hispanic
(73.62%) compared to those in different-sex couples (63.61%). Further, while minority stress
theory (MST) posits that SMs have disproportionately worse health outcomes (relative to non-
SMs) due to experiencing both external and internal stressors that combine to negatively impact
SMs’ health, a greater share of those in same-sex couples report “very good” or “excellent”
health (36.81%; 12.88% respectively) compared to those in different-sex couples (31.43%;
10.58% respectively) in Table 2.1. This observation is interesting given research by Thomeer et
al. (2018) which suggests that those same-sex couples experience additional minority stressors
not necessarily experienced by unpartnered SMs. In sum, the demographic distribution of my
analytic sample both conforms to and diverges from benchmark estimates that may be
consequential for this study’s findings. Simply put, compositional differences between same-sex

and different-sex couples may help to explain observed differences in EOL planning by couple
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type or, alternatively, SM status (as proxied by couple type) may help to explain observed
differences even when accounting for these compositional differences.

Beyond demographic trends, Table 2.2 outlines the distribution of EOL planning across
same-sex and different-sex couples. For both those in same-sex and different-sex couples, higher
rates of EOL planning are observed compared to available estimates in the literature. For
example, a meta-analysis of 795,909 people across 150 studies (published from 2011-2016) finds
that 29.3% of people had completed living wills and 33.4% of people had designated healthcare
proxies (Yadav et al., 2017). However, in Table 2.2, 58.22% of those in different-sex couples
and 79.25% of those in same-sex couples have provided written instructions (i.e. a living will),
Similarly, 61.42% of those in different-sex couples and 77.36% of those in same-sex couples
have designed a power of attorney (i.e. a healthcare proxy). With this in mind, it’s important to
note that higher levels of end-of-life planning are observed for the analytic sample broadly —
suggesting that the analytic sample may differ in key ways. Looking within the analytic sample
though, those in same-sex couples have consistently higher levels of end-of-life planning relative
to those in different-sex couples. This descriptive trend is consistent with findings from Thomeer
et al. (2017) showing that same-sex spouses devote considerable attention to informal EOL
planning conversations and formal EOL plans. However, Thomeer ef al. (2017) also find that
heterosexual spouses report minimal formal or informal EOL planning, but higher rates of EOL
planning are observed among different-sex couples in the analytic sample compared to available
estimates in the literature — as detailed above. Additionally, the comparatively small sample size
of same-sex couples in this study are important to consider when benchmarking descriptive

trends against the existing literature — especially since same-sec couples in the Health and
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Retirement Study (HRS) may differ from same-sex couples in the broader population for various
reasons (including potential selection effects into the HRS).

Table B.1 in Appendix B presents the Pearson correlation coefficients for the EOL
planning measures examined in this study. Consistent with findings in Chapter 3, these
correlation coefficients reveal some clustering in measures of formal EOL planning — indicating
that these EOL planning behaviors may co-occur. However, life insurance is weakly correlated
with other EOL planning measures, and the strength of most other associations in Table B.1 are
only moderate — suggesting participation in any one EOL planning measure does not fully
substitute for or explain participation in other types of EOL planning. It is important to note that
the observed weaker associations with life insurance may reflect how life insurance is
qualitatively different from other forms of EOL planning with life insurance often being an
employment benefit that may be provided automatically rather than requiring additional effort or
resource seeking relative to other forms of EOL planning. In brief, these bivariate associations

provide support for the analytic decision to model these outcomes separately in this study.
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Table 2.1. Means and Proportions of Selected Variables among Same-sex and Different-sex Couples with a non-Zero Respondent
Weight in the Health and Retirement Study (2012-2018)

Different-sex (n = 15,294) Same-sex (n = 163)

Gender

Woman 48.27% 53.37%

Man 51.73% 46.63%
Race/Ethnicity

White, non-Hispanic 63.61% 73.62%

Black, non-Hispanic 15.93% 12.27%

Hispanic/Latine 15.80% 9.82%

Other, non-Hispanic 4.66% 4.29%
Household Income

Poor (<$20K) 10.76% 6.13%

Low-income ($20K-49.9K) 26.86% 12.88%

Mid-income ($50K-74.9K) 15.33% 6.75%

High-income (>375K) 47.05% 74.23%
Education Level

< HS Diploma 16.03% 3.68%

GED 5.14% 3.07%

HS Diploma 27.21% 12.88%

Some College 25.83% 28.22%

BA or > 25.79% 52.15%
Age (Years) 63.77 (10.15) 58.21 (7.21)
Self-reported Health

Poor 6.70% 6.75%

Fair 19.23% 12.88%

Good 32.06% 30.67%

Very Good 31.43% 36.81%

Excellent 10.58% 12.88%
Religious Affiliation

Protestant 56.10% 36.81%

Catholic 28.12% 26.99%
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Jewish
No Affiliation
Other
Religious Attendance
“Not at all”
“One or more times a year”
“Two or three times a month”
“Once a week”
“More than once a week”
Change in Household Income from 2012-2018
No Change
Income Increased Over Time
Income Declined Over Time
Income Fluctuated Over Time
Change in Self-reported Health from 2012-2018
No Change
Health Improved Over Time
Health Declined Over Time
Health Fluctuated Over Time

1.48%
10.76%
3.53%

25.71%
21.96%
13.84%
24.24%
14.26%

33.41%
21.17%
14.61%
30.82%

41.63%
13.02%
21.64%
23.72%

2.45%
28.22%
5.52%

45.40%
25.15%
12.88%
13.50%
3.07%

54.60%
9.82%

10.43%
25.15%

44.79%
14.72%
16.56%
23.93%

Note: Standard deviations in parentheses; Percentages may not sum to 100.0 due to rounding error
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Table 2.2. Distribution of Measures of EOL Planning among Same-sex and Different-sex Couples with a non-Zero Respondent

Weight in the Health and Retirement Study (2012-2018)

Different-sex (n = 15,294)

Same-sex (n = 163)

N % N %

Valid Will
No 7,265 47.54% 59 36.20%
Yes 8,017 52.46% 104 63.80%
n 15,282 163

Life Insurance
No 4,511 29.55% 45 27.61%
Yes 10,754 70.45% 118 72.39%
n 15,265 163

Ever Discussed
No 2,237 26.21% 7 13.21%
Yes 6,298 73.79% 46 86.79%
n 8,535 53

Power of Attorney
No 3,289 38.58% 12 22.64%
Yes 5,237 61.42% 41 77.36%
n 8,526 53

Written Instructions
No 3,560 41.78% 11 20.75%
Yes 4,961 58.22% 42 79.25%
n 8,521 53

Note: Percentages may not sum to 1.00 due to rounding error

140



b. Logistic Regressions

Table 2.3 shows the odds ratios representing the odds of having engaged in various formal
and informal EOL planning measures. More specifically, Tables 2.3 examines associations
between respondent demographics and the following outcome variables: (1) the odds of having a
valid will; (2) the odds of having life insurance; (3) the odds of having ever discussed their EOL
care preferences with anyone; (4) the odds of having a “Durable Power of Attorney for Health
Care” or “Medical Power of Attorney” (hereafter referred to as “POA” for brevity); and (5) the
odds of having a “Living Will” or “Physician Orders for Life Sustaining Treatment” (hereafter
referred to as “written instructions” for brevity). After missing data deletions (across key
sociodemographic measures), associations with the five EOL planning outcome variables were
examined among a sample of 15,505 coupled adults who had a valid (i.e. non-zero) respondent
weight. To preserve sample size, a pairwise deletion approach was employed to include all
eligible respondents who had provided a survey response for a specific EOL planning measure.
Given this study’s focus on drawing comparisons across groups, the analyses presented in Table
2.3 are unweighted while weighted analyses are presented in Table B.3 of Appendix B. These
analyses aim to answer the following research question: (1) Does participation in different types
of EOL planning vary by couple type? An interaction term looking at associations for couple
type by gender is included in Table B.2 (unweighted) and Table B.4 (weighted) of Appendix B.
Given that the interaction term included in Table B.2 and Table B.4 is statistically non-
significant across all variable models, findings from Table 2.3 are best-suited to answer the
above research question. However, weighted findings are fairly consistent with these unweighted

analyses.
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As shown in Table 2.3, EOL planning differs by SM status (as proxied by couple type)
when comparing same-sex and different-sex couples. More specifically, members of same-sex
couples have statistically significantly greater odds of having engaged in three different measures
of EOL planning compared to members of different-sex couples, with the largest effect size
observed for the odds of having provided written instructions — where those in same-sex couples
experience a 222% increase in these odds compared to those in different-sex couples (OR = 3.22,
p <0.01). Those in same-sex couples similarly experience a 147% increase in the odds of having
designated a POA compared to those in different-sex couples (OR =2.47, p <0.01). And while
POA status and the status of having provided written instructions were only ascertained for a
subset of those in same-sex and different-sex couples, this relationship holds for one of the EOL
planning measures that was ascertained for larger shares of these subpopulations (i.e. valid
wills). Compared to those in different-sex couples, respondents in same-sex couples experience
an 89% increase in the odds of having a valid will (OR =1.89, p < 0.001). And while those in
same-sex couples do not experience significantly greater odds of having life insurance or having
ever discussed EOL care preferences, respondents in different-sex couples do not experience
significantly greater odds of having engaged in any EOL planning measure in Table 2.3. In
combination, these findings appear to support my earlier hypothesis:

H1,: Participation in different types of EOL planning varies by couple type, with same-sex
couples being more likely than different-sex couples to engage in formal EOL planning (e.g.,
valid wills, written instructions) even when accounting for compositional differences such as
greater household income and greater educational attainment among same-sex couples.

Given the magnitude and statistical significance of the couple type coefficients across

three different measures of EOL planning — even when accounting for variations in the

sociodemographic profiles of same-sex and different-sex couples — my findings in Table 2.3
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suggest that unmeasured factors reflected in the couple type variable explain the higher
propensity of those in same-sex couples to participate in EOL planning. Comparing findings in
Table 2.3 to those offered by Thomeer et al. (2017), my findings by couple type also corroborate
(using a national sample) their finding that same-sex spouses devote considerable attention to
informal EOL planning conversations and formal EOL plans compared to different-sex spouses.
Additionally, findings in Table 2.3 extend those findings by Thomeer ef al. (2017) to include
both spouses and cohabiting partners (both of whom are represented in my analytic sample).
Further, my findings provide preliminary support for the idea that the 2015 Obergefell v. Hodges
Supreme Court ruling — which occurred after data collection by Thomeer et al. (2017) and
during/prior to data collection for the bulk of my analytic sample of same-sex couples for this
study — may not be correlated with lower levels of end-of-life planning for same-sex couples as a
result of feeling a stronger sense of marriage institutionalization (and, subsequently, greater
institutional support). However, the data used in this study cannot speak to causality and do not
include measures of perceived institutional support to directly test potential associations between
EOL planning behaviors and the establishment of federal marriage equality in 2015.

Further juxtaposing findings from Table 2.3 with the available literature, numerous
studies (as detailed in the literature review) suggest that SMs experience higher rates of
discrimination, stigma, and violence (Andersen & Blosnich; Friedman et al., 2011; Zou et al.,
2013) and, drawing on MST, research also demonstrates that stress from experiencing
interpersonal and structural discrimination contributes to health disparities between SMs and
non-SMs (Cramer et al., 2017; Meyer, 2003). Given these findings and given that same-sex
couples are potentially subjected to greater amounts of minority stress relative to unpartnered

SMs just by virtue of having a same-sex partner (Thomeer ef al., 2018), it is hypothesized that
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health disparities (i.e. a manifestation of minority stress) may incentivize greater amounts of
EOL planning observed among same-sex couples relative to different-sex couples. In line with
this, I find that couple type is consistently associated with the odds of engaging in three of the
EOL planning measures in Table 2.3 when controlling for self-reported health and changes in
self-reported health over time. However, when looking at the separate effects of self-reported
health and changes in self-reported health over time, the associations present a mixed picture.
First, looking at associations by self-reported health in Table 2.3, lower self-reported
health does not necessarily translate to greater participation in EOL planning. More specifically,
compared to those reporting “good” health, those reporting “fair” health experience a 20%
decrease in the odds of having a valid will (OR = 0.80, p <0.001) and a 24% decrease in the
odds of having life insurance (OR = 0.76, p < 0.001). Similarly, those with “poor” health
experience a 28% decrease in the odds of having life insurance (OR = 0.72, p <0.001).
However, those reporting “poor” health have significantly greater odds of both having ever
discussed their EOL care preferences with anyone (OR = 1.42, p <0.001) and having designated
a POA (OR =1.25, p <0.05) — compared to those reporting “good” health. This would appear to
suggest that associations between EOL planning and health (or health disparities) may differ
depending on the type of EOL planning (e.g., formal v. informal, medical v. estate), and that
health status may serve as pathways for certain forms of EOL planning (e.g., healthcare
providers may be more likely to discuss EOL planning with those in “poor” health, serving as a
pathway to designating a POA). Continuing with the discussion of associations of self-reported
health with EOL planning, I also observe that those with “very good” and “excellent” health
have significantly greater odds of having a valid will or life insurance — compared to those with

“good” health (OR =1.32, p <0.001; OR = 1.61, p <0.001). Because health is closely linked
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with other resources (e.g., income, education), further examination is needed to better understand
and contextualize these findings given that my analytic sample is characterized by
disproportionately higher household income (and higher educational attainment in the case of
same-sex couples).

Changes in health over time appear to have a stronger influence on EOL planning in
Table 2.3. While the literature would suggest that those who experience declines or fluctuations
in health may be incentivized to engage in greater amounts of EOL planning, changes in health
over time (including declines, improvements, and fluctuations) are broadly associated with
increases in the odds of engaging in EOL planning. First, consistent with suggestions from the
literature, those who experience declines in health over time (compared to those reporting “no
change” in health over time) display an increase in the odds of: (1) having life insurance (OR =
1.40, p <0.001); (2) having ever discussed EOL care preferences (OR = 1.44, p <0.001); (3)
having designated a POA (OR =1.31, p <0.001); and (4) having provided written instructions
(OR =1.41, p <0.001). These findings for “health declined over time” are interesting to consider
in context of the above findings on self-reported health (measured at baseline). Given that “poor”
and “fair” self-reported health are both significantly associated with decreases in the odds of
heaving life insurance, but “poor” self-reported health is also significantly associated with
increases in the odds of “ever discussed” and “POA”, the magnitude of health changes over time
may be important to further understanding how health (and health disparities) may incentivize or
disincentivize greater amounts of EOL planning. Beyond my findings for “health declined over
time” though, I also observe that “health fluctuated over time” and “health improved over time”
are both consistently associated with significant increases in the odds of having engaged in all

five EOL planning measures (compared to “No change” in health over time). This in
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combination with the limited statistically significant coefficients for “very good” and “excellent”
self-reported health (compared to those reporting “good” health), reinforces the notion that
magnitude of health changes over time may be important to further understanding how health
(and health disparities) may incentivize or disincentivize greater amounts of EOL planning.
Together, these findings lend support to the idea that associations with health are dependent on
the specific type of EOL planning and the stability of health over time. Ultimately, while
findings from Table 2.3 support the notion that SM status is associated with EOL planning when
comparing same-sex and different-sex couples, it is unclear to what extent manifestations of
minority stress (as indicated by measures of health) may be tied to these observed associations
by couple type.

Redirecting attention to the influences of sociodemographic characteristics of the analytic
sample, statistically significant group differences are observed by gender, race/ethnicity,
household income, education level, age, religion (i.e. affiliation and attendance), and changes in
household income over time. The bulk of these statistically significant findings appear to be
consistent with the available literature. For example, with the exception of life insurance, men
(compared to women) have significantly lower odds of engaging in EOL planning compared to
women. This gender disparity in my analytic models is consistent with existing research finding
greater participation in EOL planning by women compared to men (Crosby et al., 2016; Forst et
al., 2018; Miesfeldt et al., 2012; Saeed et al., 2018). Similarly, across all measures of EOL
planning in Table 2.3 (except for non-Hispanic Black respondents in the case of life insurance),
racial/ethnic minority respondents have lower odds of engaging in EOL planning compared to
non-Hispanic White respondents. These findings from Table 2.3 also corroborate the well-

documented racial disparities in EOL planning in the existing literature (Barnato et al., 2009;
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Carr, 2019; Orlovic et al., 2018). Lastly, looking to indicators of SES (i.e. household income and
education level), I observe consistently statistically significant findings in Table 2.3 that lower
educational attainment and lower household income are both associated with a significant
reduction in the odds of having engaged in EOL planning — as posited by Carr (2019). In brief,
while findings from Table 2.3 largely corroborate the available literature documenting
sociodemographic influences on EOL planning, additional analyses presented in Table 2.4 seek
to understand how some of these sociodemographic characteristics (i.e. gender) may differ in
their associations with EOL planning when comparing and contrasting SMs (i.e. same-sex

couples) and non-SMs (i.e. different-sex couples).
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Table 2.3. Odds Ratios for Engaging in Measures of EOL Planning by Selected Variables among Same-sex and Different-sex Couples
with a non-Zero Respondent Weight in the Health and Retirement Study (2012-2018), Unweighted

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Couple Type (Different-sex ref.)
Same-sex 1.89%*** 0.87 2.07 2. 47%* 3.22%%*
(0.36) (0.16) (0.88) (0.86) (1.18)
Gender (Woman ref.)
Man 0.827%** 1.36%%* 0.60%** 0.80%** 0.717%**
(0.03) (0.05) (0.03) (0.04) (0.04)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.31%** 1.88*** 0.40%** 0.59%** 0.39%**
(0.02) (0.12) (0.03) (0.04) (0.03)
Hispanic/Latine (0.22%:%* 0.38%##* 0.38%##* 0.37%#%* 0.30%**
(0.02) (0.02) (0.03) (0.03) (0.03)
Other, non-Hispanic 0.49%** 0.69%*** 0.39%** 0.45%%* 0.49%**
(0.05) (0.06) (0.06) (0.07) (0.07)
Household Income (High-income
ref.)
Poor (<820K) 0.56%** 0.417%** 0.75%* 0.84 0.73%*
(0.05) (0.03) (0.08) (0.09) (0.08)
Low-income ($20K-49.9K) 0.80%** 0.64%** 0.82%* 0.93 0.85%*
(0.05) (0.04) (0.06) (0.07) (0.06)
Mid-income ($50K-74.9K) 0.99 1.06 1.07 1.11 1.03
(0.07) (0.07) (0.09) (0.09) (0.08)
Education Level (HS Diploma ref.)
< HS Diploma (0.53%** 0.59%:** 0.70%** 0.85%* 0.63%**
(0.04) (0.04) (0.06) (0.07) (0.05)
GED 0.78%* 0.82%* 1.29%* 1.18 0.93
(0.07) (0.07) (0.17) (0.14) (0.11)
Some College .32%%* 0.93 1.45%%* 1.36%** 1.37%%*
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BA or >
Age (Years)

Self-reported Health (Good ref.)
Poor

Fair

Very Good

Excellent
Religious Affiliation (Protestant
ref.)

Catholic

Jewish

No Affiliation

Other

Religious Attendance (“Not at all”

ref.)
“One or more times a year”

“Two or three times a month”

“Once a week”

(0.07)
2.39%

(0.14)
1115

(0.00)

0.88
(0.08)
0.80%*
(0.05)
].32%%
(0.07)
1.61%%*
(0.12)

1.14%
(0.06)
1.64%*
(0.31)
1.00
(0.07)
0.78*
(0.08)

121 %
(0.07)
1.50%
(0.10)
1,535
(0.09)

(0.05)
1.01
(0.06)
0.99%x*
(0.00)

0.72%%*
(0.06)
0.76%**
(0.04)
1.04
(0.05)
0.88
(0.06)

0.96
(0.05)
0.51%%x
(0.07)
0.75%**
(0.05)
0.59%*
(0.06)

1.18%*
(0.07)
1,325
(0.09)
| 4%
(0.08)
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(0.11)
1.94% %
(0.16)
1.04%%
(0.00)

1.34%
(0.15)
1.13
(0.09)
0.97
(0.07)
0.93
(0.10)

0.90
(0.06)
1.25
(0.31)
1.18
(0.13)
1.14
(0.23)

1.18*
(0.09)
1.17
(0.11)
1.23%
(0.09)

(0.09)
1,99

(0.14)
1,08

(0.00)

1.25%
(0.13)
1.10
(0.08)
1.11
(0.07)
1.16
(0.11)

0.97
(0.06)
1.28
(0.26)
1.14
(0.11)
1.32
(0.26)

1.20%*
(0.09)

.39
(0.12)

].52%%
(0.11)

(0.09)
1,735

(0.12)
1,08

(0.00)

1.10
(0.11)
1.11
(0.08)
1.10
(0.07)
1.11
(0.10)

0.93
(0.06)
1.36
(0.27)
1.04
(0.10)
1.39
(0.27)

1.08
(0.08)

1,375
(0.12)

1,375
(0.10)



“More than once a week” 1.41%%** 1.27%%* 1.32%%* 1.33%%* 1.27%*
(0.10) (0.08) (0.12) (0.11) (0.10)
Change in Household Income from
2012-2018 (No Change ret.)
Income Increased Over Time 0.83** 0.83%* 0.72%** 0.70%** 0.85*
(0.06) (0.05) (0.06) (0.05) (0.07)
Income Declined Over Time 0.80*** 0.49%*** 1.01 0.97 1.03
(0.05) (0.03) (0.09) (0.08) (0.09)
Income Fluctuated Over Time 0.87%* 0.62%** 0.91 0.89 0.96
(0.05) (0.03) (0.07) (0.06) (0.06)
Change in Self-reported Health from
2012-2018 (No Change ret.)
Health Improved Over Time .33%%* .33%%* 1.21%* 1.20* 1.22%*
(0.08) (0.08) (0.11) (0.10) (0.10)
Health Declined Over Time 1.10 1.40%** 1.44%%%* 1.31%%* 1.41%%*
(0.06) (0.07) (0.10) (0.09) (0.09)
Health Fluctuated Over Time 1.42%%%* 1.39%** 1.47%%* 1.37%%* 1.35%**
(0.07) (0.07) (0.10) (0.09) (0.08)
Constant 0.00%** 7.79%** 0.20%** 0.00%** 0.01***
(0.00) (1.20) (0.06) (0.00) (0.00)
N 15,445 15,428 8,588 8,579 8,574

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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¢. Predicted Probabilities and Marginal Changes

Table 2.4 below presents findings produced using the Stata 19 margins command
followed by the Stata 19 mlincom command to examine marginal changes in the predicted
probability of likelihood of having engaged in five different EOL planning measures —
emphasizing potential differences by couple type and gender. These predicted probabilities were
estimated from the models outlined in Table B.2 of Appendix B (which include an interaction
term for couple type X gender), and comparisons between these predicted probabilities provide
insight into how couple type matters for EOL planning and how gender may operate differently
for those in same-sex couples compared to those in-different-sex couples. Continuing with
study’s focus on drawing comparisons across groups, the analyses presented in Table 2.4 are
unweighted while weighted analyses are presented in Table B.5 of Appendix B (which were
estimated from the weighted models outlined in Table B.4 of Appendix B). While the interaction
term is not statistically significant across any of the models in Table B.2 and Table B.4 for
couple type X gender, results indicate statistically significant differences when examining
specific group differences in predicted probabilities. This would suggest that the odds of
engaging in EOL planning for respondents in same-sex and different-sex couples do not depend
on whether respondents are men or women (and vice versa), but specific groups (e.g., men in
same-sex couples, women in different-sex couples) differ from one another in notable ways.
Thus, the analyses presented in Tables 2.5 seek to help answer two of my research questions: (1)
Does participation in different types of EOL planning vary by couple type?; and (2) Do
associations of couple type with EOL planning differ by gender composition of the couple (e.g.,

men partnered with women, men partnered with men, women partnered with women)? Predicted
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probabilities (and marginal changes) are not estimated for SES and race/ethnicity due to sample
size constraints, but this research question is further addressed in Chapter 5. Continuing with
Chapter 4’s focus on drawing comparisons across groups, I discuss the predicted probabilities
produced from unweighted findings in Table 2.4 when answering the aforementioned research
question.

Looking at Table 2.4 below, women in same-sex couples have greater predicted
probabilities of having engaged in EOL planning across four out of five measures of EOL
planning compared to women in different-sex couples. Women in different-sex couples only
have a greater predicted probability of having life insurance compared to women in same-sex
couples — although the marginal change in the predicted probability for having life insurance is
not statistically significant (A = 0.030, p > 0.05). Women in same-sex couples also have greater
predicted probabilities of having engaged in all EOL planning measures except for life insurance
when compared to men in different-sex couples. Again, the marginal change in the predicted
probability for having life insurance is not statistically significant though when comparing
women in same-sex couples to men in different sex couples (A = 0.085, p > 0.05). Looking at the
marginal changes in the predicted probabilities for the four other EOL planning measures in
Table 2.4, the differences in predicted probabilities between women in same-sex couples
compared to women in different-sex couples and compared to men in same-sex couples are all
statistically significant, with the greatest effect sizes observed for the predicted probability of
having “written instructions” (A =-0.207, p < 0.001; A =-0.274, p < 0.001). This consistent
pattern appears to further corroborate findings by Thomeer et al. (2017) that same-sex spouses
devote considerable attention to informal EOL planning conversations and formal EOL plans

compared to different-sex spouses (and extends those findings to include unmarried same-sex
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couples). However, comparisons with men in same-sex couples provide less support for these
findings by Thomeer et al. (2017).

Similar to comparisons with women in same-sex couples, men in same-sex couples have
greater predicted probabilities of having engaged in EOL planning across four out of five
measures of EOL planning compared to men and women in different-sex couples. Compared to
men in same-sex couples, men in different-sex couples only have a greater predicted probability
of having life insurance while women in different-sex couples only have a greater predicted
probability of having ever discussed EOL care preferences. While these greater predicted
probabilities among men in same-sex couples across most EOL planning measures would appear
to also corroborate the findings by Thomeer ef al. (2017) that same-sex spouses devote greater
attention to EOL planning, looking at the marginal changes in these predicted probabilities
presents less support for this notion. Looking at Table 2.4, the differences in predicted
probabilities between men in same-sex couples and men and women in same-sex couples are all
non-significant, with the exception of “written instructions” when comparing men in same-sex
and different sex couples (A =-0.195, p < 0.05). Together, these findings would suggest that
those in same-sex couples devote greater attention to EOL planning than those in different-sex
couples, with women in same-sex couples devoting the greatest attention to EOL planning. This
would appear to suggest that findings by Thomeer et al. (2017) are nuanced by the gender
composition of couples.

An interesting gender disparity is also observed where women in both same-sex and
different-sex couples have greater predicted probabilities of having engaged in all measures of
end-of-life planning — with the exception of life insurance — compared to their male counterparts.

And in comparisons of women and men in different-sex couples, the majority of the differences
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in these predicted probabilities are statistically significant — further corroborating the existing
literature documenting greater participation in EOL planning by women compared to men
(Crosby et al., 2016; Forst et al., 2018; Miesfeldt et al., 2012; Saeed et al., 2018). However, in
comparisons of women and men in same-sex couples, none of these differences in predicted
probabilities are statistically significant. This may be partially due to higher baseline levels of
EOL planning participation among men and women in same-sex couples compared to those in
different-sex couples. Thus, findings from Table 2.4 extend the available literature of gender
disparities to EOL planning to include informal EOL planning (i.e. “ever discussed”) in these
established gender disparities, and extends the existing literature by including SMs (as proxied
by couple type) who nuance existing gender disparities as seen through the lack of significant
differences in comparisons of predicted probabilities between men and women in same-sex
couples outlined in Table 2.4. Taken together, findings from Table 2.4 appear to provide support
for the following two hypotheses:

H1,: Participation in different types of EOL planning varies by couple type, with same-sex
couples being more likely than different-sex couples to engage in formal EOL planning (e.g.,
valid wills, written instructions) even when accounting for compositional differences such as

greater household income and greater educational attainment among same-sex couples.

H2,: Associations of couple type with EOL planning differ by gender composition of couples,
with the gender of both partners shaping how EOL planning participation is stratified by couple

type.

However, while women in same-sex couples have greater predicted probability of having
engaged in EOL planning compared to men in same-sex couples across four out of five measures
EOL planning, earlier findings from Table 2.4 show that men in same-sex couples have greater
predicted probability of having engaged in EOL planning across four out of five measures of

EOL planning compared to women in different-sex couples. And given that women in different-
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sex couples do not have statistically significantly higher predicted probabilities that men in
same-sex couples for any measure of EOL planning, findings from Table 2.4 appear to add
nuance to the well-documented gender disparity in EOL planning. More specifically, while being
a woman (compared to being a man) is associated with greater odds of having engaged in EOL
planning, this relationship appears to only be stable within couple type (i.e. directly comparing
men and women in different-sex couples or directly comparing men and women in same-sex
couples) and is only statistically significant for comparisons of different-sex couples. Rather,
comparisons across couple type (i.e. directly comparing women in different-sex couples to men
in same-sex couples or directly comparing women in same-sex couples to men in different-sex
couples) reveal that gender and SM status (as proxied by couple type) potentially interact in
ways consequential for EOL planning behaviors. More plainly, SM status may outweigh the
importance of gender in determining the likelihood of having engaged in EOL planning. Thus,
findings from Table 2.4 further contribute to the existing knowledge base on gender and EOL
planning by not only replicating well-documented gender disparities in direct comparisons of
men and women in same-sex couples, but by also building the case for adopting a “gender-as-
relational” perspective, which suggests that EOL planning behaviors should vary based on the
gender composition of the relationship (e.g., the combination of own gender and spouse or

partner gender).
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Table 2.4. Predicted Probabilities (and Marginal Changes) for Engaging in Measures of EOL Planning by Couple Type and Gender
among Same-sex and Different-sex Couples in the Health and Retirement Study (2012-2018), Unweighted

Valid Will Life Insurance Ever Discussed Power of Attorney Written Instructions
Couple Type x Gender
Different-sex x Woman 0.541 0.676 0.783 0.638 0.618
Different-sex x Man 0.509 0.731 0.698 0.593 0.550

Different-sex x Woman

(A = 0.032%*%)
0.541

(A = -0.055%*%)
0.676

(A = 0.085%*%)
0.783

(A = 0.045%%%)
0.638

(A = 0.068***)
0.618

Same-sex x Woman 0.684 0.647 0.902 0.822 0.824
(A=-0.143***) (A =0.030) (A=-0.119%) (A =-0.184*%) (A =-0.207**%)

Different-sex x Woman 0.541 0.676 0.783 0.638 0.618

Same-sex x Man 0.570 0.710 0.774 0.723 0.745
(A=-0.029) (A=-0.033) (A =0.009) (A =-0.085) (A=-0.127)

Different-sex x Man 0.509 0.731 0.698 0.593 0.550

Same-sex x Woman 0.684 0.647 0.902 0.822 0.824
(A=-0.175***) (A =0.085) (A =-0.204%**) (A =-0.230%***) (A =-0.274%*%)

Different-sex x Man 0.509 0.731 0.698 0.593 0.550

Same-sex x Man 0.570 0.710 0.774 0.723 0.745
(A=-0.061) (A=0.022) (A=-0.076) (A=-0.131) (A =-0.195%)

Same-sex x Woman 0.684 0.647 0.902 0.822 0.824

Same-sex x Man 0.570 0.710 0.774 0.723 0.745
(A=0.114) (A=-0.063) (A=0.128) (A =10.099) (A=10.079)

N 15,445 15,428 8,588 8,579 8,574

Note: A = Marginal change in predicted probabilities; *** p<0.001, ** p<0.01, * p<0.05
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Discussion

In this study, I examined if and how EOL planning is unequally distributed among same-
sex and different-sex couples in the U.S to address existing gaps in the literature, to provide a
quantitative test of findings from the landmark (qualitative) study on same-sex couples’ EOL
planning (Thomeer ef al., 2017), and to assess the current state of EOL planning for planning
among those in same-sex couples. Given the myriad challenges facing same-sex couples in the
EOL context (e.g., legal precarity, potential discrimination from HCPs) this study provides both
contributions to the broader literature and illuminates potential vulnerabilities at the EOL among
those in same-sex couples — particularly since EOL planning is a crucial tool for ensuring
autonomy in the EOL context. With this in mind, this study sought to answer two central
research questions: 1) Does participation in different types of EOL planning vary by couple
type?; and (2) Do associations of couple type with EOL planning differ by gender composition
of the couple (e.g., men partnered with women, men partnered with men, women partnered with
women)?

In sum, I find some evidence that EOL planning is unequally distributed among the U.S.
population by couple type when analyzing a national sample of partnered Americans. As
analyses of the 2012-2018 HRS show, those in same-sex couples devote considerable attention to
informal EOL planning conversations and multiple measures of formal EOL plans compared to
those in different-sex couples. These findings align with the qualitative findings by Thomeer et
al. (2017) detailing how heterosexual spouses report minimal formal or informal EOL planning,
while same-sex spouses devote considerable attention to these EOL plans. Further, this study

extends this landmark study by leveraging a more diverse analytic sample and including both
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married and unmarried coupled adults. However, those in same-sex couples do not significantly
differ from those different-sex couples across all measures of EOL planning — suggesting that
associations with couple type may vary depending on the specific type of EOL planning.
Additionally, several significant differences were observed between those in same-sex couples
and different-sex couples even while controlling for compositional factors (e.g., SES, education
level) — further cementing the relevance of couple type to understanding differences in
Americans’ EOL planning behaviors. And while research on EOL planning has largely
overlooked sexuality as a potential axis of stratification, this study provides quantitative evidence
that SM status (as proxied by couple type) is another axis of stratification in EOL planning
participation — extending existing literature documenting disparities by race/ethnicity, gender,
SES, and other sociodemographic characteristics.

Further extending the literature, I also find some evidence that associations of couple type
with EOL planning differ by gender composition of the couple (e.g., men partnered with women,
men partnered with men, women partnered with women). As analyses of 2012-2018 HRS data
show, within couple type comparisons show that women in same-sex and different-sex couples
have greater predicted probabilities of having engaged in the vast majority of EOL planning
measures — with the exception of life insurance — compared to their male counterparts. These
findings are in alignment with the existing literature documenting greater participation in EOL
planning by women compared to men (Crosby et al., 2016; Forst et al., 2018; Miesfeldt et al.,
2012; Saeed et al., 2018). Yet, comparisons across couple type reveal that women and men in
same-sex couples do not significantly differ in their predicted probabilities of completing EOL

planning, whereas women and men in different-sex couples do significantly differ in their
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predicted probabilities of completing EOL planning — suggesting SMs redefine understandings
of gender and nuance established gender disparities.

Theoretically, there are several potential explanations for this study’s findings. First,
given that significant differences were observed between those in same-sex couples and
different-sex couples even while controlling for compositional factors, there are likely
unmeasured factors reflected in the couple type variable explain the higher propensity of those in
same-sex couples to participate in EOL planning. For example, while this study was not able to
explicitly examine minority stress in the analytic models, anticipatory couple-level minority
stressors and MST broadly may help to explain the observed differences by couple type. As
detailed earlier in this study, SMs face certain minority stressors in the EOL context (e.g., a
precarious legal environment) and those in same-sex couples experience additional couple-level
minority stressors that may uniquely motivate their EOL planning behaviors — behaviors that are
not explained by compositional differences between same-sex and different-sex couples.
Additionally, historical traumas such as the AIDS Epidemic of the 1980s, may act as distal
minority stressors and further inform SMs’ EOL planning behaviors (as detailed in the literature
review chapter).

Beyond a MST perspective, my finding that associations of couple type with EOL
planning differ by gender composition of the couple support the importance of adopting a
gender-as-relational perspective given that the gender composition of couples (and not only the
individual respondent’s gender) offer nuance to well-established gender disparities in EOL
planning from the literature (Crosby et al., 2016; Forst et al., 2018; Miesfeldt et al., 2012; Saeed
et al., 2018). Given existing literature detailing how individual gender identity is insufficient for

understanding how coupled adults perceive and respond to partners’ attempts to influence their
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behaviors and decisions (Umberson ef al., 2018), it is plausible that differing gender
compositions of couples are associated with differing social processes that are consequential for
EOL planning behaviors. Beyond this gender-as-relational perspective, it is possible that there
are compositional differences that are not accounted for in this study but may be influential for
differences in EOL planning behaviors across couple types and gender. For example, differences
in parental status may influence one’s propensity to participate in EOL planning.

I find some evidence that: (1) EOL planning is unequally distributed among the U.S.
population by couple type; and (2) associations of couple type with EOL planning differ by
gender composition of the couple. However, there are several limitations that must be considered
when discussing the findings of this study. In particular, a primary limitation is that the HRS did
not begin collecting self-reported sexual orientation until 2016, so I am restricted to examining
couple type due to the time frame for the analytic sample (2012-2018) and sample size
constraints for 2016-2018 data. Consequently, this study cannot speak to how differences in selt-
identification within same-sex and different-sex couples (e.g., identifying as gay/lesbian or
bisexual) may affect observed associations. As later waves of data are made available, future
research should seek to jointly examine couple type and sexual orientation to better understand
how these different SM statuses influence EOL planning behaviors. Related to data availability,
this study does not include explicit measures of minority stress. Rather, this study incorporates
measures often connected with minority stress (e.g., self-reported health), but I am unable to
ascertain the potential effects of minority stressors themselves in the models. Consequently, full
testing of MST is beyond the scope of the data used for this study. Data collection efforts should
seek to incorporate robust measures of minority stress to be able to better understand the

processes potentially underpinning the stratification of EOL planning by couple type. Lastly, the
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comparatively small sample size of same-sex couples presents several methodological limitations
for this study — as described in my discussion of survey weights and standard errors estimation.
Again, additional data collection will enable more refined analyses and allow future research to
assess the robustness of findings in this study. Relatedly, having larger sample sizes of same-sex
couples will be necessary to more comprehensively account for concerns about statistical power
in such quantitative analyses — particularly for comparisons of same-sex couples for EOL
planning measures with more limited sample size in this study (e.g., POA, written instructions).
Despite limitations, this study’s findings suggest that couple type and the gender
composition of couples are important factors to understanding the EOL planning behaviors of
partnered Americans. Further, this study’s findings provide the opportunity to reconsider well-
established gender disparities and provides a platform for understanding how SMs nuance and
challenge these findings from the literature. Future research should seek further examine this
study’s central finding that EOL planning is unequally distributed among the U.S. population by
couple type and future studies related to EOL planning should consider adopting a gender-as-

relational perspective when assessing the EOL planning behaviors of partnered adults.
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Chapter 5: Examining Heterogeneity in EOL Planning among SM
Americans

Introduction and Rationale

This study examines if and how EOL planning is unequally distributed among a sample
of diverse SMs in the United States — emphasizing sexual identity (e.g., identifying as
gay/lesbian, bisexual, or some other sexual identity) as a potential axis of inequality in the extent
to which SM Americans have access to EOL planning behavior. More specifically, in the study |
assess sexual identity and myriad control variables to proxy disparities in EOL planning
participation by SM identity among a sample of adults who markedly diverse by race/ethnicity,
gender, age, and SES relative to other samples of SMs in national datasets. In doing so, this
study seeks to identify the sources of heterogeneity in EOL planning behaviors among SM
Americans, a perspective that is currently missing from the EOL planning literature. Sexuality
has been overlooked by most studies on EOL planning and the few studies that do consider
sexuality have not examined variation within SMs. Rather, attempts to understand SMs’ EOL
planning behaviors and attitudes have been restricted to qualitative examinations of
predominately White, affluent same-sex couples (Thomeer et al., 2017).

SMs are an increasingly diverse and growing population marked by unique historical
traumas, like the AIDS Epidemic of the 1980s, and stark health disparities (see Chapter
discussion). Given the substantial sociodemographic heterogeneity among SMs, the literature
risks mischaracterizing the state of EOL planning among SM Americans when extrapolating
findings from research with same-sex couples and predominately White, affluent samples. For

example, the majority of SMs are unpartnered yet existing research is limited to same-sex
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couples — potentially obscuring our understanding of SM Americans’ EOL planning behaviors
(Spiker & Reczek, 2021). This is concerning given that unpartnered SMs differ from
married/partnered SMs in ways that may be consequential for EOL planning behaviors — as seen
through the presence of dyadic-level stressors and dyadic coping strategies (for a more in-depth
discussion, see Chapter 2). Consequently, relying on a knowledge base composed of findings
from same-sex couples risks mischaracterizing the current state of EOL preparedness among the
broader SM population. Additionally, SMs are more likely to be racial/ethnic minorities than
non-SMs (Gates, 2015) and experience disproportionately worse outcomes across several SES
measures (e.g., falling behind on bills and experiencing foreclosure or eviction) compared to
their non-SM counterparts (Badgett, 2018; Badgett ef al., 2019; Conron et al., 2018; Hernandez
et al., 2023). Together, these findings underscore the need for additional research examining the
sources of heterogeneity in EOL planning behaviors among diverse SM Americans — research
that this study seeks to provide. In providing this research, this study provides insights into how
intersecting influences of sociodemographic variation independently and jointly affect EOL
planning behaviors. And by adopting an intersectional lens, this study provides empirical support
for the notion that examining SM status in isolation from other social identities obscures
important differences in how EOL planning is experienced across diverse populations.

Beyond the discrepancy between the demographics of existing research samples (e.g.,
predominately White, affluent, partnered) and the documented diversity of SM populations, there
are several reasons to investigate the sources of heterogeneity in EOL planning behaviors among
SM Americans. First, sociodemographic characteristics that differentiate EOL planning
behaviors vary across different SM identities. As discussed in the literature review chapter,

poverty rates, marital rates, and rates of parenthood not only differ when comparing SMs and
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non-SMs, but also differ when comparing within SM populations (Spiker & Reczek, 2021;
Walker & Taylor, 2021; Wilson & Bouton, 2024). For example, Wilson and Bouton (2024) find
that bisexual men and women experience higher rates of parenthood relative to their gay/lesbian
counterparts — with bisexual women experiencing the highest rates of parenthood. The presence
of children may incentivize formal EOL planning among SM parents as a precautionary measure
to ensure that their children receive designated assets and are properly cared for in the event of
the parent’s death. This may be especially salient for women SMs who experience higher rates of
parenthood relative to their male counterparts (Walker & Taylor, 2021; Wilson & Bouton, 2024)
— suggesting gender may be another source of heterogeneity in SM Americans’ EOL planning.
To clarify, gender differences in EOL planning among SM Americans likely reflect both
differential likelihood of parenthood and enactments of (or resistance to) gendered expectations
and cultural norms of masculinity and femininity (for further discussion, see Chapters 2-3).
However, Spiker and Reczek (2021) also find that bisexual adults are roughly 1.5 times
more likely to be in poverty than single lesbian, gay or heterosexual adults and that bisexual
adults in different-sex cohabiting couples are even more likely to be in poverty than other
different-sex cohabitors (Spiker & Reczek, 2021). Greater SES disadvantages facing select SM
groups at the intersection of sexual identity and marital status may disincentivize formal EOL
planning due to a lack of financial resources to be able to participate in formal EOL planning
processes such as estate planning. Further, intersecting influences of the sociodemographic
variation among SMs may further differentiate the EOL planning behaviors by sexual identity.
For example, while higher rates of parenthood among bisexuals may potentially increase EOL
planning participation, higher poverty rates among bisexuals may dampen access to formal EOL

planning. Together, findings from the literature would appear to suggest that sexual identity,
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gender, marital status, SES, and parental status are all potential sources of heterogeneity in the
EOL planning of SM Americans.

Second, as discussed in the earlier literature review chapter, SMs face unique minority
stressors in the EOL context that may motivate EOL planning in ways distinct from non-SMs.
However, within SM populations, minority stressors may be experienced differently across
diverse SMs. For example, scarring effects from the AIDS epidemic of the 1980s (discussed in
Chapter 1) are likely more salient for older cohorts of SMs given how this historical trauma
ushered in a massive death toll within SM communities and introduced a salient threat of
premature death for SMs who came of age during the time and immediate aftermath of this
public health crisis (Elliott ef al., 2016). While important commonalities in minority stressors
exist across cohorts of SMs (e.g., SMs still navigate a precarious legal environment; heterosexist
attitudes still exist; the enduring importance of “families of choice) and both older and younger
cohorts of SMs have experienced the COVID-19 pandemic, generationally-distinct exposures to
the 1980s AIDS epidemic would suggest that age group (a proxy for both birth cohort
associations and age associations) is likely an important source of heterogeneity among SMs.

Reliance on “families of choice” and the presence of estranged family ties may be more
common to some SMs, such as older cohorts of SMs, whereas younger cohorts of SMs (for
example) may rely more on their “families of origin” — having had the opportunity to come-of-
age in a more accepting social climate (for a more in-depth discussion, see Chapter 2). Given the
hypothesized scarring effects of the AIDS Epidemic of the 1980s and differences in social
support networks, these factors may incentivize some SMs (e.g., older adult SMs, SMs who are
estranged from families of origin) to engage in greater amounts of EOL planning to buffer

against these unique minority stressors and to account for fears of interference by estranged
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“families of origin”. With prior research suggesting that patterns of social support vary
meaningfully within SM populations (particularly across birth cohort), exploration into social
support as a source of heterogeneity is warranted.

Minority stress itself is another potential source of heterogeneity. Existing research
suggests that partnered SMs experience and respond to minority stressors as a dyad while
unpartnered SMs do not experience or have access to these dyadic coping strategies (Thomeer et
al., 2018) — potentially translating to different EOL planning behaviors in response to difference
experiences with minority stressors (for a more in-depth discussion, see Chapter 2). Relatedly,
given the racial/ethnic diversity of SM populations, racial/ethnic minority SMs may experience
additional or confounding minority stressors. For example, disproportionate levels of economic
hardship facing racial/ethnic minority SMs might inhibit access to formal EOL planning
resources. Further, minority stress emanating from broader systems of oppression (e.g., structural
racism, institutionalized heterosexuality) may differentiate the EOL planning behaviors of
diverse SMs who experience these stressors differently. For example, while medical mistrust has
been documented among racial/ethnic minorities (Bailey et al., 2017; McAfee et al., 2017,
Orlovic et al., 2018) and among SMs (Alencar Albuquerque ef al., 2016; Fredriksen-Goldsen et
al., 2011), these stressors (e.g., economic hardship, medical mistrust) may be amplified among
racial/ethnic minority SMs who experience minority stressors emanating from both structural
racism and institutionalized heterosexuality. Applying an intersectional lens to an investigation
of SM Americans’ EOL planning behaviors illuminates how examining sexual identity in
isolation from other social identities (e.g., race/ethnicity) may obscure important differences in
how minority stressors are experienced differently among diverse SMs in ways that differentiate

EOL planning behaviors (Crenshaw, 1991). Figure 3.1 below helps to outline the potential
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mechanisms through which intersectionality theory and MST may jointly influence and structure

SM Americans’ EOL planning behaviors and outcomes.

Coping and social

support
Circumstances in the General
environment stressors \
Intersecting Minority Distal prejudice
Statuses events Anticipatory
/ Behavioral
Proximal stress Outcomes

processes (i.e. EOL Planning)

Intersecting Minority
Identities

Characteristics of

Intersecting Identities

Figure 3.1. Conceptual Model for Combining Intersectionality Theory and Minority Stress
Theory
Source: Adapted from van der Star (2020)

As discussed in Chapter 1, MST posits that SMs experience both external/distal stressors
(e.g., discrimination, victimization) and internal/proximal stressors (e.g., expectation of rejection,
internalized homonegativity) which combine to negatively impact SMs’ health behaviors (e.g.,
seeking care) and outcomes (e.g., negative self-esteem) (Brooks, 1981; Meyer, 2003; Sun et al.,
2020). For example, Valentine and Shipherd (2018) note that, “[t]he cumulative burden of distal
and proximal stressors can serve to overwhelm one's ability to cope, thus leading to poor mental
[and physical] health outcomes...” (p. 5). In the EOL context, SMs experience unique minority
stressors vis-a-vis a precarious legal environment, such as the absence of federal policies for

resolving health care proxy disputes — a common concern for SMs with estranged family

relationships and SMs who are single or in relationships that are not recognized as having a legal
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or biological basis — and consequently SMs face differing circumstances in the environment
depending on their intersectional minority identities and minority statuses. For example, these
intersecting minority identities/status (and characteristics of these identities) may shape diverse
SMs exposures to consequential external/distal stressors and internal/proximal stressors, as well
as SMs’ experiences of general stressors such as concerns about death and dying, which may
influence not only physical/mental health outcomes but also anticipatory behavioral outcomes
such as EOL planning. As alluded to earlier in this chapter racial/ethnic minority SMs (for
example) may experience amplified stressors (e.g., economic hardship, medical mistrust) as a
result facing minority stressors emanating from both structural racism and institutionalized
heterosexuality. And dependent on diverse SMs’ access to adequate coping resources such as
social support networks, the cumulative burden of stressors facing SMs based on their
intersecting minority identities/status may lead to stress proliferation (i.e. the tendency for
stressors to beget novel stressors, creating a causal chain of stressors that often harm health in the
absence of adequate coping resources) — uniquely affecting the EOL planning behaviors and
attitudes of SMs (LeBlanc, Frost, & Wright, 2015). For example, given the myriad challenges
facing SMs in the EOL context and documented racial disparities (disadvantaging Black
Americans) in the loss of social relationships across the life course (Umberson, 2017), Black
SMs may experience reduced access to adequate coping resources in addition to additional
minority stressors (as a function of occupying multiple disadvantaged social positions) relative to
White SMs — potentially differentiating EOL SM Americans’ EOL planning behaviors along
racial/ethnic lines. With Figure 3.1 above in mind, this study attends to how MST and
intersectionality theory may jointly shape SM Americans’ EOL planning — differentiating EOL

planning trajectories for this diverse, vulnerable population.
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Third, while it is important to examine sexual identity in tandem with other social
identities, many SM groups are omitted from the broader EOL planning literature. While prior
qualitative research has investigated the EOL planning behaviors of gay/lesbian spouses
(Thomeer et al., 2017), the experiences of other SM groups (e.g., bisexual) are not explicitly
captured. However, a growing body of literature documents disparate outcomes when comparing
bisexual and gay/lesbian adults across the domains of mental health (Chan, Operario, & Mak,
2020; Ross et al., 2019), health risk behaviors (Schuler, Prince, & Collins, 2021), health
disparities (Dyar ef al., 2019), stigma (Feinstein & Dyar, 2017), and labor market outcomes
(Mize, 2016). Additionally, research relying on same-sex couples to characterize the experiences
of SMs risks erasing and misclassifying the experiences of not only unpartnered SMs, but SMs
who are in different-sex couples — such as bisexual adults. Together, these studies suggest that
SMs are not a monolith and that future research should seek to disentangle the experiences of
different SM groups. These disparities facing different SM groups are relevant to EOL planning
behaviors given how these factors have been documented to shape EOL planning processes and
outcomes. For example, existing research documents differences in EOL planning by mental
health status (Dao-Tran ef al., 2024; McMahan et al., 2020), more intensive EOL health care use
(e.g., in-patient hospitalizations, I[CU admissions) among those with dementia and multiple
comorbidities (McDermott ef al., 2021), fear of stigma and discrimination in health care acting
as barriers to advance care planning participation (Reich et al., 2022), and greater net worth and
SES advantages (e.g., homeownership) being associated with greater EOL planning participation
(Carr, 2012). However, there is a dearth of literature that includes other SM identities —
especially with regard to EOL planning behaviors. This is also concerning given limited research

documenting different mental health outcomes facing asexual individuals (for example) relative
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to other SMs (Xu et al., 2023) and limited research documenting how bisexual and queer
individuals experience minority stress differently from other SM groups (Grigoreva & Szaszko,
2024; McCole & Anderson, 2025). Prior research finds that anxiety and depression are
associated with greater advance care planning engagement (McMahan et al., 2020), suggesting
that minority-stress related mental health disparities may influence EOL planning behaviors
among SM populations.

Fourth, while sociodemographic characteristics that differentiate EOL planning behaviors
vary across different SM identities, associations of these factors with EOL planning may vary
among SMs in ways different from non-SMs. For example, while the broader EOL planning
literature has documented differences in EOL planning by gender, race/ethnicity, and SES (as
outlined in the earlier literature review chapter), these three sociodemographic characteristics
may be associated with EOL planning in ways different from the broader population. For
example, while gender differences in EOL planning appear to be rooted in gender norms
surrounding the need for men to be “tough” and “invulnerable,” as well as stigmas facing women
regarding not being a “burden” to others (Gott ef al., 2020), SMs may resist or redefine
traditional gender norms and affirm a more “fluid” notion of gender in ways consequential for
EOL planning (Butler, 2004; Connell & Messerschmidt, 2005). Evidence of this is seen across
the domains of dividing household labor (Dunne, 2000; Goldberg et al., 2012; Goldberg &
Perry-Jenkins, 2007) and parenting (McKee, 2017). Similarly, existing research documents how
SMs embody and express racial/ethnic identity differently from non-SMs, as seen through
literature on identity conflict and internalized stigma (Bowleg, 2013; Sarno ef al., 2021),
experiences of racism and discrimination (Devita & Anders, 2013), and sexual stereotypes

(Calabrese et al., 2018). However, given the lack of research on SMs’ EOL planning behaviors
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and the omission of SM identities beyond gay/lesbian, additional research is needed to better
understand how these key demographic characteristics are expressed by diverse SMs in the
context of EOL planning — research this study seeks to provide through investigation the sources

of heterogeneity in SM Americans’ EOL planning behaviors.

Study Aims and Research Questions

The aim of this study is to examine if and how EOL planning varies by SM identity (e.g.,
gay/lesbian, bisexual, some other sexual identity). I consider three research questions: (1) Does
participation in different types of EOL planning vary by sexual identity?; (2) How are gender,
SES, and race/ethnicity (i.e. established determinants of EOL planning among non-SMs)
associated with EOL planning among SMs?; and (3) What are other sources of heterogeneity in
EOL planning behaviors among SM Americans? Given the above background and rationale, [
generate the following hypotheses (organized by research question below):

(1) Does participation in different types of EOL planning vary by sexual identity?

H1,: Participation in different types of EOL planning varies by sexual identity among
SMs, even when accounting for compositional differences such as differences in
household income and educational attainment among SMs.

H1,: Participation in different types of EOL planning does not vary by sexual identity
among SMs, when accounting for compositional differences such as differences in

household income and educational attainment among SMs.

(2) How are gender, SES, and race/ethnicity (i.e. established determinants of EOL
planning among non-SMs) associated with EOL planning among SMs??

H?2: Gender is associated with EOL planning among SMs in ways that diverge from
the available literature. While existing research shows women have earlier and greater
participation in EOL planning than men, this well-established gender disparity will
not be observed among SMs. More plainly, SMs will express gender differently than
the broader population — likely due to SMs “doing gender” differently.
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H3: Race/ethnicity is associated with EOL planning among SMs in ways that diverge
from the available literature. While existing research shows racial/ethnic minority
status 1s associated with lower participation in EOL planning, this well-established
disparity will not be observed among SMs. More plainly, SMs will express
racial/ethnic differences differently than the broader population — likely due to
intersecting influences of SM status and racial/ethnic minority status.

HA4: SES is associated with EOL planning among SMs in ways that diverge from the
available literature. While existing research shows higher SES is associated with
greater participation in EOL planning, this gradient will be attenuated or absent
among SMs. More plainly, SMs will express SES differences differently than the
broader population — likely due to intersecting effects of minority stress and social
constraints that limit the protective advantages of higher SES.

(3) What are other sources of heterogeneity in EOL planning behaviors among SM
Americans?

H5,: Marital status is a source of heterogeneity in SM Americans’ EOL planning
behaviors, with marriage being associated with lower participation in EOL planning
compared to other marital statuses — likely due to perceived greater institutional
support and EOL protections stemming from legal rights afforded to married spouses.

H5p: Marital status is a source of heterogeneity in SM Americans’ EOL planning
behaviors, with marriage/partnership being associated with greater participation in
EOL planning compared to other marital statuses — likely due to greater access to
financial resources given SES disadvantages documented among single adults.

H6,: Parental status is a source of heterogeneity in SM Americans’ EOL planning
behaviors, with parenthood being associated with lower participation in EOL
planning — likely due to anticipated future support from having children who
theoretically might provide for older parents.

Ho6y: Parental status is a source of heterogeneity in SM Americans’ EOL planning
behaviors, with parenthood being associated with greater participation in EOL
planning — likely due to concerns about providing for children in the event of an EOL
crisis.

H?7: Birth cohort (as proxied by age group) is a source of heterogeneity in SM
Americans’ EOL planning behaviors, with older age groups being associated with
greater participation in EOL planning — likely due to increased salience of mortality,
hypothesized scarring effects from the HIV/AIDS Epidemic of the 1980s, and greater
exposure to minority stressors over the life course.

H3&: Social support is a source of heterogeneity in SM Americans’ EOL planning
behaviors, with lower levels of perceived social support being associated with
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greater participation in EOL planning — likely due to the threats posed by the
presence of estranged families of origin for many SMs and the historical importance
of friends and “families of choice” among SMs.

H9,: Minority stress is a source of heterogeneity in SM Americans’ EOL planning
behaviors, with greater exposure to minority stressors being associated with

lower participation in EOL planning — likely due to cumulative disruptions and
stressors undermining ontological security and disincentivizing formal EOL planning.

HY9,: Minority stress is a source of heterogeneity in SM Americans’ EOL planning
behaviors, with greater exposure to minority stressors being associated with

greater participation in EOL planning — likely as a protective strategy in response to
(anticipatory) minority stressors.

Significance and Contribution

By examining if and how EOL planning is unequally distributed among SMs and the
sources of heterogeneity in EOL planning among SMs, this study contributes to the broader
literature in several ways. First, based on my review of the literature, this study is the first
quantitative study of EOL planning among a diverse sample of self-identified SMs. Relatedly,
this study is among the first to provide data on the EOL planning behaviors of
unmarried/unpartnered SMs (rather than relying on samples of same-sex couples) and this study
1s among the first to include SM identities beyond “gay/lesbian”. By using expanded measures of
self-identified sexual identity, this study not only addresses the dearth of research on sexuality
and EOL planning behaviors, but this study addresses the omission of other SM groups from the
broader EOL planning literature (e.g., bisexual). In doing so, this study helps to advance the
limited literature beyond treating SMs as a monolith and incorporates an intersectional approach
into researching EOL planning behaviors. By applying an intersectional perspective to examine
heterogeneity within SM populations, this study sheds light on how EOL planning behaviors are

stratified by not only SM status but by different SM identity groups — furthering understandings
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of how sexuality stratifies Americans’ EOL planning behaviors. Additionally, studying a diverse
sample of SMs advances knowledge about how intersectionality theory applies to the EOL
context by providing quantitative data on which intersecting social identities and social factors
produce unequal outcomes at the EOL for SMs belonging to different sexual identity groups.

In addition to providing new evidence using survey data on underexplored population groups
(i.e. SMs) to test applications of intersectionality theory, this study provides the first analysis of
SM Americans’ EOL planning behaviors while incorporating measures of minority stress (i.e.
assessing structural minority stress by accounting for the presence of state-level policies that are
harmful to SMs). This novel analytic approach contributes to the EOL planning literature by
using quantitative data from SMs to directly test applications of MST — a theoretical approach
that has not yet been applied to the EOL context. In doing so, this study sheds light on how
minority stressors not only impact SMs health behaviors (e.g., seeking care) and outcomes (e.g.,
negative self-esteem), but how minority stressors relate to EOL planning behaviors (Brooks,
1981; Meyer, 2003; Sun et al., 2020). This is crucial insight given extensive research
documenting how SM populations experience stark health disparities and unique minority
stressors — factors that further the need for and salience of EOL planning participation to ensure
autonomy and control at the EOL. Relatedly, beyond addressing our limited understanding of
how MST applies to the EOL planning literature, this study provides valuable insight into the
other sociodemographic characteristics and factors that differentiate SMs’ EOL planning
behaviors. In doing so, this study helps to clarify the different mechanisms (e.g., access to social
support, experiences with minority stress) through which sexual identity stratifies Americans’

EOL planning behaviors.
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Third, while literature (particularly the quantitative literature) on EOL planning centers
almost exclusively on heterosexual adults (Donnelly ez al., 2019), this study is among the first to
quantitatively document the current state of EOL planning among self-identified SMs. Given the
myriad challenges facing SMs in the EOL context (e.g., legal precarity; potential discrimination
from HCPs) and importance of EOL planning to retaining autonomy at EOL and having a “good
death” (Carr, 2019), findings from this study provide valuable insights into the well-being of
diverse SMs. More specifically, dying patients and their caregivers frequently name EOL
decision-making as a core component of a “good death” or “dying well” (Byock, 1998;
Steinhauser ef al., 2000), and older adults with advance directives and other forms of planning in
place are more likely to experience key indicators of having a “good death” (e.g., stronger sense
of control, greater likelihood of dying at home) (Carr, 2019). By identifying the sources of
heterogeneity in EOL planning behaviors among diverse SMs, this study illuminates potential
vulnerabilities at the EOL among SMs — including SM identities previously omitted from
existing research. Additionally, understanding the factors associated with EOL planning among
SMs will provide novel data about the influence of structural discrimination net of individual
factors on EOL planning. Advancing our understanding of how EOL planning varies among SMs
will ultimately advance our understanding of whether and how social, legal, and economic
inequalities experienced by SMs translate to inequities in aging and the ability to plan for a
“good death”. In brief, this study provides a much-needed national picture of the EOL
preparedness of diverse SMs and, ultimately, their potential susceptibility to minority stressors
and a range of negative outcomes — shedding light on SM populations who are missing from the

available knowledge base.
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Data and Method

a. Data Source

This study uses original data from a survey of self-identified SM adults that I designed
and fielded via the Prolific platform (see Appendix D). The foundational content for the Prolific
survey is adapted from survey items used by Ruff ef al. (2011) to examine Americans’ attitudes
towards and experiences with EOL planning. The contents of this survey instrument cover a
range of topics, including: personal and family participation in formal EOL planning; attitudes
towards EOL care; attitudes towards and knowledge of hospice; and attitudes towards talking
about death and dying. Consistent with suggestions by Carr and Luth (2017) to include updated
EOL planning measures in data collection efforts (e.g., Physician Orders for Life Sustaining
Treatment), foundational content for the Prolific survey was adapted from the EOL planning
measures included in the Health and Retirement Study.

Prolific is an online platform designed for recruiting participants for research studies.
Compared to other online crowdsourcing platforms such as Amazon Mechanical Turk (MTurk),
research consistently demonstrates higher data quality and lower rates of participant
disengagement/dishonesty among participants recruited via the Prolific platform (Albert &
Smilek, 2023; Douglas, Ewell, & Brauer, 2023; Esch, Mylonopoulos, & Theoharakis, 2025;
Palan & Schitter, 2018; Peer et al., 2017; Peer et al., 2022). Using custom demographic
screeners available through the Prolific platform, researchers are able to recruit pre-screened,
verified participants who are eligible to participate according to a research study’s eligibility

criteria. Prolific is an ideal platform for fielding an original survey of self-identified SM adults
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given the platform’s emphasis on data quality and the inclusion of a sexual orientation screener —
enabling the recruitment of self-identified SMs.

The survey was initially fielded via Prolific on May 19, 2023 with data collection ending
on September 25, 2023. To ensure sample diversity, a quota sampling approach was employed
using the age and race/ethnicity screeners (in addition to the sexual orientation screener) to field
the survey to diverse subgroups of self-identified SMs. Using the age screener, the survey was
initially open to: 200 SMs ages 18-24; 200 SMs ages 25-34; 200 SMs ages 35-44; 200 SMs ages
45-54; 200 SMs ages 55-64; and 200 SMs ages 65+. Within the 18-24, 25-34, and 35-44 age
groups, [ aimed to oversample for racial/ethnic minority SM respondents at a rate of 3 to 1 using
the race/ethnicity screeners available. This was not possible for the older age groups due to
insufficient sample size in the recruitment pool. Relatedly, due to a smaller recruitment pool and
lower response rate, the survey only yielded 150 SMs ages 55-46 and 50 SMs ages 65+.
Consequently, the survey was redeployed on September 1, 2023 with the 200 unused incentives
reallocated to the 18-24, 25-34, 35-44, 45-54 age groups. For this second wave of the survey,
participation was restricted to racial/ethnic minority respondents for the 18-24 and 25-34 age
groups, but was open to all races for the 35-44 and 45-54 age groups (due to insufficient sample
size of racial/ethnic minority SMs in the recruitment pool for the latter two age groups). To
ensure that there were no duplicate respondents, participants in the initial wave of the survey
were excluded using the Prolific platform’s pre-screening features. At the end of data collection,
the following age distribution of SM respondents was obtained: 250 SMs ages 18-24; 250 SMs
ages 25-34; 250 SMs ages 35-44; 250 SMs ages 45-54; 150 SMs ages 55-64; and 50 SMs ages

65+. While data were collected from a total of 1,200 respondents, the analytic sample for this
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study is 1,083 after missing data deletions. The bulk of these missing data deletions consists of

respondents who did not provide complete information on all variables included in this study.

b. Measures

The focal independent variable for this study is sexual identity, which is a nominal
variable consisting of three self-reported categories: gay/lesbian (n = 269), bisexual (n = 585),
and some other sexual identity (n = 229). Since sexual identity information was collected using
an expanded measure with a write-in option available, a wide array of sexual identities was
captured with several identities (e.g., pansexual, abrosexual, queer, asexual) recoded into a
“some other sexual identity” category (SOSI) due to sample size limitations. A minority of
survey respondents selected “heterosexual” (n = 30) from the original survey question and were
omitted from the analytic sample. While the survey fielded for this study targeted recruitment of
SMs, the “heterosexual” response option was included to help identity respondents who were not
eligible to participate, to reflect how sexual identity may be fluid over time, and to align with
best practices for asking about sexual identity (Lilly ef al., 2024; National Academies of
Sciences, Engineering, and Medicine, 2022).

EOL planning is assessed using seven different outcome variables: (1) whether a
respondent has a valid will; (2) whether a respondent has life insurance; (3) whether a respondent
has designated a “Durable Power of Attorney for Health Care” or “Medical Power of Attorney”
(hereafter referred to as “POA " for brevity); (4) whether a respondent has a “Living Will” or
“Physician Orders for Life Sustaining Treatment” (hereafter referred to as “written instructions”
for brevity); (5) whether a respondent has ever discussed EOL care preferences with anyone; (6)

whether a respondent has ever discussed advance care planning or advance directives with a
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doctor (hereafter referred to as “ACP” for brevity); and (7) whether a respondent has ever
worried about family interference. Each of these seven outcome variables are binary variables
(i.e. “yes” or “no”) denoting if a respondent has ever engaged in the specific EOL planning
measure as of the sample year: 2023. The first four outcome measures are all measures of formal
EOL planning while the latter three are measures of informal EOL planning. These are all
validated measured of EOL planning used in the HRS and other peer-reviewed studies about
EOL planning.

This study’s analysis also includes a total of 23 key covariates that are documented or
hypothesized to influence EOL planning attitudes/behaviors (Carr, 2019). All of these covariates
are measured at the time of data collection (i.e. 2023). Gender is a nominal variable with three
self-reported categories: man, woman, or another gender (which includes identities such as
nonbinary, gender fluid, and agender). Trans identity is a binary variable denoting if respondents
identify as transgender. The available research finds that women are more likely than men to
engage in multiple forms of EOL planning across studies, such as acquiring early do-not-
resuscitate (DNR) orders (Crosby ef al., 2016) or enrolling in hospice (which is associated with
greater amounts of EOL planning) (Forst ef al., 2018; Miesfeldt ef al., 2012; Saeed et al., 2018).
Since research on gender disparities in EOL planning has focused on the experiences of
cisgender men and women though — excluding transgender and non-binary populations — this
study’s inclusion of another gender category and a trans identity variable provides key insights
into how a more expansive measure of gender is related with EOL planning (Gott et al., 2020).

Race/ethnicity is a nominal variable consisting of five mutually exclusive categories:
non-Hispanic White, non-Hispanic Black, non-Hispanic Asian, Hispanic/Latine, and non-

Hispanic some other race (SOR). The SOR category includes different racial/ethnic identities
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such as American Indian/Alaskan Native, Jewish, Romani, and multi-racial. While the SOR
category collapses significant racial/ethnic variation, this coding decision is necessary to account
for the small sample size of included identities. Racial/ethnic differences have been documented
in the literature with White respondents being significantly more likely than Black and
Hispanic/Latine respondents to report having a valid will (even when adjusting for religious
importance and adherence) compared to White respondents (Orlovic et al., 2018). However,
racial/ethnic minority status may also be associated with greater EOL planning. More
specifically, Harris and Yelowitz (2018) find that Black Americans are significantly more likely
to have life insurance compared to White Americans — after controlling for other factors.

Age group is an ordinal variable consisting of the following categories: 18-24; 25-34; 45-
54; 55-64; and 65+. Increases in age may be associated with increases in the likelihood of
engaging in EOL planning given greater proximity to death and consequently end-of-life
preparations. such as estate planning (which may trigger other forms of EOL planning as
outlined earlier). Additionally, the EOL planning behaviors of certain age groups are likely to be
influenced by hypothesized scarring effects from the 1980s AIDS Epidemic. For example, the
55-64 age group represents SMs who were adolescents and young adults while the 65+ age
group represents SMs who were young to middle-aged adults during the height of the AIDS
Epidemic. This study represents the first to consider how the trauma of the 1980s AIDS
Epidemic potentially informs SMs> EOL planning behaviors. Existing research documents how
historical traumas are shared across social identity groups and manifests through health
behaviors and outcomes (Mohatt et al., 2014; Mutuyimana & Maercker, 2023; Subica & Link,

2022). Although these data are cross-sectional and cannot ascertain how birth cohorts are tied
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directly to historical events, the age variable may be used as a proxy for differential exposure to
historically salient crises, such as the 1980s AIDS Epidemic.

Marital status is a nominal variable where respondents may be classified as one of five
categories: married, cohabiting, partnered (not cohabiting), separated/divorced/widowed, or
single (never married). Research has shown that intersecting influences of gender and marital
status may impact the EOL plans of Americans. More specifically, Cooney ef al. (2019) find that
men who are divorced/separated are less likely than other men to have completed a living will, to
have discussed EOL care, or to have designated a medical durable power of attorney. However,
women who married are similarly less likely than other women to have completed EOL planning
across the three aforementioned domains (Cooney ef al., 2019). Parental status is a binary
variable denoting if respondents report having children. As noted earlier, the presence of children
may incentivize formal EOL planning among SM parents as a precautionary measure to ensure
that their children receive designated assets and are properly cared for in the event of the parent’s
death.

Employment status is a nominal variable where respondents may be classified as one of
four categories: employed full-time, employed part-time, self-employed, and not-in-workforce
(NIW)/unemployed. Employment is associated with income as well as some forms of EOL
planning, such as life insurance, through access to employment-related benefits. Household
income is a categorical variable reporting a respondent’s total annual household income before
taxes. This variable has been recoded into four mutually exclusive income categories that
approximate poverty thresholds provided by the U.S. Census Bureau and the U.S. income
distribution while accounting for sample size distribution: poor (less than $25,000) low-income

($25,000-$49,999), middle income ($50,000-$99,999), and high-income ($100,000 or greater).
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While income is directly connected to access to EOL planning (particularly formal EOL
planning), income also has indirect ties in that formal EOL planning is often bound closely with
estate and financial planning — suggesting it is important to consider the role of SES indicators in
analyses of potential EOL planning disparities.

Education level is categorized into five mutually exclusive categories: high school
diploma/GED or less, some college, associate’s degree, bachelor’s degree, or graduate degree.
Categorical measures of education are commonly used in studies of gender, health, and class
differences because they signal credentials associated with economic resources and class-
differentiated lifestyles and habits (Mirowsky & Ross, 2003; Mirowsky & Ross, 2005; Passias et
al., 2017). Additionally, greater education may be tied to greater awareness of (and access to)
various EOL planning resources broadly. Regarding potential associations with health status,
negative health evaluations over the life course likely increase the urgency of EOL planning for
respondents (Carr, 2019). Current health is a binary measure of how respondents currently rate
their health: excellent/very good/good and fair/poor. While survey respondents originally
selected from five separate response options for both measures, the response categories were
collapsed to account for cell size limitations with the outcome variables of interest.

Two dimensions of “outness” are accounted for in my analytic models using the
Nebraska Outness Scale (NOS) (Meidlinger & Hope, 2014). The NOS is a 10-item measure of
“outness” with higher scores being indicative of greater “outness” about one’s SM status
(Meidlinger & Hope, 2014). Five of the items are designed to assess “disclosure” while five of
the items are designed to assess “concealment”. Disclosure is “the active indication of one’s
sexual orientation through speech or action” while concealment is “the active avoidance of this

disclosure” (Meidlinger & Hope, 2014, p. 3). Prior research has shown that both components of
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“outness” have separate, independent effects on a range of outcomes, but both are central to the
minority stress process for SMs. For this study, I adopt the concealment (NOS-C) subscale and a
continuous adaptation of the disclosure (NOS-D) subscale to examine the relationship between
“outness” and EOL planning. More specifically, NOS — Disclosure (0-100) is a continuous
measure of the average of respondents’ answers to five items designed to assess their level of
disclosure. NOS — Concealment (0-10) is a continuous measure of the average of respondents’
answers to five items designed to assess their level of concealment. This scale has been found to
have good internal consistency and convergent validity in the prior literature, has been well-
tested in recent data collection efforts, and is included to examine how MST (and how the
separate effects of disclosure and concealment) may apply to EOL planning among SM
populations (Flentje et al., 2022).

Continuing with this study’s application of MST, state-level protections is an ordinal
measure indicating the extent to which there are state-level laws or policies considered protective
of or harmful to SMs within that state. This measure is constructed using geographic data (i.e.
state of residence) and records maintained by the Movement Advancement Project (MAP) to
model structural minority stress (Movement Advancement Project, 2023). The MAP assesses
structural minority stress through recording the number of state-level laws or policies that protect
or impact sexual minorities within each state (Flentje et al., 2022). From this information, the
MAP assigns each state a score that reflects the total number of SM-supportive and SM-harmful
laws and policies within that state (and consequently the degree of structural minority stress
facing SMs within that state) (Flentje et al., 2022). Higher MAP scores indicate greater
protections for SMs (and less structural minority stress) while lower MAP scores indicate fewer

protections for SMs (and greater structural minority stress). Negative MAP scores indicate that
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there are negative laws facing SMs (e.g., broad religious exemption laws, HIV criminalization
laws) in addition to the absence of protective policies. Using these detailed records provided by
the MAP, the state-level protections variable consists of five ordered categories: high (75-100%
of points available), medium (50-74.9% of points available), fair (25-49.9% of points available),
poor (0-24.9% of points available), and negative (less than 0% of points available). Values were
assigned to respondents based on the MAP scores available at the time of initial data collection.

Everyday Discrimination Scale (1-4) is a continuous measure that is the average of
respondents’ answers to nine items. This measure is adapted from the Everyday Discrimination
Scale (EDS) that was originally developed by Williams et al. (1997) for use among Black
medical patients. The EDS has been widely used among a range of minority populations
(including SMs), and I use an adaptation of the modified EDS (which retains the original items,
but changes the instructions to remove reference to a specific minority group) tested and used by
Bauerband, Teti, and Velicer (2019). Bauerband et al. (2019) find that the EDS (as a measure of
minority stress) shows a high degree of metric invariance across a sample consisting of
approximately 986 diverse LGBTQ-identified individuals. Another measure of minority stress,
healthcare stereotype threat (1-5) is a continuous measure of the average of respondents’
answers to four items designed to assess the level of healthcare stereotype threat (HST) that they
report. HST refers to stereotype threat that occurs in healthcare contexts, where members of a
social group (e.g., SMs) fear being judged by others on the basis of negative stereotypes about
that social group (e.g., sexual deviance and promiscuity) or fear confirming those negative
stereotypes (Fingerhut et al., 2022; Steele, 1997; Steele & Aronson, 1995). HST has been shown
to disincentive seeking care and negatively impact communication between HCPs and SM

patients (Fingerhut & Abdou, 2017) — potentially limiting SMs access to health-related EOL
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planning. The HST scale used for this study is based on a measure adapted by Fingerhut et al.
(2022) where responses across items were shown to have high reliability. For operationalizing
minority stress, state-level protections and the Everyday Discrimination Scale (1-4) are measures
of distal minority stress whereas healthcare stereotype threat (1-5) is a measure of proximal
minority stress.

Multiple measures are included to capture respondents’ experiences with death given
how proximity to deaths over the life course can influence one’s own sense of ontological
security and prompt reflections and conversations about death and dying — potential precursors to
EOL planning. Using a survey question adapted from Pitman ef al. (2017) to ascertain
respondents’ exposure to death, Experienced death of family/friend since age 10 is a binary
indicator of whether someone reports having someone close to them die due to natural causes
(e.g., cardiac arrest, cancer, stroke), un-natural causes (e.g., car accident, murder or
manslaughter, work accident), and/or from suicide since age 10. Two additional measures were
incorporated to account for potential impacts from the COVID-19 pandemic and from
experiences with HIV/AIDS. Experienced death of family/friend due to COVID-19 death is a
binary indicator of whether someone reports having someone close to them die due to COVID-
19. Given the recency of the COVID-19 pandemic, an age cutoff is not specified in this
particular survey question

Given this dissertation’s interest in hypothesized scarring effects from the 1980s AIDS
Epidemic on SMs’ EOL planning behaviors, multiple measures are included to proxy one’s
experiences with and social proximity to HIV/AIDS. First, experienced death of family/friend
due to HIV/AIDS is a binary indicator of whether someone reports having someone close to them

die due to HIV/AIDS. Know someone living with HIV/AIDS is a binary measure indicating
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whether the respondent reports having any family members, friends, or loved ones living with
HIV/AIDS. Level of concern about HIV/AIDS is an ordinal variable reporting the level of
concern that HIV/AIDS is for the people that the respondent knows, and this measure consists of
four categories: “not at all serious”, “not too serious”, “somewhat serious”, and “very serious”.
These aforementioned measures are captured via adaptations of survey items used by the Kaiser
Family Foundation (2017) for the 2017 National Survey of Young Adults on HIV/AIDS.

Lastly, to ascertain social support, I include the Multidimensional Scale of Perceived
Social Support (MSPSS) (Zimet ef al., 1988) to assess the perceived adequacy of social support
among survey respondents. This is a 12-item measure with each of the items divided into factor
groups relating to the source of social support. In particular, these factor groups are the
respondent’s family, friends, or significant other. These aforementioned factor groups have been
repeatedly affirmed via factor analysis, and the MSPSS has good internal reliability (Dahlem,
Zimet & Walker, 1991; Zimet et al., 1988). Further, the MSPSS has successfully been used with
diverse SMs in survey research (Tabaac, Perrin, & Trujillo, 2015). Based on these factor groups,
I include three measures of social support in this study: (1) MSPSS — Significant Other (1-7); (2)
MSPSS — Family (1-7); and (3) MSPSS — Friends (1-7). Each of these three measures are
continuous measures of the average of respondents’ answers to four items designed to assess
social support for each respective factor group. Given the historical importance of and reliance
on friends and “families of choice” among SMs and the presence of estranged families of origin
for many SMs (particularly older SMs), accounting for these different types of social support
allows for better understanding of how social support potentially differentiates the EOL planning
behaviors of diverse SMs (Bosley-Smith, 2022; Etengoff & Daiute, 2015; Mitchell, 2008;

Wardecker & Matsick, 2020).
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¢. Analytic Approach

I estimate binary logistic regressions for each of the seven outcome variables to model
differences in the likelihood in engaging in each of the seven EOL planning measures. To enable
comparisons across variable models, a listwise deletion approach is used to include all eligible
respondents who provided complete data across all outcome and control variables of interest.
Given this is an original data collection effort, survey weights are not readily available and only
unweighted estimates are presented in this study’s analysis. Additionally, given the critiques of
applying survey weights to SM populations (detailed in Study 1), the use of unweighted models
is preferable — particularly given the lack of national data or benchmarks for diverse SMs.

For each of the seven outcome variables, I estimate three different variable models to
explore myriad potential sources of heterogeneity in SM Americans’ EOL planning variables. To
ascertain how core sociodemographic characteristics and other social factors influence the
relationship between sexual identity and EOL planning behaviors, these three variable models
are nested with control variables added cumulatively to the baseline model. The structure for
these nested logistic regression models is outlined below:

e Model 1: sexual identity; gender; trans identity

e Model 2: Model 1 + race/ethnicity; age group; marital status; parental status; employment
status; household income; education level

e Model 3: Model 2 + current health; NOS-Disclosure; NOS-Outness; state-level

protections; Everyday Discrimination Scale (1-4); healthcare stereotype threat (1-5);

experienced death of family/friend since age 10; experienced death of family/friend due

to COVID-19; experienced death of family/friend due to HIV/AIDS; know someone

living with HIV/AIDS; level of concern about HIV/AIDS; MSPSS-Significant Other (1-

7); MSPSS-Family (1-7); MSPSS-Friends (1-7)

Model 1 serves as the baseline model with sexual identity and gender measures included,

Model 2 explores the influence of key sociodemographic characteristics, and Model 3 explores

the influence of additional social factors documented/hypothesized to influence EOL planning
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behaviors. In Appendix C, I present several sensitivity analyses where I replicate the
aforementioned variable models using Firth’s logistic regression (or Firth’s penalized logistic
regression) which is designed to correct for small sample bias when using standard logistic
regression with small datasets (Suhas et al., 2023). More specifically, Firth’s logistic regression
corrects for small sample bias by applying a penalty term to the standard maximum likelihood
function used to generate standard errors and parameter estimates in a logistic regression model —
helping to prevent overfitting (Suhas ef al., 2023). Given the comparatively small sample size of
SMs in this study (n = 1,083), I include these sensitivity analyses in Tables C.2-C.4 of Appendix
C to account for potential small sample bias, to account for the lower share of “yes” responses on
several outcomes (e.g., having discussed advanced care planning with a doctor), and as a
robustness check. Using the firthlogit command in Stata 19, this study’s findings are markedly
stable when comparing standard binary logistic regression to firth’s logistic regression in Tables
C.2-C.4 of Appendix C.

In addition to the binary logistic regressions, I estimate predicted probabilities and
examine marginal changes in those probabilities to answer: (1) Does participation in different
types of EOL planning vary by sexual identity?; and (2) How are gender, SES, and race/ethnicity
associated with EOL planning among SMs? To do so, I first re-estimate the complete binary
logistic regression models (Model 3). I then use the Stata 19 margins command to produce
predicted probabilities for variables of interest (e.g., sexual identity, gender) from these baseline
models, followed by the Stata 19 mlincom command to examine marginal changes in the
predicted probability of likelihood of having engaged in seven different EOL planning measures

(Mize et al., 2019). In doing so, I emphasize potential differences by sexual identity, gender,
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race/ethnicity and SES, and comparisons between these predicted probabilities provide insight

into how gender, race/ethnicity, and SES may operate differently among SMs.

Findings

a. Descriptive Statistics

Examining the descriptive statistics presented in Tables 3.1-3.2, the distribution of my
analytic sample is similar to available estimates across several sociodemographic characteristics.
First, looking at Table 3.1, the majority of SMs in my analytic sample identity as bisexual
(54.02%) which is consistent with Gallup polling showing that bisexual adults compose 57.3%
of the LGBTQ+ community (Mandler, 2024). Gallup polling also shows that approximately
12.5% of LGBTQ+ adults identity as transgender (Mandler, 2024), with 10.34% of SMs in my
analytic sample reporting a trans identity. Additionally, 53.28% of my analytic sample identifies
as women which closely aligns with estimates from the Williams Institute showing that SM
women compose 55% of the LGBTQ+ adult population (Wilson et al., 2021). Regarding
race/ethnicity, my analytic sample is markedly more racially/ethnically diverse than the general
population, corroborating research finding that SMs are more likely than non-SMs to be
racial/ethnic minorities (Gates, 2015). However, Hispanic/Latine respondents compose a smaller
share of my analytic sample (17.82%) compared to 20% of the broader U.S. population (U.S.
Census Bureau, 2025) — which may be related to different cultural conceptions of sexual identity
between the Lantin American and U.S. cultures. Using an inclusive measure of marital status that
accounts for SMs with non-residential partners, I still find that the largest group represented

among SMs is single, never married (34.63%).
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However, the distribution of my analytic sample also differs from available estimates
across several key estimates. For example, parenthood is overrepresented in my sample
compared to estimates provided by the Williams Institute. More specifically, 32.32% of the
analytic sample report having children while Wilson and Bouton (2024) report that 18% of
LGBTQ+ adults are parenting children. Additionally, while the age distribution of my analytic
sample is broadly distributed with relatively even representation across the 18-24, 25-34, 35-44,
and 45-54 age groups, available estimates present a more right-skewed (or younger) age
distribution for SMs This right-skewed distribution likely reflects the younger average age of
Prolific respondents relative to general population estimates (Peer et al., 2022; Wilder &
Mackun, 2025). However, older age groups still compose a smaller share of my analytic sample
— consistent with other SM population estimates (Flores & Conron, 2023). Existing research
presents mixed estimates of the SES profiles of SMs depending on the measures and data used,
but my analytic sample appears to be highly educated with over half (52.63%) reporting having a
bachelor’s degree or greater. Yet, I also observe evidence of SES disadvantages, with 20.22% of
the sample reporting income classified as “poor” and 27.42% of the sample reporting being
NIW/unemployed — these descriptive trends challenge the “gay affluence” narrative often
applied to research involving SM populations. Further, while MST posits that SMs have
disproportionately worse health outcomes due to experiencing both external and internal
stressors that combine to negatively impact SMs’ health, larges shares of the analytic sample
report having excellent/very good/good health currently (71.93%).

Continuing with MST, potential minority stressors are not evenly distributed across my
analytic sample. For example, 66.95% of my analytics sample resides in a state where there is a

high, medium, or fair amount of state-level protections — potentially insulating SMs in this study
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from structural minority stress. Similarly, I observe relatively low average scores (1.97; 2.54) for
the Everyday Discrimination Scale (1-4) and Healthcare Stereotype Threat (1-5) among this
sample of SMs. And while the majority of sample members report experiencing the death of
someone close to them since age 10 (92.89%), the majority of sample members have not
experience deaths of those close to them due to COVID-19 or HIV/AIDS. Combined with higher
average levels of perceived social support (1-7) from significant others (5.26), family (4.72) and
friends (5.02), this composition of this sample may not accurate reflect exposure to minority
stressors in the broader SM population.

Beyond sociodemographic trends, Table 3.2 outlines the distribution of EOL planning across
seven different measures. Among SMs in my analytic sample, I observe comparable or lower
rates of EOL planning compared to available estimates in the literature. For example, only
21.14% of SMs report having provided written instructions (i.e. a living will) and only 22.16%
report having designated a POA. However, a meta-analysis of 795,909 people across 150 studies
(published from 2011-2016) finds that 29.3% of people had completed living wills and 33.4% of
people had designated healthcare proxies (Yadav et al., 2017). The majority of SMs in my
sample report having ever discussed EOL care preferences though (52.35%) — emphasizing the
importance of examining differences by type and form of EOL planning. It may be that informal
EOL planning is more accessible for diverse SMs and that EOL planning is stratified differently
by whether the type of EOL planning is formal and informal or medical and financial in nature.
Table C.1 in Appendix C outlines the Pearson correlation coefficient matrix assessing the
relationship between each of the EOL planning measures. And while Table C.1 in Appendix C
indicates some clustering in measures of formal EOL planning, these correlations are moderate

in strength and correlations between formal and EOL planning are generally weaker — indicating
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that each measure reflects distinct dimensions of EOL planning and supporting the decision to

analyze these outcomes separately.
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Table 3.1. Means and Proportions of Selected Variables among Sexual Minority Respondents using Prolific Data, 2023 (n = 1,083)

Mean (SD) / %

Sexual Identity

Gay/Lesbian 24.84%

Bisexual 54.02%

Some Other Sexual Identity (SOSI) 21.14%
Gender

Woman 53.28%

Man 36.66%

Another Gender 10.06%
Trans Identity

No 89.66%

Yes 10.34%
Race/Ethnicity

White, non-Hispanic 44.60%

Black, non-Hispanic 18.84%

Hispanic/Latine 17.82%

Asian, non-Hispanic 10.34%

Some Other Race (SOR), non-Hispanic 8.40%
Household Income

Poor (<825K) 20.22%

Low-income (325K-49.9K) 24.47%

Mid-income ($50K-99.9K) 32.69%

High-income (>$100K) 22.62%
Education Level

< HS Diploma/GED 11.36%

Some College 26.04%

Associate’s Degree 9.97%

Bachelor’s Degree 37.49%

Graduate Degree 15.14%
Employment Status

Employed full-time 46.45%
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Employed part-time
Self-employed
NIW/Unemployed
Marital Status
Single, never married
Married
Cohabiting
Divorced/Separated/Widowed
Partnered, not cohabiting
Parental Status
No
Yes
Age Group
18-24
25-34
35-44
45-54
55-64
65+
Current Health
Excellent/Very Good/Good
Fair/Poor
NOS Disclosure (0-100)
NOS Concealment (0-11)
State-Level Protections
High
Medium
Fair
Poor
Negative

Everyday Discrimination Scale (1-4)
Healthcare Stereotype Threat (1-5)

14.87%
11.27%
27.42%

34.63%
22.25%
19.85%
7.48%
15.79%

67.68%
32.32%

21.05%
21.88%
21.79%
19.48%
11.91%
3.88%

71.93%
28.07%
42.18 (27.20)
5.84 (2.93)

37.49%
9.42%
20.04%
29.92%
3.14%
1.97 (0.63)
2.54 (1.22)



Experienced Death of Family/Friend Since Age 10

No 7.11%

Yes 92.89%
Experienced Death of Family/Friend due to COVID-19

No 82.09%

Yes 17.91%
Experienced Death of Family/Friend due to HIV/AIDS

No 89.10%

Yes 10.90%
Know Someone Living with HIV/AIDS

No 83.19%

Yes 16.81%
How Serious of a Concern is HIV/AIDS

“Not at all serious™ 23.45%

“Not too serious” 37.03%

“Somewhat serious” 28.35%

“Very serious” 11.17%
MSPSS — Significant Other (1-7) 5.26 (1.57)
MSPSS — Family (1-7) 4.72 (1.53)
MSPSS — Friends (1-7) 5.02 (1.43)

Note: Standard deviations in parentheses; Percentages may not sum to 100.0 due to rounding error
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Table 3.2. Distribution of Measures of EOL Planning among Sexual Minority Respondents using Prolific Data, 2023 (n = 1,083)

N %

Valid Will

No 814 75.16%

Yes 269 24.84%
Life Insurance

No 660 60.94%

Yes 423 39.06%
Power of Attorney

No 843 77.84%

Yes 240 22.16%
Written Instructions

No 854 78.86%

Yes 229 21.14%
Ever Discussed EOL Care Preferences

No 516 47.65%

Yes 567 52.35%
Ever Discussed ACP with a Doctor

No 888 81.99%

Yes 195 18.01%
Worried about Family Interference

No 719 66.39%

Yes 364 33.61%

Note: Percentages may not sum to 100.0 due to rounding error
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b. Logistic Regressions

Tables 3.3-3.5 outline the odds ratios representing the odds of having engaged in various
formal and informal EOL planning measures. More specifically, Tables 3.3-3.5 examine
associations between respondent demographics and other social factors with the following
outcome variables: (1) the odds of having a valid will; (2) the odds of having life insurance; (3)
the odds of having a “Durable Power of Attorney for Health Care” or “Medical Power of
Attorney” (hereafter referred to as “POA” for brevity); (4) the odds of having a “Living Will” or
“Physician Orders for Life Sustaining Treatment” (hereafter referred to as “written instructions”
for brevity).; (5) the odds of having ever discussed their EOL care preferences with anyone; (6)
the odds of having discussed advanced care planning (ACP) with a doctor; and (7) the odds of
having worried that a parent or other family member might step in and try to influence medical
decisions in a serious medical scenario (i.e. “family interference”). For each of the seven
outcome variables, | estimate 3 different variable models (Tables 3.3-3.5) to explore myriad
potential sources of heterogeneity in SM Americans’ EOL planning variables, and I employ a
listwise deletion approach to enable comparisons across the variable models. The analyses
presented in Tables 3.3-3.5 aim to answer the following research questions: (1) Does
participation in different types of EOL planning vary by sexual identity?; (2) How are gender,
SES, and race/ethnicity (i.e. established determinants of EOL planning among non-SMs)
associated with EOL planning among SMs?; and (3) What are other sources of heterogeneity in
EOL planning behaviors among SM Americans?

Looking at whether participation in different types of EOL planning vary by sexual

identity we find very little evidence of differences by sexual identity in EOL planning behaviors
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in Tables 3.3-3.5. First, accounting for the influences of sexual identity, gender, and trans
identity in Table 3.3, we only observe statistically significant differences by sexual identity in the
likelihood of: (1) having a valid will; and (2) having discussed ACP with a doctor. More
specifically, respondents identifying with “SOSI” experience an approximate 52% decrease in
the odds of having a valid will (OR = 0.48, p <0.01) and an approximate 55% decrease in the
odds having discussed ACP with a doctor (OR = 0.45, p < 0.01) compared to gay/lesbian
respondents — when controlling for two measures of gender (i.e. gender and trans identity) in
Table 3.3. However, we do not observe significant differences between bisexual and gay/lesbian
respondents across any other model in Table 3.3. When adding sociodemographic controls in
Table 3.4, we observe no statistically significant associations between sexual identity and EOL
planning — suggesting that compositional differences explain differences in EOL planning
behavior (i.e. having a valid will or having discussed ACP with a doctor) by sexual identity
group. Adding controls for additional social factors (e.g., measures of minority stress) in Table
3.5 reveals significant differences by sexual identity for one EOL planning measure though.
Looking at Table 3.5, both bisexual respondents and respondents belonging to the
“SOSI” category are statistically significantly more likely than gay/lesbian respondents to have
discussed EOL care preferences. More specifically, bisexual respondents experience an
approximate 50% increase (OR = 1.50, p < 0.05) and “SOSI” respondents experience an
approximate 94% increase (OR = 1.94, p <0.01) in the odds of having discussed EOL care
preferences when adding controls for social factors of interest, including statistically significant
controls for “Everyday Discrimination Scale (1-4)”, “Experienced Death of Family/Friend due to
HIV/AIDS”, and “MSPSS — Significant Other (1-7)”. For both bisexual and “SOSI” respondents

though, associations by sexual identity are not statistically significant across the majority of
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models presented in Table 3.5 — suggesting these observed differences by sexual identity are
neither consistent across EOL planning measures nor robust across model specifications. Rather,
these significant differences may depend on the inclusion of sociodemographic measure and
specific measures of minority stress or social support rather than reflect differences by sexual
identity. And while we see greater evidence of SM identity differences when comparing
respondents belonging to the SOSI category, the SOSI category collapses a significant amount of
diversity in sexual identities, so it is difficult to fully ascertain how compositional differences
and across distinctly different sexual identities within this “catch all” category could be
influencing observed associations. And given the general absence of statistically significant
associations between sexual identity and EOL planning across Tables 3.3-3.5 though, findings
from these logistic regressions largely reject the hypothesis that participation in different types of
EOL planning varies by sexual identity among SMs, even when accounting for compositional
differences such as differences in household income and educational attainment among SMs.
However, the few statistically significant differences observed are concentrated under the
umbrella of informal EOL planning — suggesting that potential sexual identity differences among
SMs are limited in scope and outcome-specific. Consequently, further investigation into the
potential sources of heterogeneity in SMs’ EOL planning behaviors is warranted.

Redirecting attention to the second research question, the analyses presented in Tables
3.3-3.5 provide insight into how race/ethnicity, gender, and SES are associated with EOL
planning among SMs. Across Tables 3.3-3.5, gender, race/ethnicity, and SES appear to operate
in ways both consistent with and divergent from the broader EOL planning literature. Beginning
with gender, Table 3.3 reveals a consistent pattern by gender with men having significantly

greater odds of completing EOL planning across all measures compared to women, with the
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exception of a non-significant difference for the odds of having ever discussed EOL care (OR =
0.88, p > 0.05) and significantly lower odds of having worried about family interference (OR =
0.57, p <0.001). This is striking given well-established gender disparities in the EOL planning
literature where women are more likely than men to engage in multiple forms of EOL planning
across numerous studies (Crosby et al., 2016; Forst et al., 2018; Miesfeldt et al., 2012; Saeed et
al., 2018). When adding sociodemographic controls in Table 3.4, we see fewer statistically
significant differences by gender with men experiencing an approximate 55% increase in the
odds of having a valid will (OR = 1.55, p <0.05) and an approximate 37% decrease in the odds
of having worried about family interference (OR =0.63, p <0.01) compared to women. These
findings are still striking in the context of the broader EOL planning literature documenting
greater EOL planning participation among women though. Further, these findings are stable
when adding additional controls in Table 3.5, with an additional statistically significant finding
observed for the odds of having designate a POA.

Compared to women, men experience an approximate 47% increase in these odds (OR =
01.47, p <0.05) when adding controls for social factors of interest, including statistically
significant controls for “State-Level Protections”, “Experienced Death of Family/Friend due to
COVID-19”, “Experienced Death of Family/Friend due to HIV/AIDS”, and “How Serious of a
Concern is HIV/AIDS”. Taken together, this study’s findings largely support the hypothesis that
gender is associated with EOL planning among SMs in ways that diverge from the available
literature. However, in the case of having worried about family interference, findings from
Tables 3.4-3.5 challenge this hypothesis and suggest that gender may also operate among SMs in
ways similar to the general population depending on the type of EOL planning. This could be

due to the persistence of gendered caregiving norms and deeply entrenched gendered
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expectations facing women to not be a “burden” to others (Gott et al., 2020) — gendered norms
and expectations that may be less easily reshaped by SMs. In brief, gender may both operate
differently and similarly among SMs depending on the type of EOL planning, with SMs
seemingly “doing gender” in ways that largely differ from the broader EOL planning literature.

Beyond my findings on differences between SM men and women, findings in Tables 3.3-
3.5 further extend the literature by including transgender and gender minority populations — both
of whom have largely been excluded by the EOL planning literature’s overwhelming focus on
the experiences of cisgender men and women (Gott ef al., 2020). And while we do not observe
any statically significant differences comparing women and those who identify as “another
gender” (e.g., nonbinary respondents) in Tables 3.3-3.5, several differences are observed when
comparing those who identify as transgender to those who do not. Looking at Table 3.3, SMs
who identify as trans (compared to respondents who do not identify as trans) have significantly
greater odds having worried about family interference (OR = 1.77, p < 0.05). This association is
stable when controlling for sociodemographic characteristics in Table 3.4. Looking at Table 3.4,
identifying as trans is also associated with increases in the odds of: (1) having a valid will (OR =
2.43, p <0.01); (2) having designated a POA (OR = 1.97, p <0.05); and (3) having provided
written instructions (OR = 2.24, p <0.01). When adding controls for social factors of interest in
Table 3.5 though, only two of these associations remain statistically significant.

More specifically, compared to non-trans respondents, trans respondents experience an
approximate 149% increase in the odds of having a valid will (OR =2.49, p <0.05) and an
approximate 124% increase in the odds of having provided written instructions (OR = 2.24, p <
0.05) in Table 3.5. Statistically significant associations between trans identity and the odds of

having designated a POA appear to be eroded by the inclusion of other statistically significant
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variables in Table 3.5, including: “Current Health”, “NOS — Disclosure”, “State-Level
Protections”, “Experienced Death of Family/Friend due to COVID-19”, “Experienced Death of
Family/Friend due to HIV/AIDS”, and “How Serious of a Concern is HIV/AIDS”. Similarly,
statistically significant associations between trans identity and the odds of having worried about
family interference appear to be eroded by the inclusion of the following statistically significant
variables in Table 3.5: “Everyday Discrimination Scale (1-4)”, “Healthcare Stereotype Threat”,
“Experienced Death of Family/Friend due to COVID-19”, “MSPSS — Significant Other (1-7)”,
and “MSPSS — Family (1-7)”. Together, these findings imply that although trans SMs may
exhibit greater participation in some formal EOL planning measures compared to non-trans SMs,
these EOL planning behaviors are partly shaped by health status, disclosure processes, social
proximity to HIV/AIDS, access to social support, and exposure to minority stressors broadly. For
all other EOL planning measures examined in Table 3.5, trans respondents do not significantly
differ from non-trans respondents. The absence of any statistically significantly lower likelihood
among trans respondents may be representative of trans peoples’ often greater need to engage
with medical and legal authorities regarding gender affirming care and identity transitions —
suggesting a greater comfort, knowledge, or adaptability when navigating the EOL planning
context. In sum, these findings on gender differences among SMs extend the literature by: (1)
showing how gender operates in both similarly and different among SMs; and (2) including
transgender and other gender minority populations (an oversight of the existing literature).
Redirecting attention to the associations between race/ethnicity and EOL planning,
findings from Tables 3.4-3.5 also reveal a nuanced relationship among SMs in the context of the
broader literature. For clarity of interpretation, I do not discuss findings for the “Some other race,

non-Hispanic” group given that this category collapses a significant amount of racial/ethnic
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diversity. In general, these findings suggest that Black respondents are more likely to engage in
some forms of end-of-life planning compared to White respondents. Looking at Table 3.4, Black
respondents having statistically significantly greater odds of: (1) having a valid will (OR = 1.62,
p <0.05); (2) having life insurance (OR = 1.64, p < 0.05); and (3) having discussed ACP with a
doctor (OR =2.10, p <0.01). These results are striking given that my findings on the increased
likelihood of Black respondents engaging in EOL planning appear to stand in contrast with
research finding that Black respondents more often perceive EOL planning as being unnecessary
(Carr, 2019), and are significantly less likely to have engaged in any form of EOL planning
compared to White respondents (Orlovic ef al., 2018). Several of these statistically significant
associations remain stable when considering the effects of additional social factors (e.g.,
minority stress) in Table 5.

Looking at Table 3.5, Black respondents still have significantly greater odds of having a
discussed ACP with a doctor (OR = 1.82, p < 0.05) compared to non-Hispanic White
respondents. However, Black respondents no longer statistically significantly differ from non-
Hispanic white respondents in the odds of: (1) having a valid will (OR = 1.36, p > 0.05); or (2)
having life insurance (OR = 1.49, p > 0.05). Statistically significant associations with ““State-
Level Protections” and “Experienced Death of Family/Friend due to COVID-19” appear to
explain away the previous association between being Black and increased odds of having a valid
will observed in Table 3.4. Similarly, statistically significant associations with “How Serious of a
Concern is HIV/AIDS” appear to explain away the previous association between being Black
and increased odds of having life insurance observed in Table 3.4. The observed importance of
minority stress, experiences with death, and perceptions of HIV/AIDS to Black SMs” EOL

planning behaviors coincides with available literature documenting racial disparities
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(disadvantaging Black Americans) in the loss of social relationships across the life course
(Umberson, 2017), increased burden of HIV/AIDS among Black communities (Dailey et al.,
2026), and behavioral health impacts of multiple minority stressors facing Black SMs
(Di1Guiseppi et al., 2022). And while these specific Table 3.5 findings appear to conform to these
broader trends in the literature, the race/ethnicity findings across Tables 3.4-3.5 for Black and
Hispanic/Latine SMs appear to operate much differently among SMs. However, I also observe
several findings that are consistent with the broader literature on racial/ethnic differences in EOL
planning.

Consistent with the available literature is the finding that Black respondents are
significantly less likely to discuss EOL care preferences compared to White respondents in
Tables 3.4-3.5 (OR =0.61, p <0.01; OR = 0.55, p <0.01). Despite my earlier findings
contradicting research by Orlovic et al. (2018), this particular finding corroborates this line of
work finding that Black Americans are significantly less likely to have engaged in any EOL
planning compared to White Americans (Orlovic et al., 2018). Also corroborating the existing
literature is my finding that Hispanic/Latine respondents are significantly more likely to have
worried about family interference in the EOL context compared to White respondents. More
specifically, Hispanic/Latine respondents experience an approximate 65% increase in the odds of
having worried about family interference compared to non-Hispanic White respondents in Table
3.4 (OR =1.65, p <0.05), and this association is stable when including additional controls in
Table 3.5 (OR = 1.64, p <0.05). This finding would appear to conform to the existing literature
which documents a greater emphasis on family input and collective decision-making document
among Hispanic/Latine populations in the available literature (Clark ef al., 2018; Orlovic et al.,

2018).
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Lastly, I find that Asian SMs have significantly lower odds (compared to White SMs) of
having a valid will (OR =0.29, p <0.01), having provided written instructions (OR =0.37, p <
0.05), or having discussed their EOL care preferences with others (OR = 0.36, p <0.001) in
Table 3.4. These findings appear to coincide with findings from a VITAS Advance Care
Planning Report showing that Asian Americans are engaging in EOL planning at very low rates,
and are more likely to approach EOL issues as a private, family matter. However, only the
association between identifying as Asian and the odds of having discussed EOL care remains
significant when accounting for additional social factors in Table 3.5, suggesting other social
factors (e.g., minority stress, death experiences) account for some of the observed associations
by race/ethnicity in Table 3.4. Taken together, these findings collectively suggest that
associations with race/ethnicity and EOL planning for SMs (similar to associations with gender)
are nuanced and sometimes diverge from the available knowledge base — a base largely built on
samples of non-SMs.

As detailed in the literature review chapter, the EOL planning literature has devoted less
attention to SES, compared to race/ethnicity and gender. Yet, SES appears to be consequential
for Americans’ EOL planning behaviors in the available research. Given that available data
suggest SES disparities when comparing SMs to their heterosexual counterparts (Emlet, 2016),
investigations into how SES differences are associated with the EOL planning behaviors of SMs
are needed. Across Tables 3.4-3.5, we observe some evidence that SES (as proxied through
household income, education level, and employment status) has clear ties to SMs’ EOL planning
behaviors, and many of these associations appear to be consistent with existing research.
Regarding household income, having income classified as “poor” (less than $25,000) is

associated with statistically significant decreases in the odds of having life insurance and the

205



odds of having designated a POA across both Tables 3.4 and 3.5. In Table 3.4, having income
classified as “poor” is also associated with an approximate 33% decrease in the odds of having
discussed EOL care preferences (OR = 0.67, p <0.05). These findings not only support the idea
that SES disadvantages may disincentivize formal EOL planning due to a lack of financial
resources to be able to participate, but may also disincentivize informal EOL planning — perhaps
due to more immediate survival priorities or perceived lack of choice. However, the statistically
significant association between having income classified as “poor” and the odds of having
discussed EOL care preferences appears to be eroded by the inclusion of other statistically
significant variables in Table 3.5, including: “Everyday Discrimination Scale (1-4)”,
“Experienced Death of Family/Friend due to HIV/AIDS”, and “MSPSS — Significant Other (1-
7)”. Across Tables 3.4-3.5, we do not observe any other significant differences by household
income though, suggesting a potential threshold effect where household income above $25,000
does not appear to be systematically associated with EOL planning outcomes.

Redirecting attention to education level, there is limited evidence of differences by
education in Tables 3.4-3.5. Looking at Table 3.4, I find lower educational attainment (compared
to having a bachelor’s degree) is associated with lower odds of: (1) having a valid will among
those with some college (OR = 0.44, p <0.01); (2) having provided written instructions among
those with a high school diploma/GED or less (OR = 0.44, p < 0.05); and (3) having discussed
ACP with a doctor among those with a high school diploma/GED or less (OR =0.42, p < 0.05).
These associations are stable in Table 3.5 where another significant difference is observed for
lower educational attainment, with those with some college also experiencing reduced odds of
having discussed ACP with a doctor (OR = 0.54, p < 0.05). This particular association becomes

statistically significant when accounting for additional social factors, including a statistically
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significant association for: “Current Health”, “NOS — Disclosure”, and “Experienced Death of
Family/Friend due to COVID-19”. These findings showing lower educational attainment is
associated with reduced engagement in EOL planning are consistent with available literature,
and indicate that this relationship is particularly salient for forms of EOL planning that require
interaction with medical care providers (i.e. having discussed ACP with a doctor) or familiarity
with medical decision-making (i.e. having provided written instructions). And given the
relevance of health status, outness, and death experiences to the association of lower educational
attainment and the odds of having discussed ACP with a doctor, education level may
differentiation EOL planning behaviors through not only access to information and resources,
but also exposure to minority stressors and intersecting vulnerabilities that may shape
engagement with medical institutions and further necessitate EOL planning participation.
Looking at associations with greater educational attainment, [ observe fewer statistically
significant findings. Compared to those with a bachelor’s degree, respondents with a graduate
degree experience an approximate 66% increase in the odds of having worried about family
interference in Table 3.4 (OR = 1.66, p < 0.05), and this association is stable in Table 3.5.
Additionally, those with a graduate degree exhibit statistically significantly greater odds of
having designated a POA in Table 3.5 (OR = 1.61, p < 0.05) when accounting for additional
social factors, such as health status, minority stress, and experiences with death. This would
indicate that greater educational attainment may be associated with heightened awareness of
EOL issues and potential family involvement, with increased exposure to minority
stress/disadvantage (e.g., poorer health, experiences with death) motivating participation in
formal EOL planning. Given the lack of statistically significant findings for respondents with an

associate’s degree though, these findings suggest a potential education gradient in propensity to
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engage in EOL planning, with differences by education being concentrated at the upper and
lower ends of the educational distribution. However, given how those with a high school
diploma/GED and those with less than a high school diploma/GED are collapsed into one
category due to sample size limitations, future research is needed to more comprehensively
examine how EOL planning is stratified by education among SM populations.

Looking at employment status, differing associations are observed for formal and
informal EOL planning in Tables 3.4-3.5. For formal EOL planning, across both Tables 3.4 and
3.5, being employed full-time is associated with: (1) greater odds of having a valid will
compared to being employed part-time or NIW/unemployed; and (2) greater odds of having life
insurance compared to all other employment status groups. Given the financial nature of these
two forms of EOL planning and that life insurance may be a provided benefit for full-time
employees, being employed full-time may serve as a pathway for EOL planning among SMs
depending on the type of EOL planning. An additional significant difference for formal EOL
planning is observed in Table 3.4, where those who are employed part-time experience an
approximate 44% decrease in the odds of having completed written instructions compared to
those who are employed full-time (OR = 0.56, p < 0.05). This association is no longer
statistically significant when controlling for additional social factors in Table 3.5, including
statistically significant associations with: “NOS — Disclosure”, “Experienced Death of
Family/Friend due to COVID-19”, and “How Serious of a Concern is HIV/AIDS”. While full-
time employment appears to confer greater access to financial EOL planning, SMs’ degrees of
outness, experiences with death, and perceptions of HIV/AIDS appear to explain associations

between employment status and odds of providing written instructions observed in Table 3.4.
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Looking at associations between employment status and informal EOL planning in
Tables 3.4-3.5 reinforces the idea that full-time employment has differing associations for formal
and informal EOL planning. Whereas full-time employment appears to confer greater access to
financial EOL planning, full-time employment is not associated with greater odds across any of
the three informal EOL planning measures in Tables 3.4-3.5. Rather, being NIW/unemployed is
associated with an increase in the odds of having discussed EOL care preferences in both Tables
3.4 and 3.5. Those who are NIW/unemployed may experience or anticipate greater economic
precarity, which could limit access to formal EOL planning. In this scenario, engaging in
informal conversations with family or others may be a more accessible means of expressing EOL
preferences and exerting influence over EOL decision-making. Taken together with findings for
household income and education level, these findings indicate the SES is a consequential —
though uneven — axis of stratification in SM Americans’ EOL planning behaviors, with
associations largely conforming to the existing literature. In sum, findings from these logistic
regressions largely reject the hypothesis that SES is associated with EOL planning among SMs
in ways that diverge from the available literature.

Transitioning from the focus on how gender, race/ethnicity, and SES are associated with
EOL planning among SMs, findings from Tables 3.4-3.5 also shed light on the third research
question for this study: What are other sources of heterogeneity in EOL planning behaviors
among SM Americans? Beyond factors already explored in the first two research questions (e.g.,
sexual identity, gender, SES), the available literature suggests the following are sources of
heterogeneity in EOL planning behaviors among SM Americans: marital status, parental status,
birth cohort (as proxied by age group), social support, and minority stress. I evaluate these

remaining hypothesized sources of heterogeneity in the paragraphs to follow. Beginning with
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marital status, marriage/partnership is associated with greater participation in EOL planning in
Tables 3.4-3.5. Compared to “single, never married” SMs, being married is associated with
statistically significantly greater odds of: (1) having a valid will; (2) having life insurance; (3)
having designated a POA; (4) having provided written instructions; and (5) having discussed
EOL care preferences. These associations are stable across both Tables 3.4 and 3.5, and reject
the hypothesis that marriage is associated with lower participation in EOL planning compared to
other marital statuses. Consequently, the notion that that 2015 Obergefell v. Hodges Supreme
Court ruling would potentially disincentivize same-sex couples from establishing formal EOL
plans (due to perceived greater institutional support and EOL protections stemming from legal
rights afforded to married spouses) appears to be unsupported. Rather, marriage appears to be an
important pathway for EOL planning among SMs. Also stable across both Tables 3.4 and 3.5
though is the finding that “partnered, not cohabiting” SMs experience statistically significantly
greater odds of having a valid will compared to “single, never married” SMs. This indicates that
marriage alone does not differentiate the EOL planning behaviors of SM Americans.

Several other statistically significant differences by marital status emerge when
controlling for sociodemographic characteristics in Table 3.4. Cohabiting SMs (compared to
single, never married SMs) experience significantly greater odds of: (1) having a valid will (OR
=1.94, p <0.05); (2) having life insurance (OR = 1.58, p < 0.05); and (3) having discussed EOL
care preferences (OR =2.02, p <0.001). Similar to findings on cohabiting SMs, I also find
greater odds of some measures of EOL planning among partnered (not cohabiting) SMs. More
specifically, compared to “single, never married” SMs, partnered (not cohabiting) SMs
experience significantly greater odds of: (1) having a valid will (OR = 2.03, p < 0.05); (2) having

life insurance (OR = 1.62, p < 0.05); (3) having provided written instructions (OR = 1.88, p <
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0.05); (4) having discussed EOL care preferences (OR = 1.59, p <0.05); and (5) having worried
about family interference (OR = 1.72, p < 0.01). While these statistically significant associations
are eroded by the inclusion of other social factors (e.g., minority stress, social support) in Table
3.5, these findings support the idea that EOL planning among SMs is shaped by relational
contexts with partnered SMs being more likely to engage in EOL planning behaviors. Given SES
disadvantages documented among single adults across all sexual identities (Spiker & Reczek,
2021), these greater odds of EOL planning among SMs who are partnered/coupled relative to
those who are not may reflect differences in access to financial resources.

Another novel statistically significant finding is observed when accounting for additional
social factors in Table 3.5: “divorced/separated/widowed” SMs experience an approximate 127%
increase in the odds of having designated a POA compared to “single, never married” SMs (OR
=2.27, p <0.05). More specifically, accounting for statistically significant associations of these
odds with “Current Health”, “NOS — Disclosure”, “State-Level Protections”, “Experienced
Death of Family/Friend due to COVID-19”, “Experienced Death of Family/Friend due to
HIV/AIDS”, “How Serious of a Concern is HIV/AIDS” appears to unmask this significant
relationship by marital status. This indicates that marital status may shape EOL planning through
differential exposure to sexual identity disclosure processes, experiences with death, and
perceived health risks — although the small sample size of SMs who are
“divorced/separated/widowed” may be limiting statistical power in this model. In sum, these
findings appear to emphasize the importance of intimate relationships to EOL planning behaviors
while also underscoring how EOL planning among SMs is potentially a relational process with
marital status potentially shaping access to social and structural resources that facilitate EOL

planning.
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Thinking about other potential sources of heterogeneity, the available literature suggests
that parental status may be another important source of differentiation among diverse SMs —
particularly given that SMs in same-sex couples are less likely than different sex couples to be
parents (Gates, 2015), with some SMs (e.g., SM women) having greater odds of entering
parenthood relative to other SMs (e.g., SM men). However, as findings from Tables 3.4-3.5
outline, parental status appears to be largely inconsequential for the EOL planning of diverse
SMs. Rather, SM parents only significantly differ from SM non-parents in the odds of having a
valid will. Across both Tables 3.4 and 3.5, parents experience an increase in the odds of having a
valid will compared to non-parents (OR = 1.63, p < 0.05; OR =1.56, p < 0.05). It may be the
case that having children may uniquely motivate SMs to engage in estate planning (e.g.,
establishing a valid will) in ways that do not translate to other forms of EOL planning for SMs.
However, future research should seek to better understand how parenthood and EOL planning
(and the relationship between these) are jointly understood and viewed by diverse SMs — a
limitation of these data. Combined with the absence of statistically significant differences by
parental status for all other EOL planning measures in Tables 3.4-3.5, these findings do not
support the hypothesis of parenthood being associated with lower participation in EOL planning
(likely due to anticipated future support from having children who theoretically might provide
for older parents). Rather, I find very limited support for the hypothesis of parenthood being
associated with greater participation in EOL planning.

Redirecting our attention to the next hypothesized source of heterogeneity, testing for
associations between age group and EOL planning reveals a general pattern for the majority of
EOL planning measures tested: older age groups experience greater odds of engaging in EOL

planning relative to younger age groups. Across both Tables 3.4 and 3.5, I find that (compared to
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SMs ages 35-44) respondents ages 45-54 have statistically significantly greater odds of: (1)
having life insurance; and (2) having discussed ACP with a doctor. I also find that SMs ages 55-
64 have significantly greater odds of: (1) having a valid will; (2) having designated a POA; (3)
having completed written instructions; and (4) having discussed ACP with a doctor. Lastly,
across both Tables 3.4 and 3.5, I find that SMs ages 65 and older experience significantly greater
odds (compared to SMs aged 35-44) of: (1) having a valid will; (2) having completed written
instructions; and (3) having discussed ACP with a doctor. When controlling for compositional
differences in Table 3.4, SMs ages 45-54 also experience an approximate 74% increase in the
odds of having a valid will compared to SMs ages 35-44 (OR = 1.74, p < 0.05). And while this
latter finding is no longer significant when accounting additional social factors in Table 3.5,
these findings in combination present a clear age group effect where older age groups experience
greater EOL planning participation across multiple measures of EOL planning.

In general, these findings appear to coincide with the available literature documenting
age differences in EOL planning. For example, Yadav et al. (2017) find that adults ages 65 and
older were significantly more likely to have completed any form of advance directive compared
to adults below the age of 65 (45.6% v. 31.6%). In the context of SM populations, these findings
may reflect variation by birth cohort in exposure to historical stressors, such as the AIDS
Epidemic of 1980s, which may have heightened awareness of EOL issues among SMs who were
adolescents to middle-aged adults during the height of the AIDS Epidemic (i.e. age groups 55-64
and 65+) and among SMs ages 45-54 who came of age during the late/post-peak years of the
AIDS Epidemic where social stigma and legal uncertainty remained high. This is reinforced by
statistically significant differences in Tables 3.4-3.5 for younger SM age groups (i.e. 18-24; 25-

34) who experience reduced odds of engaging in EOL planning across multiple measures
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compared to SMs ages 35-44. While these data are not sufficient to directly test cohort effects,
these age-based differences are consistent with the argument that younger SMs are further
removed from the cumulative disruptions and stressors stemming from the AIDS Epidemic of
1980s (i.e. a unique minority stressor) and, consequently, less likely to engage in EOL planning.
However, I also find evidence of younger age groups experience greater odds of worrying
about family interference across both Tables 3.4 and 3.5. For example, SMs ages 18-24
experiencing an approximate 106% increase (OR = 2.06, p < 0.01) in these odds in Table 3.4 and
an approximate 133% increase (OR =2.33, p < 0.01) in these odds in Table 3.5. While
commonalities exist across cohorts of SMs (e.g., SMs still navigate a precarious legal
environment; heterosexist attitudes still exist; the enduring importance of “families of choice”),
younger SMs have arguably benefited from wider social acceptance of SM identities and so it is
striking that concerns of family interference are greater among this younger cohort of SMs.
However, these elevated odds may reflect perceived legal and relational vulnerability given that
young adults SMs may be more dependent on families of origin and may have less access to
formal EOL planning and fewer resources to be able to meaningfully establish EOL plans. While
the available literature affirms that older adults are significantly more likely than younger adults
to engage in formal EOL planning (Yadav et al., 2017), these findings suggest that younger adult
SMs still dedicate attention to EOL issues — manifesting not through formal EOL plans, but
informal EOL planning behaviors. perhaps as a result of minority stressors (e.g., anticipatory
concerns arising from having a SM identity and constrained resource access). Taken together,
these findings largely support the hypothesis of older age groups being associated with greater

participation in EOL planning, likely due to salience of mortality, hypothesized scarring effects
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from the HIV/AIDS Epidemic of the 1980s, and greater exposure to minority stressors over the
life course.

Thinking more deeply about the relevance of minority stressors to EOL planning among
SMs, findings from Table 3.5 includes numerous measures of minority stress and allow us to
apply MST to the EOL context — a novel contribution of this dissertation. Beginning with
internal stressors (e.g., expectation of rejection, internalized homonegativity), two different
measures of “outness” (i.e. disclosure and concealment) are tested. While MST posits that SMs
should have lower rates of EOL planning as a consequence of unique minority stressors (e.g.,
precarious legal environments), I find mixed support for this. More specifically, neither measure
of “outness” significantly appears to impact the odds of having a valid will or life insurance
among SMs — potentially suggesting that estate planning/financial EOL planning differs from
other forms of EOL planning (e.g., designating a POA). However, I find that greater degrees of
sexual identity disclosure (i.e. “NOS — Disclosure”) significantly increase the odds of: (1) having
designated a POA (OR = 1.01, p < 0.01); (2) having provided written instructions (OR = 1.01, p
< 0.05); and (3) having discussed ACP with a doctor (OR =1.01, p < 0.01). These findings of
greater disclosure leading to greater rates of EOL planning would provide support for MST in
this context — insofar as disclosure may facilitate engagement with legal and medical institutions
central to EOL planning since SMs who are “out” may experience less anticipatory concerns
arising from having a SM identity. However, sexual identity concealment (NOS — Concealment)
does not significantly affect any of the measures of EOL planning included in Table 3.5.
Together, these findings extend prior literature demonstrating that disclosure and concealment
have differing associations — with disclosure being more consequential for EOL planning

behaviors.
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Continuing with this discussion of minority stressors, findings from Table 3.5 also shed
light on the relevance of distal (or external) stressors (e.g., discrimination, victimization). At the
structural level, the impact of state-level protections for SMs is accounted for in Table 3.5.
Findings reveal that structural minority stress is only significantly associated with the odds of
having a valid will and the odds of having designated a POA. More specifically, SMs who live in
states with a “fair” rating for the amount state-level protections experience an approximate 86%
increase in the odds of having a valid will compared to those living in states with a “high” rating
(OR =1.86, p <0.05). SMs who live in states with a “medium” rating experience an approximate
63% decrease in the odds of having designated a POA (OR =0.37, p < 0.01). For both of these
outcomes, there are no other significant differences for other groupings of state-level protections
below “high”. While MST and theories of structural discrimination may suggest that we should
observe greater associations between structural minority stressors and EOL planning, these
findings indicate that structural minority stress — measured via the amount of state-level
protections for SMs — does not clearly differentiate the EOL planning behaviors of SMs. This
may reflect limitations in using the amount state-level protections as a measurement of structural
minority stress, which may not fully capture meaningful variation in SM Americans’ lived
experiences of institutional discrimination or social atmospheres across different communities.

Findings from Table 3.5 also shed light on the relevance of another distal stressor (i.e.
experiences with discrimination). More specifically, the impact of experiences with
discrimination on EOL planning behaviors is ascertained by “Everyday Discrimination Scale (1-
4)”. Similar to findings on structural minority stress, I only find two statistically significant
associations. First, higher scores on the EDS (which indicate greater perceived frequency of

experiences of mistreatment in comparison to others) are significantly associated with a 33%
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increase in the odds of having discussed EOL care preferences (OR = 1.33, p <0.05). Second,
higher scores on the EDS are also significantly associated with a 58% increase in the odds of
having worried about family interference (OR = 1.58, p < 0.001). These findings suggest that
experiences with discrimination may serve as a catalyst for engaging in informal EOL planning
measures, rather than serve as a barrier to engaging in formal EOL planning — given the absence
of statistically significant differences across all other EOL planning outcomes. In this way,
discrimination experiences appear to influence how SMs engage in EOL planning (i.e. informal
measures) even if they do not uniformly increase SMs’ engagement in EOL planning.
Considering the ways other types of minority stressors influence SMs> EOL planning
behaviors, a measure of proximal stress (i.e. healthcare stereotype threat) is included. Looking at
Table 3.5, I find less support for applications of MST to the EOL context. More specifically,
while greater healthcare stereotype threat scores (which indicate greater fear of being judged by
healthcare providers based on negative group stereotypes) are generally not associated with
greater degrees of EOL planning among SMs, greater healthcare stereotype threat scores are only
significantly associated with greater odds of having worried about family interference in Table
3.5 (OR =1.36, p <0.001). Similar to findings on experiences with discrimination, this finding
for healthcare stereotype threat and the odds of having worried about family interference may
heighten anticipatory concerns surrounding EOL issues and EOL decision-making, without
necessarily manifesting through other EOL planning behaviors. It is possible that these minority
stressors may operate as mechanisms shaping SMs’ attitudes or emotional orientation towards
EOL issues and EOL planning, rather than as direct barriers or motivators of EOL planning
behaviors. In combination, these findings demonstrate the importance of considering the

differential impacts of various minority stressors, and the variation in impacts depending on the
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type of EOL planning measure. For example, while the impacts of structural minority stressors
such as the amount of state-level protections may not be as salient, I find that other distal
stressors such as experiences with daily discrimination are salient for informal EOL planning.
And while I find limited evidence of associations between state-level protections and EOL
planning, future research should examine how specific state laws or policies may further
differentiate the EOL planning behaviors of SMs. In sum, this study’s findings on minority stress
provide limited support for the hypothesis that greater exposure to minority stressors is
associated with greater participation in EOL planning among SM Americans.

Considering the hypothesized scarring effects of the 1980s AIDS Epidemic (i.e. a unique
minority stressor) on SMs’ EOL planning behaviors, several measures of one’s experiences with
and social proximity to HIV/AIDS (e.g., experiencing the death of loved ones due to HIV/AIDS)
are included in Table 3.5. First, having experienced the death of someone close due to
HIV/AIDS is associated with an increase in the odds of: (1) having designated a POA (OR =
2.66, p < 0.01); and (2) having discussed EOL care preferences (OR = 1.90, p < 0.05). Although
no statistically significant coefficients are observed for whether a respondent indicates knowing
someone living with HIV/AIDS in Table 3.5, I also observe significant associations for “How
Serious of a Concern is HIV/AIDS”. More specifically, evaluating HIV/AIDS as a “very
serious” concern for others (compared to “not too serious”) is associated with an approximate
80% increase in the odds of having life insurance (OR = 1.80, p < 0.05) and an approximate
112% increase in the odds of having designated a POA (OR =2.12, p < 0.01). Further,
evaluating HIV/AIDS as a “somewhat serious” concern for others is associated with an
approximate 67% increase in the odds of having provided written instructions (OR = 1.67, p <

0.05). Importantly, these associations remain statistically significant when accounting for
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statistically significant age group differences — suggesting that differences by one’s experiences
with and social proximity to HIV/AIDS are not only attributable to aging or age differences.
Future research should seek to explore the interplay of birth cohort and experiences with
HIV/AIDS to better disentangle potential scarring effects of the 1980s AIDS Epidemic and the
influence of experiences with HIV/AIDS as an enduring social factor in EOL planning
behaviors. In sum, these findings arguably provide further support for the hypothesis that greater
exposure to minority stressors is associated with greater participation in EOL planning among
SM Americans given how greater social proximity to and experiences with HIV/AIDS (a
historically salient source of minority stress among SM communities) is associated with
increased in EOL planning participation across several measures.

Beyond the potential impacts of minority stressors on SMs’ EOL planning behaviors, the
last hypothesized source of heterogeneity examined in Table 3.5 is social support. As discussed
in Chapter 3 reliance on “families of choice” and the presence of estranged family ties may be
more common to certain groups of SMs (e.g., older cohorts of SMs), whereas younger cohorts of
SMs (for example) may rely more on their “families of origin” — having had the opportunity to
come-of-age in a more accepting social climate. This would suggest that social support is a likely
source of heterogeneity for diverse SMs. Using the Multidimensional Scale of Perceived Social
Support (MSPSS) (Zimet et al., 1988) to assess the perceived adequacy of social support across
three key factor groups (i.e. significant others; friends; and family), I find support for the notion
that social support is a source of heterogeneity among diverse SMs. However, not all forms of
social support are influential in terms of EOL planning. More specifically, I find that perceived
social support from significant others and perceived social support from family are the most

influential in terms of SMs’ EOL planning. A one unit increase in perceived social support from
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significant others is associated with an approximate 27% increase in the odds of having
discussed EOL care preferences (OR = 1.27, p < 0.001) and an approximate 22% increase in the
odds of having worried about family interference (OR = 1.22, p < 0.01).

For family, greater perceived support is also associated with increases in the odds of
having discussed EOL care preferences (OR = 1.15, p < 0.05), but is associated with decreases
in the odds of having worried about family interference (OR = 0.71, p < 0.001). These findings
indicate that both ties to family and significant others are influential for informal EOL planning
behaviors, with greater levels of social support motivating EOL planning participation and
differing levels of support sensitizing SM Americans to vulnerabilities in the EOL context (i.e.
potential family interference) depending on the source of support. Further, these findings
challenge the hypothesis of lower levels of perceived social support being associated with greater
participation in EOL planning. Rather, social support has no association with formal EOL
planning and greater levels of perceived social support are associated with greater participation
in informal EOL planning. In sum, findings from logistic regressions outlined in Tables 3.4-3.5
support the prediction that the following are sources of heterogeneity in EOL planning behaviors
among SM Americans: marital status, parental status, birth cohort (as proxied by age group),
social support, and minority stress. However, not all of these hypothesized factors are equally
influential across the different measures of EOL planning included in this study, and the

direction of these associations sometimes diverge from hypotheses guiding this study.
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Table 3.3. Odds Ratios for Engaging in Measures of EOL Planning by Sexual Identity and Gender among Sexual Minority
Respondents using Prolific Data, 2023 (n = 1,083)

Valid Life Power of Written Ever Discussed EOL  Discussed ACP Family
Will Insurance  Attorney Instructions Care Preferences with a Doctor Interference
Sexual Identity
(Gay/Lesbian ref.)
Bisexual 0.81 0.95 0.88 0.72 1.08 0.72 0.96
(0.14) (0.15) (0.16) (0.13) (0.16) (0.13) (0.16)
SOSI 0.48** 0.81 0.65 0.76 1.27 0.45%** 1.13
(0.12) (0.16) (0.16) (0.18) (0.25) (0.12) (0.23)
Gender (Woman
ref.)
Man 2.20%** 1.58%* 1.70%** 1.63** 0.88 1.65%* 0.57%%*
(0.35) (0.22) (0.27) (0.27) (0.12) (0.29) (0.09)
Another Gender 0.96 0.70 0.62 0.79 0.65 0.93 1.08
(0.30) (0.19) (0.21) (0.26) (0.16) (0.33) (0.27)
Trans Identity (No
ref.)
Yes 1.34 1.09 1.33 1.37 1.33 1.01 1.77*
(0.35) (0.26) (0.36) (0.37) (0.31) (0.31) (0.41)
Constant 0.30%***  (.59%** 0.27%** 0.27%** 1.07 0.25%#* 0.57%**
(0.05) (0.09) (0.05) (0.05) (0.16) (0.05) (0.09)

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table 3.4. Odds Ratios for Engaging in Measures of EOL Planning by Sociodemographic Characteristics among Sexual Minority
Respondents using Prolific Data, 2023 (n = 1,083)

Valid Life Power of Written Ever Discussed Discussed Family
Will  Insurance Attorney Instructions EOL Care ACP witha  Interference
Preferences Doctor
Sexual Identity (Gay/Lesbian
ref.)
Bisexual 0.74 0.98 0.91 0.77 1.21 0.84 0.92
(0.16) (0.18) (0.18) (0.16) (0.21) (0.18) (0.16)
SOSI 0.62 1.32 0.83 0.95 1.51 0.61 1.09
(0.18) (0.31) (0.22) (0.25) (0.32) (0.18) (0.24)
Gender (Woman ref.)
Man 1.55% 1.25 1.32 1.29 0.74 1.33 0.63%*
(0.29) (0.21) (0.23) (0.24) (0.11) (0.26) (0.10)
Another Gender 1.02 0.68 0.65 0.86 0.72 1.12 1.04
(0.38) (0.20) (0.24) (0.30) (0.19) (0.43) (0.27)
Trans Identity (No ref.)
Yes 2.43%* 1.40 1.97* 2.24% 1.49 1.40 1.73%
(0.80) (0.39) (0.60) (0.68) (0.37) (0.48) (0.42)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 1.62%* 1.64%* 0.91 0.93 0.61** 2.10%* 1.13
(0.39) (0.35) (0.21) (0.22) (0.11) (0.50) (0.23)
Hispanic/Latine 0.89 0.94 0.94 0.97 0.74 1.37 1.65%*
(0.25) (0.21) (0.24) (0.26) (0.15) (0.40) (0.33)
Asian, non-Hispanic 0.29%* 0.97 0.60 0.37* 0.36%** 1.22 1.22
(0.14) (0.26) (0.21) (0.17) (0.09) (0.49) (0.32)
SOR, non-Hispanic 1.95% 0.87 1.16 1.56 0.80 1.51 2.21%*
(0.57) (0.24) (0.34) (0.44) (0.20) (0.49) (0.54)

Household Income (Middle-
income ref.)
Poor 0.53 0.417%** 0.50%* 0.76 0.67* 0.87 1.04
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Low-income
High-income
Education Level (BA/BS ref.)
HS Diploma/GED or Less
ref.
Some College
AA/AS
Graduate Degree
Employment Status (Employed
full-time ref.)
Employed part-time
Self-employed
NIW/Unemployed
Marital Status (Single, never
married ref.)
Married
Cohabiting
Divorced/Separated/Widow

Partnered, not cohabiting

(0.17)
1.13
(0.27)
1.54
(0.34)

0.63

(0.22)
0.44%*
(0.12)
1.02
(0.29)
1.49
(0.35)

0.37%%*
(0.11)
0.64
(0.19)
0.47%*
(0.12)

3.94% %
(1.07)
1.94%
(0.54)

1.46
(0.55)
2.03*

(0.10)
0.86
(0.17)
1.38
(0.27)

0.75

0.21)
0.91
(0.18)
0.87
(0.23)
1.53
(0.34)

0.31%%x
(0.07)
0.22% %
(0.06)
0.23%%*
(0.05)

2.15%*x
(0.49)
1.58%
(0.34)
0.64
(0.23)
1.62%

(0.15)
0.95
0.21)
1.29
(0.27)

0.53

(0.19)
0.72
(0.17)
1.44
(0.39)
1.53
(0.34)

0.75
(0.19)
0.60
(0.18)
0.77
(0.18)

2.71%%*

(0.69)
1.45
(0.38)
1.95
(0.67)
1.49
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(0.22)
1.24
(0.29)
1.05
(0.24)

0.44%

(0.17)
0.71
(0.17)
1.39
(0.38)
1.34
(0.31)

0.56*
(0.16)
0.70
(0.20)
0.83
(0.20)

2.64%%*
(0.69)
1.46
(0.40)
1.79
(0.61)
1.88*

(0.14)
0.90
(0.16)
1.07
(0.20)

0.83

(0.19)
1.05
(0.19)
1.53
(0.37)
1.07
(0.22)

1.03
(0.21)
1.25
(0.29)
1.53*
(0.28)

2.72%%x
(0.59)
2.02%**
(0.39)
1.69
(0.50)
1.59%

(0.27)
1.29
(0.32)
0.98
(0.23)

0.42%*

(0.17)
0.62
(0.16)
0.86
(0.26)
1.16
(0.28)

1.03
(0.28)
0.82
(0.25)
1.07
(0.27)

1.33
(0.37)
1.15
(0.32)
1.35
(0.47)
1.25

(0.22)
1.01
(0.19)
0.96
(0.19)

0.83

(0.21)
1.35
(0.24)
1.20
(0.30)
1.66*
(0.35)

0.82
(0.17)
0.91
(0.21)
0.75
(0.14)

0.95
(0.21)
1.15
(0.23)
1.29
(0.39)
1.72%*



(0.60) (0.36) (0.41) (0.54) (0.32) (0.38) (0.35)
Parental status (No ref.)

Yes 1.63* 0.99 0.94 0.98 0.78 1.35 0.94
(0.34) (0.19) (0.19) (0.20) (0.14) (0.30) (0.18)
Age Group (35-44 ref.)
18-24 1.23 1.36 0.97 0.50%* 0.527%* 0.44%* 2.06%*
(0.41) (0.34) (0.31) (0.17) (0.12) (0.17) (0.47)
25-34 0.86 0.74 1.04 0.57* 0.71 0.72 1.14
(0.25) (0.17) (0.28) (0.16) (0.14) (0.22) (0.25)
45-54 1.74% 1.78%* 1.61 1.52 0.98 2.33%* 1.54
(0.45) (0.42) (0.40) (0.37) (0.21) (0.63) (0.35)
55-64 3.06%** 1.64 2.60%** 2.21%* 1.48 3.07%** 1.44
(0.92) (0.47) (0.74) (0.61) (0.38) (0.92) (0.39)
65+ 3.97%* 1.10 2.17 3.07%* 1.27 3.33%* 0.80
(1.71) (0.46) (0.88) (1.21) (0.49) (1.37) (0.36)
Constant 0.13%** 0.70 0.17%** 0.18%** 0.95 0.1 1%** 0.29%**
(0.05) (0.21) (0.06) (0.06) (0.27) (0.04) (0.09)

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table 3.5. Odds Ratios for Engaging in Measures of EOL Planning by Sociodemographic Characteristics and Selected Variables
among Sexual Minority Respondents using Prolific Data, 2023 (n = 1,083)

Valid Life Power of Written Ever Discussed  Discussed Family
Will  Insurance Attorney Instructions EOL Care ACP witha Interference
Preferences Doctor
Sexual Identity (Gay/Lesbian ref.)
Bisexual 0.78 0.97 1.31 1.03 1.50%* 1.09 1.02
(0.19) (0.20) (0.30) (0.24) (0.29) (0.26) (0.21)
SOSI 0.67 1.34 1.26 1.29 1.94%* 0.79 1.23
(0.21) (0.33) (0.37) (0.38) (0.45) (0.25) (0.30)
Gender (Woman ref.)
Man 1.49%* 1.13 1.47* 1.38 0.74 1.48 0.69*
(0.30) (0.19) (0.28) (0.27) (0.12) (0.31) (0.12)
Another Gender 0.99 0.68 0.59 0.82 0.76 1.10 0.86
(0.39) (0.21) (0.23) (0.31) (0.21) (0.45) (0.24)
Trans Identity (No ref.)
Yes 2.49%* 1.43 1.74 2.24%* 1.58 1.13 1.04
(0.89) (0.43) (0.59) (0.75) (0.42) (0.42) (0.28)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 1.36 1.49 0.76 0.73 0.55%* 1.82% 0.99
(0.35) (0.33) (0.20) (0.19) (0.11) (0.47) (0.22)
Hispanic/Latine 0.88 0.90 0.96 0.98 0.76 1.39 1.64%*
(0.25) (0.21) (0.26) (0.27) (0.16) (0.43) (0.36)
Asian, non-Hispanic 0.38 1.06 0.78 0.48 0.42%* 2.00 1.13
(0.19) (0.30) (0.29) (0.23) (0.11) (0.85) (0.32)
SOR, non-Hispanic 2.32%%* 0.87 1.17 1.57 0.79 1.53 1.93%*
(0.72) (0.25) (0.37) (0.48) (0.21) (0.52) (0.52)
Household Income (Middle-
income ref.)
Poor 0.55 (0.38%** 0.45%* 0.77 0.67 0.75 0.79
(0.19) (0.10) (0.15) (0.24) (0.15) (0.25) (0.18)
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Low-income
High-income

Education Level (BA/BS ref.)
HS Diploma/GED or Less ref.

Some College
AA/AS
Graduate Degree
Employment Status (Employed
full-time ref.)
Employed part-time
Self-employed
NIW/Unemployed
Marital Status (Single, never
married ref.)
Married
Cohabiting
Divorced/Separated/Widow

Partnered, not cohabiting

Parental status (No ref.)

1.15
(0.28)
1.69*
(0.39)

0.61
(0.22)
0.43%*
(0.12)
0.99
(0.30)
1.40
(0.35)

0.36%**
(0.11)
0.81
(0.24)
0.57*
(0.15)

4,175
(1.33)
1.71
(0.53)
1.43
(0.56)
2.06*
(0.66)

0.84
(0.17)
1.37
(0.28)

0.70
(0.20)
0.87
(0.18)
0.86
(0.23)
1.53
(0.35)

0.31%%x
(0.07)
0.22% %
(0.06)
0.23%%*
(0.05)

1.84%
(0.48)
1.31
(0.31)
0.59
(0.22)
1.44
(0.35)

0.93
(0.22)
1.49
(0.33)

0.52
(0.20)
0.67
(0.17)
1.37
(0.39)
1.61%
(0.39)

0.76
0.21)
0.67
0.21)
0.92
(0.23)

2.50%*
(0.76)
1.01
(0.30)
2.27%
(0.84)
1.41
(0.43)
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1.36
(0.34)
1.20
(0.28)

0.39*
(0.16)
0.62
(0.16)
1.28
(0.37)
1.30
(0.32)

0.58
(0.17)
0.86
(0.26)
1.07
(0.28)

1.99*
(0.61)
0.97
(0.30)
1.78
(0.65)
1.68
(0.54)

0.90
(0.17)
1.08
0.21)

0.76
(0.19)
1.03
(0.19)
1.54
(0.39)
1.08
(0.23)

1.04
(0.22)
1.50
(0.37)
1.66%*
(0.32)

1.80*
(0.45)
1.37
(0.31)
1.75
(0.55)
1.23
(0.27)

1.37
(0.36)
1.07
(0.27)

0.34*
(0.15)
0.54*
(0.15)
0.74
(0.23)
1.11
(0.28)

1.06
(0.31)
1.04
(0.35)
1.38
(0.37)

1.45
(0.47)
1.05
(0.33)
1.46
(0.55)
1.43
(0.47)

0.97
(0.19)
1.01
0.21)

0.89
(0.25)
1.35
(0.27)
1.15
(0.30)
1.59%
(0.36)

0.78
(0.18)
0.81
0.21)
0.68
(0.14)

0.77
0.21)
0.83
(0.20)
1.27
(0.42)
1.29
(0.30)



Age Group (35-44 ref.)

Current Health (Good/Very
Good/Excellent ref.)
Poor/Fair

NOS — Disclosure (0-100)
NOS — Concealment (1-11)

State-Level Protections (High ref.)
Medium

Everyday Discrimination Scale (1-

4)

Yes

18-24

25-34

45-54

55-64

65+

Fair

Low

Negative

1.56*
(0.35)

1.15
0.41)
0.85
(0.25)
1.63
(0.44)
2.93%*x
(0.92)
4.02%*
(1.83)

0.94
0.21)
1.00
(0.00)
1.04
(0.04)

0.85
(0.29)
1.86*
(0.46)
1.39
(0.32)
2.05
(1.02)
1.21

0.97
(0.20)

1.49
(0.39)
0.76
(0.18)
1.77*
(0.43)
1.48
(0.43)
1.05
(0.45)

0.94
(0.17)
1.00
(0.00)
1.04
(0.03)

1.06
(0.29)
1.35
(0.28)
1.38
(0.26)
1.28
(0.59)
1.17

0.87
(0.19)

1.23
(0.43)
1.32
(0.38)
1.56
(0.42)
2.35%*
(0.72)
1.90
(0.83)

1.58%
(0.34)
1.01%*
(0.00)
1.00
(0.03)

0.37%*
(0.13)
0.98
(0.24)
0.98
0.21)
1.21
(0.57)
1.10
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1.01
(0.23)

0.64
(0.24)
0.70
0.21)
1.51
(0.40)
2.00*
(0.60)
3.08%*
(1.29)

1.27
(0.27)
1.01*
(0.00)
1.00
(0.03)

0.70
(0.24)
1.21
(0.30)
1.15
(0.26)
1.33
(0.62)
1.13

0.77
(0.15)

0.53%*
(0.13)
0.73
(0.16)
0.94
(0.21)
1.33
(0.36)
1.19
(0.48)

1.29
(0.22)
1.00
(0.00)
0.98
(0.03)

0.75
(0.19)
1.13
(0.22)
0.99
(0.17)
1.00
(0.41)
1.33*

1.33
(0.32)

0.59
(0.24)
0.84
(0.27)
2.18%*
(0.62)
2.66%*
(0.85)
2.84%
(1.26)

2.28% %
(0.50)
1.01%*
(0.00)

1.04
(0.04)

0.55
0.21)
1.24
(0.32)
1.35
(0.31)
1.94
(0.89)
1.22

1.04
0.21)

2.33%x
(0.60)
1.28
(0.30)
1.48
(0.36)
1.65
(0.48)
0.85
(0.40)

1.27
(0.22)
1.00
(0.00)
1.04
(0.03)

0.81
(0.22)
0.80
(0.17)
1.13
0.21)
0.99
(0.42)
].58%%



Healthcare Stereotype Threat (1-
5)

Experienced Death of
Family/Friend Since Age 10 (No
ref.)

Yes

Experienced Death of
Family/Friend due to COVID-19
(No ref))

Yes

Experienced Death of
Family/Friend due to HIV/AIDS
(No ref))

Yes

Know Someone Living with
HIV/AIDS (No ref.)
Yes
How Serious of a Concern is
HIV/AIDS (“Not too serious” ref.)
“Not at all serious”
“Somewhat serious”

“Very serious”

MSPSS - Significant Other (1-7)

(0.20)
0.98

(0.08)

0.62
(0.28)

1.63*
(0.36)

1.41
(0.41)

0.89
(0.22)

0.94
(0.24)
1.16
(0.26)
1.52
(0.45)
0.96

(0.16)
0.96

(0.07)

1.39
(0.46)

0.78
(0.16)

1.12
(0.30)

1.04
(0.23)

1.35
(0.27)
1.31
(0.24)
1.80*
(0.47)
1.14

(0.17)
1.09

(0.09)

1.94
(1.08)

2.32%%%
(0.48)

2.26%*
(0.61)

0.81
(0.19)

1.14
(0.28)
1.25
(0.27)
2.12%*
(0.59)
1.17
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(0.18)
0.98

(0.08)

1.71
(1.08)

2.69%*
(0.56)

1.52
(0.40)

1.41
(0.33)

1.62
(0.40)
1.67*
(0.37)
1.48
(0.44)
1.15

(0.17)
0.98

(0.06)

0.78
(0.22)

1.14
(0.21)

1.90*
(0.51)

1.49
(0.31)

0.84
(0.16)
1.14
(0.20)
1.21
(0.29)
1,275

0.21)
1.02

(0.09)

6.08
(6.30)

1.68*
(0.36)

1.47
(0.40)

1.16
(0.28)

0.90
(0.24)
1.37
(0.31)
1.35
(0.40)
0.97

0.21)
1.36%%x

(0.09)

0.86
(0.25)

1.85%
(0.35)

1.11
(0.30)

0.79
(0.17)

1.08
0.21)
0.96
(0.18)
0.99
(0.26)
1.22%*



(0.09)  (0.08)

MSPSS — Family (1-7) 1.11 1.06
(0.09) (0.07)

MSPSS — Friends (1-7) 1.18 0.89
(0.11) (0.06)

Constant 0.02***  (,18**

0.02)  (0.12)

(0.10)
1.06
(0.08)
1.00
(0.08)
0.01%%*
(0.00)

(0.10)
1.06
(0.08)
1.04
(0.09)
0.01%**
(0.01)

(0.08)
1.15%
(0.07)
0.97
(0.06)
0.10%**
(0.06)

(0.08)
1.14
(0.09)
1.06
(0.09)
0.00%*
(0.00)

(0.09)
0.71%%x
(0.04)
1.03
(0.07)
0.07%**
(0.04)

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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¢. Predicted Probabilities and Marginal Changes

Tables 3.6-3.12 below present findings produced using the Stata 19 margins command
followed by the Stata 19 mlincom command to examine marginal changes in the predicted
probability of likelihood of having engaged in seven different EOL planning measures —
emphasizing potential differences by sexual identity, gender, race/ethnicity, and SES. These
predicted probabilities were estimated from the complete model (Model 3) outlined in Table 3.5,
and comparisons between these predicted probabilities provide insight into how sexual identity
matters for EOL planning among SMs and how gender, race/ethnicity, and SES may operate
differently among SMs compared to how these key axes of stratification are understood to
operate in the broader EOL planning literature. Thus, analyses presented in Tables 3.6-3.12 seek
to help answer two of my research questions: (1) Does participation in different types of EOL
planning vary by sexual identity?; (2) How are gender, SES, and race/ethnicity (i.e. established
determinants of EOL planning among non-SMs) associated with EOL planning among SMs?

Looking at Table 3.6 below, EOL planning varies modestly across the three sexual
identity groups when comparing predicted probabilities. However, the marginal changes in the
predicted probabilities are only statistically significant for having discussed EOL care
preferences, with bisexual and “SOSI” respondents experiencing statistically significantly greater
predicted probabilities compared to gay/lesbian respondents (A = 0.084, p < 0.05; A=0.135,p <
0.01). Although it is important to note that statistical power is a limitation given the small sample
size of SM groups such as the gay/lesbian and “SOSI” categories. The general absence of
statistically significant differences by sexual identity in Table 3.6 appears to further corroborate

findings from Tables 3.3-3.5 that sexual identity differences among SMs are limited in scope and
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outcome-specific, suggesting that sexual identity is not a salient axis of stratification among SMs
— with other factors moreso stratifying the EOL planning behaviors of SM Americans.
Examining associations between gender and EOL planning among SMs, Table 3.7
illustrates how gender is a more salient source of heterogeneity among SMs. However, these
gender difference both conform to and diverge from existing research. Consistent with the
literature is the finding that men have statistically significantly lower predicted probabilities of
having discussed having worried about family interference (A =-0.067, p < 0.05) compared to
women. However, the finding that men have statistically significantly higher predicted
probabilities of having designated a POA (A = 0.053, p < 0.05) compared to women challenges
the well-established gender disparity in EOL planning that women engage in greater amounts of
EOL planning relative to men. Extending the literature though is the inclusion of gender minority
respondents in Table 3.7. Respondents identity with “another gender” do not significantly differ
from women across any of the EOL planning measures and these gender minority respondents
only differ from men in their predicted probability of having designated a POA — with “another
gender” respondents having lower predicted probability (A =-0.115, p < 0.01). The general
absence of statistically significant differences in direct comparisons with gender minority
respondents is a novel contribution to the EOL planning literature which has historically centered
the experiences of cisgender men and women (Gott et al., 2020), and this suggests that gender
minority SMs engage in EOL planning in ways that largely resemble the EOL planning
behaviors of SM men and women. This underscores the importance of distinguishing between
different types of EOL planning since gender differences in SM Americans’ EOL planning

behaviors are not uniform across outcomes.
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Continuing with the discussion of gender differences, Table 3.8 outlines how EOL
planning is stratified by trans identity. Across two different measures of EOL planning,
identifying as trans is significantly associated with increases in the predicted probabilities for
engage in EOL planning. More specifically, compared to those who do not identify as trans, trans
SMs have significantly higher predicted probabilities for: (1) having a valid will (A =0.122, p <
0.05); and (2) having completed written instructions (A = 0.114, p < 0.05). Trans SMs may be
particularly motivated to engage in formal EOL planning as a protective strategy to alleviate
anticipatory concerns surrounding having both a gender minority identity and SM identity. In
sum, these gender findings extend literature by: (1) showing how gender operates both similarly
and different among SMs; and (2) including transgender and other gender minority populations.

Looking at differences by race/ethnicity in Table 3.9, comparisons of predicted
probabilities between racial/ethnic minority SMs and White SMs reinforce findings from Tables
3.4-3.5 on racial/ethnic differences in SM Americans’ EOL planning behaviors. Consistent with
the available literature, Black SMs have significantly lower predicted probability for having
discussed EOL care preferences compared to non-Hispanic White SMs (A =-0.128, p < 0.01)
and Asian SMs experience lower predicted probabilities (compared to non-Hispanic White SMs)
of having a valid will (A =-0.101, p < 0.05) and having discussed EOL care preferences (A = -
0.184, p < 0.001) (Orlovic et al., 2018, VITAS Healthcare, 2023). Additionally, Hispanic/Latine
SMs have significantly higher predicted probability for having worried about family interference
(A=10.093, p < 0.05) compared to non-Hispanic White SMs — corroborating existing literature
which documents a greater emphasis on family input and collective decision-making document
among Hispanic/Latine populations (Clark et al., 2018; Orlovic et al., 2018). However,

differences by race/ethnicity in Table 3.9 also differ from existing research, with Black SMs
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having statistically significantly higher predicted probabilities of having discussed ACP with a
doctor (A =0.071, p < 0.05) compared to White SMs. Combined with findings from Tables 3.4-
3.5, comparisons by race/ethnicity in Table 3.9 further suggest that associations with
race/ethnicity and EOL planning for SMs (similar to associations with gender) are nuanced and
sometimes diverge from the available knowledge base — a base largely built on samples of non-
SMs.

Tables 3.10-3.12 below help to further illustrate how SES differentiates the EOL
planning behaviors of SMs. Across the three dimensions of SES explored (i.e. household
income, education level, and employment status), SES appears to be more strongly associated
with formal EOL planning behaviors compared to informal EOL planning. Looking at household
income in Table 3.10, I find evidence of a threshold effect for formal EOL planning, where
having household income classified as “poor” is significantly associated with lower predicted
probabilities of having life insurance or designating a POA compared to all other income groups.
Additionally, having household income classified as “poor” is significantly associated with lower
predicted probability of having a valid will compared to “low-income” and “high-income”. |
only observe one other statistically significant finding for formal EOL planning in direct
comparisons of low-income and high income, where having high-income is associated with an
increase in the predicted probability of having life insurance (A = 0.095, p < 0.05). Together,
these findings for formal EOL planning measures suggest that moving out of poverty-level
income significantly increases engagement in EOL planning while additional income beyond this
point yields no or modest increases in formal EOL planning. In brief, financial scarcity appears
to be the primary constraint for SM Americans’ participation in formal EOL planning — with

association with household income not simply being linear. Looking at measures of informal
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EOL planning, low-income is associated with increases in the predicted probability of having
discussed ACP with a doctor when compared to poor income (A = 0.070, p < 0.05). No other
significant differences are observed for measures of informal EOL planning. In particular, the
lack of statistically significant differences for having worried about family interference suggests
that economic capital cannot fully mitigate relational insecurity — an issue this is particularly
salient for SMs whose families of origin may be unsupportive or estranged.

Looking at education level in Table 3.11, I observe broader associations with SM
Americans’ EOL planning behaviors. I find some evidence of an educational gradient in formal
EOL planning where educational attainment beyond “some college” — compared to having a high
school diploma/GED or less — is associated with increases in predicted probabilities of having
engaged in EOL planning behaviors. Similarly, I find that having an associate’s degree or higher
— compared to having “some college” — is associated with statistically significant increases in the
predicted probabilities of having a valid will (for all higher education levels) and having
designated a POA or provided written instructions (for those with an associate’s or graduate
degree). Similar to findings on income in Table 3.10, there is some evidence of a threshold effect
for formal EOL planning where additional education beyond an associate’s degree does not
appear to meaningfully different SM American’s formal EOL planning behaviors — as evidenced
by the lack of statistically significant differences in direct comparisons of the predicted
probabilities for those with associate’s, bachelor’s, and graduate degrees.

Looking at informal EOL planning, we see fewer statistically significant differences —
although these differences remain concentrated among comparisons between those with higher
educational attainment and those with a high school diploma/GED or less or those with some

college. For example, having an associate’s degree is associated with an increase in the predicted
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probability of having discussed EOL care preferences (A = 0.143, p < 0.05) compared to having
a high school diploma/GED or less, while having a bachelor’s or graduate degree is associated
with increase in the predicted probability of having discussed ACP with a doctor in both
comparisons to those with a high school diploma/GED or less (A=0.111, p <0.01; A=0.125, p
< 0.01) and in comparisons to those with some college (A = 0.072, p < 0.05; A=0.086, p <
0.05). Together, these findings suggest that greater education may provide knowledge and
resource access that is consequential for SM Americans’ ability to engage in EOL planning
(particularly formal EOL planning) — although the observed threshold effect in Table 3.11
suggests that higher educational attainment matters more for minimizing disparities rather than
producing cumulative advantages for EOL planning participation. Less clear are findings on
having worried about family interference, with one isolated significant finding in a direct
comparison of those with a bachelor’s degree and those with a graduate degree (A = 0.086, p <
0.05). Predicted probabilities for having worried about family interference are greatest for those
with a graduate degree though, suggesting that higher educational attainment may increase
awareness or anticipation of potential family interference in EOL decision-making.

Considering the role of employment status in SM Americans’ EOL planning behaviors,
Table 3.12 findings show that full-time employment confers distinct advantages for formal EOL
planning participation — particularly for having a valid will and having life insurance. With the
exception of comparisons between those who are employed full-time and those who are self-
employed for the predicted probability of having a valid will, full-time employment is associated
with statistically significant increases in the predicted probability of having a valid will or life
insurance compared to all other employment status groups. Additionally, those who are

employed full-time experience a statistically significant increase in the predicted probability of
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having completed written instructions compared to those who are employed part-time (A = -
0.065, p < 0.05). Further, I find that self-employment is statistically significantly associated with
a 9.2% increase in the predicted probability of having a valid will (A = 0.092, p < 0.05). These
findings signal that employment status is an impactful component of SES given the effect sizes
of the marginal changes in predicted probabilities. In particular, full-time employment may
confer a level of access to financial EOL planning, with life insurance often being an
employment benefit. However, full-time employment does not appear to meaningfully increase
SM Americans’ participation in informal EOL planning.

However, full-time employment does not appear to meaningfully increase SM
Americans’ participation in informal EOL planning. In fact, those who are NIW/unemployed
actually experience increases in the predicted probability of having discussed EOL care
preferences compared to those who are employed full-time (A = 0.104, p < 0.01) (and compared
to those who are employed part-time). While full-time employment may increase access to
formal EOL planning resources, the absence of employment appears to increase the urgency of
engaging in informal means of establishing EOL plans. In combination with findings on
household income and education level, these findings suggest that SES is most strongly
associated with formal EOL planning behaviors among SMs and that SES differences in EOL
planning primarily operate through threshold effects — with higher SES minimizing disparities
rather than producing cumulative advantages. In sum, these findings corroborate existing
research documenting higher rates of formal EOL planning among those with higher levels of
education, income, and assets (Carr, 2019), but these findings provide new insights into how SES

stratifies the EOL planning of SMs specifically.
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Table 3.6. Predicted Probabilities (and Changes) for EOL Planning by Sexual Identity Calculated from Model 3 using Prolific Data,
2023 (n =1,083)

Valid Will  Life Power of Written Ever Discussed Discussed Family
Insurance Attorney Instructions EOL Care ACP with a Interference
Preferences Doctor
Sexual Identity
Gay/Lesbian  0.274 0.384 0.198 0.204 0.449 0.179 0.326
Bisexual 0.243 0.378 0.233 0.207 0.533 0.189 0.330
(A=-0.031) (A=-0.005) (A=0.035) (A=0.004) (A=0.084%) (A=10.011) (A =0.004)
Gay/Lesbian  0.274 0.384 0.198 0.204 0.449 0.179 0.326
SOSI 0.224 0.434 0.228 0.237 0.585 0.153 0.364
(A=-0.050) (A=0.051) (A=0.030) (A=0.034) (A=0.135*%%) (A =-0.027) (A =10.038)
Bisexual 0.243 0.378 0.233 0.207 0.533 0.189 0.330
SOSI 0.224 0.434 0.228 0.237 0.585 0.153 0.364
(A=-0.019) (A=0.056) (A=-0.005) (A=0.030) (A=0.052) (A =-0.037) (A =0.034)

% p<0.001, ** p<0.01, * p<0.05; A = Change in Predicted Probabilities; Predicted probabilities are subject to rounding error
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Table 3.7. Predicted Probabilities (and Changes) for EOL Planning by Gender Calculated from Model 3 using Prolific Data, 2023 (n

=1,083)
Valid Will  Life Power of Written Ever Discussed Family
Insurance Attorney Instructions  Discussed ACP witha  Interference
EOL Care Doctor
Preferences
Gender
Woman 0.227 0.389 0.205 0.196 0.552 0.160 0.362
Man 0.278 0.410 0.259 0.239 0.490 0.206 0.295
(A=0.050) (A=0.021) (A =0.053%) (A=0.042) (A=-0.062) (A=0.047) (A =-0.067%)
Woman 0.227 0.389 0.205 0.196 0.552 0.160 0.362
Another Gender 0.226 0.323 0.144 0.173 0.495 0.170 0.335
(A=0.001) (A=-0.065) (A=-0.061) (A=-0.023) (A=-0.057) (A=0.011) (A =-0.027)
Man 0.278 0.410 0.259 0.239 0.490 0.206 0.295
Another Gender 0.226 0.323 0.144 0.173 0.495 0.170 0.335

(A=0.051) (A=-0.087) (A=-0.115%*) (A=-0.066) (A=0.005) (A=-0.036) (A =0.040)

% p<0.001, ** p<0.01, * p<0.05; A = Change in Predicted Probabilities; Predicted probabilities are subject to rounding error

Table 3.8. Predicted Probabilities (and Changes) for EOL Planning by Trans Identity Calculated from Model 3 using Prolific Data,
2023 (n =1,083)

Valid Will Life Power of Written Ever Discussed Family
Insurance Attorney Instructions Discussed ACP witha  Interference
EOL Care Doctor
Preferences
Trans Identity
No 0.238 0.385 0.215 0.202 0.514 0.179 0.335
Yes 0.360 0.448 0.294 0.316 0.606 0.194 0.343

(A=0.122%) (A=0.063) (A=0.079) (A=0.114%) (A=0.093) (A=0015) (A=0.007)

% p<0.001, ** p<0.01, * p<0.05; A = Change in Predicted Probabilities; Predicted probabilities are subject to rounding error
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Table 3.9. Predicted Probabilities (and Changes) for EOL Planning by Race/Ethnicity Calculated from Model 3 using Prolific Data,

2023 (n = 1,083)

Valid Will Life Power of Written Ever Discussed  Discussed Family
Insurance Attorney Instructions EOL Care ACP with a Interference
Preferences Doctor
Race/Ethnicity
White 0.240 0.381 0.230 0.218 0.582 0.153 0.306
Black 0.279 0.453 0.195 0.180 0.453 0.224 0.304
(A =10.039) (A=0.071) (A=-0.035) (A=-0.039) (A=-0.128**) (A=0.071*) (A =-0.002)
White 0.240 0.381 0.230 0.218 0.582 0.153 0.306
Hispanic/Latine  0.224 0.363 0.224 0.215 0.523 0.190 0.399
(A=-0.016) (A=-0.018) (A=-0.006) (A=-0.003) (A =-0.059) (A=10.037) (A =0.093%)
White 0.240 0.381 0.230 0.218 0.582 0.153 0.306
Asian 0.139 0.391 0.198 0.134 0.398 0.236 0.328
(A=-0.101*) (A=0.009) (A=-0.032) (A=-0.084) (A =-0.184***) (A =0.083) (A=0.022)
White 0.240 0.381 0.230 0.218 0.582 0.153 0.306
SOR 0.356 0.358 0.252 0.283 0.531 0.202 0.431
(A=0.117**%)  (A=-0.024) (A=0.022) (A=0.064) (A =-0.051) (A =0.048) (A =0.125%%)

% p<0.001, ** p<0.01, * p<0.05; A = Change in Predicted Probabilities; Predicted probabilities are subject to rounding error
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Table 3.10. Predicted Probabilities (and Changes) for EOL Planning by Household Income Calculated from Model 3 using Prolific
Data, 2023 (n = 1,083)

Valid Will Life Insurance =~ Power of Written Ever Discussed Family
Attorney Instructions ~ Discussed ACP witha  Interference
EOL Care Doctor
Preferences
Household
Income
Poor 0.167 0.245 0.130 0.171 0.460 0.144 0.304
Low-income 0.254 0.380 0.214 0.242 0.520 0.214 0.340
(A=0.087*) (A=0.135**%) (A =0.084%) (A=0.071) (A=0.060) (A=0.070*) (A=0.035)
Poor 0.167 0.245 0.130 0.171 0.460 0.144 0.304
Middle-income 0.235 0.413 0.224 0.202 0.541 0.175 0.346
(A=0.069) (A=0.168***) (A=0.093**) (A=0.030) (A=0.081) (A=0.031) (A=0.042)
Poor 0.167 0.245 0.130 0.171 0.460 0.144 0.304
High-income 0.306 0.474 0.283 0.225 0.557 0.183 0.348
(A=0.140**) (A =0.230***) (A=0.153***) (A=0.054) (A=0.097) (A=0.039) (A=0.043)
Low-income 0.254 0.380 0.214 0.242 0.520 0.214 0.340
Middle-income 0.235 0.413 0.224 0.202 0.541 0.175 0.346
(A=-0.019) (A=0.033) (A=0.010) (A=-0.041) (A=0.022) (A=-0.039) (A=0.006)
Low-income 0.254 0.380 0.214 0.242 0.520 0.214 0.340
High-income 0.306 0.474 0.283 0.225 0.557 0.183 0.348
(A=0.053) (A =0.095%) (A=0.069) (A=-0.017) (A=0.037) (A=-0.031) (A=0.008)
Middle-income 0.235 0.413 0.224 0.202 0.541 0.175 0.346
High-income 0.306 0.474 0.283 0.225 0.557 0.183 0.348
(A=0.071*) (A =0.062) (A =0.060) (A=0.024) (A=0.016) (A=0.008) (A=0.002)
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Table 3.11. Predicted Probabilities (and Changes) for EOL Planning by Education Level Calculated from Model 3 using Prolific
Data, 2023 (n = 1,083)

241

Valid Will Life Insurance = Power of Written Ever Discussed Family
Attorney Instructions Discussed ACP with a Interference
EOL Care Doctor
Preferences
Education Level

< HS Diploma 0.203 0.331 0.144 0.118 0.462 0.097 0.289
Some College 0.166 0.368 0.171 0.165 0.523 0.136 0.363

(A=-0.037) (A=0.037) (A=0.027) (A =0.047) (A=0.061) (A=0.039) (A=0.074)
< HS Diploma 0.203 0.331 0.144 0.118 0.462 0.097 0.289
AA/AS 0.265 0.367 0.267 0.259 0.605 0.170 0.333

(A =0.062) (A =0.036) (A=0.123*)  (A=0.141**%) (A=0.143*) (A=0.074) (A =0.044)
< HS Diploma 0.203 0.331 0.144 0.118 0.462 0.097 0.289
BA/BS 0.266 0.393 0.222 0.223 0.517 0.208 0.309

(A =10.063) (A=0.062) (A =10.078) (A=0.105**%) (A=0.055) (A=0.111**) (A=0.020)
< HS Diploma 0.203 0.331 0.144 0.118 0.462 0.097 0.289
Graduate Degree 0.314 0.471 0.294 0.261 0.533 0.221 0.395

(A=0.110%) (A =0.140%) (A=0.150**%) (A=0.143**%) (A=0.071) (A=0.125**) (A=0.106)
Some College 0.166 0.368 0.171 0.165 0.523 0.136 0.363
AA/AS 0.265 0.367 0.267 0.259 0.605 0.170 0.333

(A =0.099%) (A=-0.001) (A=0.096%) (A=0.094*) (A=0.082) (A=0.035) (A =-0.030)
Some College 0.166 0.368 0.171 0.165 0.523 0.136 0.363
BA/BS 0.266 0.393 0.222 0.223 0.517 0.208 0.309

(A =0.100%**) (A =0.025) (A=0.051) (A =0.059) (A=-0.006) (A=0.072*%) (A=-0.054)
Some College 0.166 0.368 0.171 0.165 0.523 0.136 0.363
Graduate Degree 0.314 0.471 0.294 0.261 0.533 0.221 0.395

(A =0.148***) (A =0.103%) (A=0.123**%)  (A=0.097*) (A=0.010)0 (A=0.086*%) (A=0.032)
AA/AS 0.265 0.367 0.267 0.259 0.605 0.170 0.333
BA/BS 0.266 0.393 0.222 0.223 0.517 0.208 0.309

(A=10.001) (A =0.026) (A =-0.046) (A=-0.036) (A=-0.087) (A=0.037) (A=-0.024)
AA/AS 0.265 0.367 0.267 0.259 0.605 0.170 0.333



Graduate Degree 0.314 0.471 0.294
(A =0.049) (A=0.104) (A=0.027)
BA/BS 0.266 0.393 0.222
Graduate Degree 0.314 0.471 0.294
(A=0.047) (A=0.077) (A=0.072)

0.261
(A =-0.002)
0.223

0.261

(A =0.038)

0.533
(A=-0.072)
0.517

0.533
(A=0.015)

0.221
(A=0.051)
0.208
0.221
(A=0.014)

0.395
(A =0.062)
0.309

0.395

(A = 0.086%)

% p<0.001, ** p<0.01, * p<0.05; A = Change in Predicted Probabilities; Predicted probabilities are subject to rounding error
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Table 3.12. Predicted Probabilities (and Changes) for EOL Planning by Employment Status Calculated from Model 3 using Prolific
Data, 2023 (n = 1,083)

Valid Will Life Insurance =~ Power of Written Ever Discussed Family
Attorney Instructions Discussed ACP with a Interference
EOL Care Doctor
Preferences
Employment Status

Full-time 0.282 0.530 0.234 0.220 0.484 0.170 0.367
Part-time 0.162 0.294 0.199 0.155 0.492 0.176 0.320

(A =-0.125***%) (A =-0.236***) (A=-0.035) (A=-0.065%) (A=0.008) (A=0.006) (A=-0.046)
Full-time 0.282 0.530 0.234 0.220 0.484 0.170 0.367
Self-employed 0.254 0.234 0.183 0.201 0.567 0.175 0.329

(A =-0.029) (A =-0.296***) (A=-0.051) (A=-0.019) (A=0.083) (A=0.005) (A=-0.038)
Full-time 0.282 0.530 0.234 0.220 0.484 0.170 0.367
NIW/Unemployed 0.210 0.247 0.223 0.229 0.588 0.209 0.298

(A =-0.072%) (A =-0.283***) (A=-0.011) (A=0.009) (A=0.104**%) (A=0.039) (A=-0.069)
Part-time 0.162 0.294 0.199 0.155 0.492 0.176 0.320
Self-employed 0.254 0.234 0.183 0.201 0.567 0.175 0.329

(A =0.092%) (A =-0.060) (A=-0.016) (A=0.046) (A =0.075) (A=-0.002) (A=0.008)
Part-time 0.162 0.294 0.199 0.155 0.492 0.176 0.320
NIW/Unemployed 0.210 0.247 0.223 0.229 0.588 0.209 0.298

(A =0.048) (A =-0.047) (A=0.024) (A=0.074) (A=0.095*%) (A=0.033) (A=-0.022)
Self-employed 0.254 0.234 0.183 0.201 0.567 0.175 0.329
NIW/Unemployed 0.210 0.247 0.223 0.229 0.588 0.209 0.298

(A =-0.043) (A=0.013) (A=0.040) (A=0.028) (A =0.021) (A=0.034) (A=-0.031)
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Discussion

In this study, I examined if and how EOL planning is unequally distributed among
diverse SMs to address existing gaps in the literature, to provide the first quantitative study of
EOL planning among a diverse sample of self-identified SMs, and to assess the current state of
EOL planning for SM Americans. Given that existing research on EOL planning has largely
overlooked sexuality as a potential axis of stratification, the study advances existing literature by
including SMs often omitted from EOL planning research (e.g., bisexuals,
unpartnered/unmarried SMs) and incorporating an intersectional lens to move beyond treating
SMs as a monolith. In doing so, this study identifies sources of heterogeneity in EOL planning
among SMs — providing valuable insight into the sociodemographic characteristics and factors
that differentiate SMs’ EOL planning behaviors. By illuminating potential sources of inequality
in SMs Americans’ EOL planning behaviors, this study illuminates potential vulnerabilities at
the EOL — a salient issue given myriad challenges facing SMs in this context. With this in mind,
this study sought to answer three central research questions: (1) Does participation in different
types of EOL planning vary by sexual identity?; (2) How are gender, SES, and race/ethnicity (i.e.
established determinants of EOL planning among non-SMs) associated with EOL planning
among SMs?; and (3) What are other sources of heterogeneity in EOL planning behaviors among
SM Americans?

In sum, I find little evidence that EOL planning is unequally distributed among the U.S.
population by sexual identity when exploring within-sample variation in a sample of self-
identified SM Americans. As analyses of the Prolific survey data show, the few statistically

significant findings observed are limited to measures of informal planning (i.e. having discussed

244



EOL care preferences; having discussed ACP with a doctor) — suggesting that sexual identity
differences in EOL planning are limited in scope and highly-outcome specific. Further, these
limited statistically significant findings are largely dependent on model specifications — with
social factors such as social support and experiences with death amplifying statistically
significant differences. Combined with the general absence of statistically significant differences
in EOL planning behaviors by sexual identity, this study’s findings suggest that investigation
into other sources of heterogeneity among SMs is warranted. In brief, this study’s findings
largely support the hypothesis that participation in different types of EOL planning does not vary
by sexual identity among SMs, when accounting for compositional differences among SMs.
Consequently, this study provides the first quantitative evidence that sexual identity is a less
salient axis of differentiation within SM populations than it is between SM and non-SM
populations.

Further extending the literature, I find evidence that gender, SES, and race/ethnicity are
associated with EOL planning among SMs in ways that both conform to and diverge from
existing literature — literature that is largely built upon samples of heterosexual adults and the
general population. Regarding gender, SM men have consistently lower probabilities of engaging
in informal EOL planning compared to SM women — a finding that corroborates existing
research comparing men and women (Crosby et al., 2016; Forst et al., 2018; Miesfeldt et al.,
2012; Saeed et al., 2018). However, I also find that men have higher odds of having a valid will
or having designated a POA compared to women while not significantly differing from women
across other measures of formal EOL planning — contradicting well-established gender
disparities where women engage in greater amounts of EOL planning overall. Further nuancing

the literature is the inclusion of trans and gender minority SMs in this study’s analyses. This
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study’s findings demonstrate that respondents identifying with “another gender” largely do not
significantly differ from SM men and SM women, and trans identity is an especially salient
source of heterogeneity — with trans SMs demonstrating higher probabilities of completing
formal EOL planning (and having worried about family interference) compared to non-trans
SMs. Consistent with MST, increased participation in EOL planning among trans SMs may
reflect protective strategies in response to anticipatory stressors — such as salient concerns of
interference at the EOL. Together, this study’s findings on gender support both predictions that
SMs do and do not experience/express gender differently than non-SMs with regard to EOL
planning while advancing knowledge about trans status and gender identities beyond binary
variables that dominate the EOL planning literature.

Findings on racial/ethnic differences resemble this study’s findings on the role of gender
among SMs, with racial/ethnic minority SMs exhibiting EOL planning behaviors that are both
consistent with and divergent from existing literature in comparisons with White SMs. For
example, Black SMs exhibit higher odds of having discussed ACP with doctors compared to
White SMs (and Hispanic/Latine SMs do not significantly differ from White SMs) which
conflicts with research finding that Black and Hispanic/Latine respondents more often perceive
EOL planning as being unnecessary (Carr, 2019) and are significantly less likely to have
engaged in any form of EOL planning compared to White respondents (Orlovic ef al., 2018).
However, I also find that Black SMs are significantly less likely to discuss EOL care preferences
compared to White SMs and that Hispanic/Latine SMs are significantly more likely to have
worried about family interference in the EOL context — corroborating existing research with non-
SM samples (Clark et al., 2018; Orlovic et al., 2018). Together, these findings suggest that

race/ethnicity influences the type of EOL planning that SMs engage in rather than uniformly
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influencing the degree of EOL planning participation among SMs, and that race/ethnicity SMs
operates in ways both similar to and different from the general population. Applying an
intersectional lens, the intersecting influences of sexual identity and race/ethnicity (and minority
stressors associated with holding both a SM status and racial/ethnic minority status) may
uniquely shape the EOL planning behaviors of SMs in ways that help to explain these divergent
trends.

Analyses in this study also explored the relationship between SM Americans’ EOL
planning and SES (i.e. household income, education level, and employment status). Findings
show that SES is a consequential — though uneven — axis of stratification in SM Americans’ EOL
planning behaviors, with associations largely conforming to the existing literature. This
alignment between this study’s SES findings and those documented in the available literature
differs from my findings on how gender and race/ethnicity operate among SMs. Further, this
study identifies potential threshold effects for household income and education level, where SES
disadvantages translate to disparities in EOL planning participation — with additional income and
education not linearly increasing EOL planning participation. Taken together, these findings
suggest that the intersection of SM identity with gender, race/ethnicity, and SES both reproduces
existing disparities and produces novel disparities dependent on the type of EOL planning and
comparisons of interest. Drawing on MST and an intersectional approach, these findings
underscore the importance of examining how multiple marginalized identities combine to shape
EOL planning behaviors and how differential exposure to minority stressors (on the basis of
these intersecting identities) may further stratify access to EOL planning among diverse

populations, such as SMs.
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Beyond influences of gender, race/ethnicity, and SES, I examined the sources of
heterogeneity in EOL planning behaviors among SM Americans. Analyses of the Prolific survey
data reveal support for my hypothesis that the following were sources of heterogeneity: marital
status; parental status; birth cohort (as proxied by age); social support; and minority stress.
However, not all of these hypothesized factors are equally influential across the different
measures of EOL planning included in this study. The most salient sources of heterogeneity are:
(1) marital status, with marriage and partnership increasing participation in EOL planning; (2)
birth cohort (as proxied by age), with older age groups demonstrating greater participation in
formal EOL planning and younger groups experiencing elevated concerns about family
interference; (3) outness (i.e. internal minority stress), with greater sexual identity disclosure
associated with increases in both formal and informal EOL planning; and (4) social support, with
perceived support from significant others and from family being associated with measures of
both formal and informal EOL planning. Many of these salient factors are relational in nature,
with social ties central to their influence on EOL planning behaviors. For example, having a
spouse or partner may incentivize EOL planning due to concerns about rising economic
insecurity and the desire to protect surviving partners from precarity (Petrov & Romaguera-de-
la-Cruz, 2024; Turner & Rajnes, 2021) as well as the desire to minimize psychological and
emotional stress on surviving partners who may have to navigate precarious legal contexts and
other sources of minority stress.

Revisiting this study’s focus on MST, this study is the first to quantitatively examine the
role of minority stressors in SM American’s EOL planning behaviors. More specifically, the
inclusion of minority stress measures shows that internal stressors (i.e. outness) have the most

salient effect on EOL planning behaviors relative to other proximal or distal minority stressors,
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such as state-level laws and policies. This may be due to the pervasiveness and saliency of
internal stressors, such as outness, which directly shape SMs’ interactions with others and
engagement with institutions central to EOL planning. For example, sexual identity disclosure
may facilitate engagement with legal and medical institutions central to EOL planning since SMs
who are “out” may experience less anticipatory concerns arising from having a SM identity.
Additionally, this study’s findings reveal within-level variation among minority stressors, as seen
through comparing two distal minority stressors: state-level protections and experiences with
discrimination. While discrimination experiences had a sizeable impact on informal EOL
planning measures, I observed minimal and inconsistent associations between state-level
protections and EOL planning behaviors — suggesting that distal minority stressors do not
operate uniformly. Beyond MST, this study also advances the literature by providing new
evidence using survey data on underexplored population groups (SMs) to test applications of
intersectionality theory, with this study’s findings demonstrating how other social identities — in
addition to SM status — combine in ways that amplify or mitigate access to EOL planning. For
example, SMs who are married/partnered, older, and who are socioeconomically advantaged
experience greater access to formal EOL planning while SMs who are unpartnered, younger, and
socioeconomically disadvantage experience significantly less access to these formal resources,
but experience greater anticipatory concerns about family interference.

In brief, I find evidence that: (1) sexual identity is a less salient axis of differentiation
within SM populations than it is between SM and non-SM populations; (2) gender, SES, and
race/ethnicity are associated with EOL planning among SMs in ways that both conform to and
diverge from existing literature; and (3) hypothesized sources of heterogeneity do differentiate

SMs’ EOL planning behaviors with the most salient sources being marital status, birth cohort (as
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proxied by age), outness (i.e. internal minority stress), and social support. However, there are
several limitations that must be considered when discussing the findings of this study. In
particular, the analytic sample for this study represents a non-probability, quota-based sample.
Consequently, these findings are not nationally representative and while research consistently
demonstrates higher data quality and lower rates of participant disengagement/dishonesty among
participants recruited via the Prolific platform compared to other platforms (Abert & Smilek,
2023; Douglas et al., 2023; Esch et al., 2025; Palan & Schitter, 2018; Peer ef al., 2017; Peer et
al., 2022), respondents who completed my survey may differ from other SMs in ways that are
consequential for findings. Consequently, this study cannot make claims about SMs nationally.

Another limitation is that these data were collected during a time of rapid growth in anti-
LGTBQ+ legislation. As recorded by the Human Rights Campaign (2023), 571 anti-equality
bills were introduced in state legislatures with 77 being signed into law during 2023. These data
are unable to account for the potential effects of the timing of these legislative efforts and
therefore this study’s analyses may not fully account for how structural minority stressors
influence SM Americans’ EOL planning behaviors. Another limitation of this study is that these
data are observational and all analyses are correlational. This means that [ am unable to make
causal claims about the factors associated with differences in EOL planning. Consequently, I am
unable to fully examine how hypothesize scarring effects from the 1980s HIV/AIDS epidemic
may be influencing this study’s findings, but this study should serve as a platform for future
research using longitudinal or cohort-based data to better disentangle potential scarring effects
over the life course as well as examine how cumulative exposure to minority stressors shapes
SM Americans’ EOL planning trajectories. Data collection efforts should also seek to

incorporate robust measures of minority stress to be able to better understand the processes
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potentially underpinning the stratification of EOL planning by sexual identity — as evidenced
through the differential impacts of various minority stressors examined in this study.

In sum, this study’s findings suggest that other social identities (beyond sexual identity)
are important to understanding the EOL planning behaviors of diverse SMs, and that sexual
identity is a less salient axis of differentiation within SM populations than it is between SM and
non-SM populations. Further, this study’s findings provide the opportunity to reconsider well-
established disparities by gender and race/ethnicity, and provides a platform for understanding
how SMs nuance and challenge these findings from the literature. Future research should seek
further examine this study’s findings on the sources of heterogeneity on SM Americans’ EOL
planning behaviors and future studies related to EOL planning should consider applying MST

and an intersectional lens when assessing the EOL planning behaviors of diverse populations.
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Chapter 6: Conclusion

The goal of this dissertation was to examine four broad research questions: (1) How does
EOL planning vary by sexual identity?; (2) How does EOL planning vary by couple type?; (3)
How are gender, SES, and race/ethnicity (i.e. established determinants of EOL planning among
non-SMs) associated with EOL planning among SMs?; and (4) What are other sources of
heterogeneity in EOL planning behaviors among SM Americans? To address these research
questions, | analyzed cross-sectional and longitudinal data from the Health and Retirement Study
(Chapters 3-4) and cross-sectional data from a survey of approximately 1,200 SM adults that I
designed and fielded via the Prolific platform. In this concluding chapter, I summarize the
empirical results of this dissertation, discuss the implications of this dissertation’s findings,
review the limitations of the methods used in this dissertation, and conclude by outlining

potential avenues for future research informed by this dissertation’s findings.

Summary of Empirical Results

Given that EOL planning is a crucial tool for ensuring autonomy in the EOL context
(Carr, 2019), this dissertation employed three different empirical studies to investigate the role of
SM status (i.e. sexual identity and couple type) and the intertwined influence of other
sociodemographic characteristics and social factors on EOL planning behaviors. Further, this
dissertation is the first to apply MST to the EOL planning context. As discussed in earlier
chapters, SM older adults are a growing and diverse population whose life courses have been
uniquely shaped by historical events and structural discrimination in social, legal, and health care
contexts. This has contributed to persistent heath disparities and cumulative disadvantages facing

SM older adults, and conceptually represent enduring minority stressors. Examining EOL

252



planning among SM older adults reveals how minority stressors and other factors affect
autonomy regarding EOL decisions. This dissertation examined these EOL issues using different
samples of SMs and non-SMs with different baseline levels of EOL planning engagement — as
outlined in Table 4.1 below.

In Chapter 3, I examined: (1) if and how EOL planning participation varies by sexual
identity (e.g., heterosexual v. gay/lesbian); and (2) if and how the intersection of sexual identity
and gender differentiate Americans’ access to EOL planning. Using cross-sectional data from the
2022 HRS, I compared the EOL planning behaviors of self-identified SMs and non-SMs. While
the available literature on EOL planning has largely overlooked sexual identity as a potential axis
of stratification and the existing knowledge base is largely composed of research with
predominately White and affluent same-sex spouses (Thomeer ef al., 2017), Chapter 3
represented the first quantitative study of self-identity SMs using national data. Findings showed
that gay/lesbian respondents have statistically significantly greater odds of having engaged in
multiple measures of EOL planning compared to heterosexual respondents, with heterosexual
respondents not having greater odds of engaging in any EOL planning measure compared to
gay/lesbian respondents. More specifically, gay/lesbian respondents have greater odds
(compared to heterosexual respondents) of having ever discussed EOL care preferences, having
designated a POA, and having provided written instructions. I also found that “SOSI”
respondents have statistically significantly lower odds of having engaged in any form of EOL
planning (with the exception of having a valid will) compared to heterosexual respondents while
bisexual respondents do not significantly differ from heterosexual respondents across any EOL
planning measure. This suggests that EOL planning does vary by sexual identity, but not all SMs

are more likely than non-SMs to engage in EOL planning.

253



Table 4.1. Distribution of Measures of EOL Planning by Analytic Sample Composition across Dissertation Chapters

Chapter 3 Chapter 4 Chapter 5
Data Source 2022 HRS 2012-2018 HRS 2023 Prolific
Data
Sample SM Adults Heterosexual Same-sex Different-sex SM Adults
Adults Couples Couples
N % N % N % N % N %

Valid Will

No 285 67.38% 4,122 50.05% 59 36.20% 7,265 47.54% 814  75.16%

Yes 138 32.62% 4,113  49.94% 104  63.80% 8,017 52.46% 269  24.84%
Life Insurance

No 278 66.19% 3,826  46.75% 45 27.61% 4,511 29.55% 660  60.94%

Yes 142 33.81% 4,358 53.25% 118  72.39% 10,754  70.45% 423  39.06%
Power of Attorney

No 184 55.42% 2,584  39.26% 12 22.64% 3,289 38.58% 843  77.84%

Yes 148 44.58% 3,997 60.74% 41 77.36% 5,237 61.42% 240 22.16%
Written Instructions

No 197 59.34% 2,884  43.87% 11 20.75% 3,560 41.78% 854  78.86%

Yes 135 40.66% 3,690 56.13% 42 79.25% 4,961 58.22% 229  21.14%
Ever Discussed EOL Care
Preferences

No 164 61.19% 2,051  40.05% 7 13.21% 2,237 26.21% 516 47.65%

Yes 104 38.81% 3,070 59.95% 46 86.79% 6,298 73.79% 567  52.35%
Ever Discussed ACP with a Doctor

No — — — — - - - - 888  81.99%

Yes — — — — — — — — 195 18.01%
Worried about Family Interference

No — - - - - - - - 719  66.39%

Yes — — — — — — — — 364  33.61%

Note: Percentages may not sum to 100.0 due to rounding error
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Findings from Chapter 3 also demonstrated that associations of sexual identity with EOL
planning differ by gender, with within gender comparisons showing greater evidence of
differences by sexual identity among men. While findings revealed limited evidence of
statistically significant differences in EOL planning in comparisons of women across sexual
identity groups, gay men were shown to have statistically significantly greater predicted
probabilities of having ever discussed EOL care preferences, having provided written
instructions, and having designated a POA compared to heterosexual men. Yet, bisexual men did
not significantly differ from heterosexual men across any of the EOL planning measures —
reinforcing the notion that associations of sexual identity may differ by gender. Accordingly,
these findings suggest the influence of sexual identity on EOL planning behaviors is conditioned
by gender — highlighting the need for more nuanced, intersectional analyses. With this in mind,
Chapter 3 also included comparisons across gender and within sexual identity groups, showing
evidence of well-documented gender disparities. In particular, I found that heterosexual women
and bisexual women had greater predicted probabilities of having engaged in EOL planning
across all measures of EOL planning (with the exception of “life insurance” for heterosexual
women) compared to their male counterparts. And for heterosexual women, all these greater
predicted probabilities were statistically significant in comparisons with heterosexual men. This
aligns with existing research finding that women are more likely than men to engage in multiple
forms of EOL planning across numerous studies, such as acquiring early do-not-resuscitate
(DNR) orders and enrolling in hospice (Crosby et al., 2016; Forst ef al., 2018; Miesfeldt et al.,
2012; Saeed et al., 2018). However, there was only one statistically significant finding when
comparing the EOL planning behaviors of bisexual men and women, and there is not a consistent

pattern when comparing men and women who identify as gay/lesbian or “SOSI”. This would
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appear to suggest that while gender disparities in EOL planning are quite salient for heterosexual
individuals, gender is a less salient axis of differentiation among SM groups — further
underscoring the need for more nuanced, intersectional analyses that account for sexual identity
and SM status. In sum, findings from Chapter 3 suggested that SMs redefine understandings of
gender and nuance established gender disparities.

Juxtaposing these Chapter 3 findings with the broader literature on gender differences in
EOL planning, these findings indicate that while entrenched gender norms appear to reproduce
well-documented gender disparities in comparisons of heterosexual men and women, SM status
may reshape how gender influences EOL planning behaviors. While femininity practices may
promote greater EOL planning participation among non-SM women given how these practices
often emphasize caregiving and relational responsibilities — potentially normalizing discussions
about future EOL care needs and engagement with institutions central to EOL planning (e.g., the
medical system) — the gendered expectations that typically structure EOL planning behaviors
may be less pronounced for SMs’ broader social context. For example, as detailed in Chapter 2,
SMs’ experiences with navigating unique minority stressors (e.g., absence of federal policies for
resolving health care proxy disputes), managing fears of interference by estranged “families of
origin”, and engaging in anticipatory health behaviors stemming from growing awareness of SM
health disparities may help to explain how SMs in Chapter 3 may be “doing gender” differently
from non-SMs as a function of how sexual identity — in particular, SM status — reshapes the
social contexts in which gendered expectations are enacted.

Chapter 4 focused on couple type as a distinct form of SM status. More specifically,
Chapter 4 used longitudinal data from the 2012-2018 HRS to identify and compare EOL

planning behaviors between those in same-sex and different-sex couples. In this chapter, I
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examined: (1) if and how EOL planning participation varies by couple type (i.e. same-sex v.
different-sex); and (2) if and how the intersection of couple type and gender differentiates
Americans’ access to EOL planning. Prior literature has not considered the relational nature of
gender within couples in the context of EOL planning. Further, the landmark study by Thomeer
et al. (2017) on same-sex couples’ EOL planning behaviors was: (1) conducted before federal
marriage equality became “law of the land”; and (2) limited in its ability to account for the
potential influences of other social identities on couples’ EOL planning behaviors given the lack
of racial/ethnic and socioeconomic diversity of the study’s sample. Accordingly, I adopted a
gender-as-relational perspective and intersectional perspective in Chapter 4 to address these
limitations and to provide the first attempt to quantitatively test (using national data) the
qualitative findings by Thomeer et al. (2017) showing that while heterosexual spouses report
minimal formal or informal EOL planning, same-sex spouses devote considerable attention to
informal EOL planning conversations and formal EOL plans. Findings from Chapter 4 largely
replicated qualitative findings by Thomeer et al. (2017). The quantitative evidence indicates that
same-sex couples devote considerable attention to informal EOL planning conversations and
multiple measures of formal EOL plans compared to different-sex couples. However, those in
same-sex couples did not significantly differ from those different-sex couples across all measures
of EOL planning — suggesting that associations with couple type may vary depending on the
specific type of EOL planning. More specifically, respondents in same-sex couples have greater
odds (compared to respondents in different-sex couples) of having a valid will, having
designated a POA, and having provided written instructions. Further, respondents in same-sex
couples did not significantly differ from respondents in different-sex couples in the odds of

having life insurance or having ever discussed EOL care preferences. Conceptually, these
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findings suggest that those in same-sex couples may be particularly motivated to establish formal
EOL plans — likely reflecting historical and continued concerns about institutional recognition of
same-sex relationships and the influence of unique couple-level minority stressors (Rostosky &
Riggle, 2017; Thomeer et al., 2018). And these quantitative findings extend prior qualitative by
Thomeer et al. (2017) by demonstrating via national data how disparities in EOL planning by
couple type are concentrated among formal and medical EOL planning rather than informal EOL
planning — refining our understanding of how couple type shapes engagement in EOL planning.
Beyond testing qualitative findings by Thomeer ef al. (2017) using national data featuring
a more diverse analytic sample and including both married and unmarried coupled adults,
analyses from Chapter 4 also demonstrated how associations of couple type with EOL planning
differ by gender composition of the couple (e.g., men partnered with women, men partnered with
men, women partnered with women). In Chapter 4, within couple type comparisons showed that
women in same-sex and different-sex couples have greater predicted probabilities of having
engaged in the vast majority of EOL planning measures — with the exception of life insurance —
compared to their male counterparts. These findings are in alignment with the existing literature
documenting greater participation in EOL planning by women compared to men. Yet,
comparisons across couple type revealed that women and men in same-sex couples did not
significantly differ in their predicted probabilities of completing EOL planning, whereas women
and men in different-sex couples did significantly differ in their predicted probabilities of
completing EOL planning. This suggests SMs redefine understandings of gender and nuance
established gender disparities. In particular, the absence of gender differences in EOL planning
among same-sex couples suggests that the greater participation in EOL planning among women

in prior literature may be shaped by the gendered dynamics of different-sex relationships, with
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gendered expectations potentially being less salient for those in same-sex relationships.
Consequently, these findings from Chapter 4 underscore the importance of adopting a gender-as-
relational perspective given that the gender composition of couples (and not only the individual
respondent’s gender) appeared to nuance well-established gender disparities in EOL planning
from the literature (Crosby et al., 2016; Forst et al., 2018; Miesfeldt et al., 2012; Saeed et al.,
2018).

The primary focus of Chapter 5 was to examine if and how EOL planning varies by SM
identity (e.g., gay/lesbian, bisexual, some other sexual identity). Additionally, findings from
Chapter 5 shed light on how well-known determinants of EOL planning (i.e. gender,
race/ethnicity, and SES) are associated with EOL planning among SMs, and these findings
provided insight into what other sources of heterogeneity in EOL planning behaviors exist
among SM Americans. Using original data from a cross-sectional survey of self-identified SM
adults that I designed and fielded via the Prolific platform, I compared the EOL planning
behaviors of different SM identity groups which were identified via self-reported sexual identity
information using an expanded measure of sexual identity. Chapter 5 addressed the dearth of
research on sexuality and EOL planning behaviors, and addressed the omission of other SM
groups from the broader EOL planning literature (e.g., bisexual) while also incorporating
measures of minority stress to directly test applications of MST among diverse SM Americans.
Contrary to Chapter 3, I found little evidence in Chapter 5 that EOL planning is unequally
distributed among the U.S. population by sexual identity when exploring within-sample variation
in a sample of self-identified SM Americans. Consequently, Chapter 5 provided the first
quantitative evidence that sexual identity is a less salient axis of differentiation within SM

populations than it is between SM and non-SM populations, with observed sexual identity
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differences in EOL planning being limited in scope, highly-outcome specific, and largely
dependent on model specifications. This would appear to suggest that sexuality matters for SM
American’s EOL planning behaviors, but in different ways than originally anticipated. For
example, sexual identity appears to shape how other social identities are expressed via EOL
planning behaviors and SMs’ exposures to different social factors. These findings may
potentially be explained, in part, by the differing compositions of the analytic samples across
Chapters 3 and 5 (e.g., differing age distributions), as well as by broader characteristics of
Prolific platform participants (e.g., disproportionately higher educational attainment on average)
— emphasizing the need for and value of further data collection and analyses with other diverse
samples including identifiable SMs to better ascertain the relationship between sexual identity
and EOL planning (Tang, Birrell, & Lerner, 2022).

Findings from Chapter 5 also revealed that gender, SES, and race/ethnicity are associated
with EOL planning among SMs in ways that both conform to and diverge from existing literature
— literature that is largely built upon samples of heterosexual adults and the general population.
Drawing on MST and an intersectional approach, Chapter 5 findings underscored the importance
of examining how multiple marginalized identities combine to shape EOL planning behaviors
and how differential exposure to minority stressors (on the basis of these intersecting identities)
may further stratify access to EOL planning among diverse populations, such as SMs. Looking at
differences by gender, while SM men (consistent with prior literature) have lower probabilities
of engaging in informal EOL planning compared to SM women, SM men also have higher odds
of having a valid will or having designated a POA compared — contradicting well-established
gender disparities. Additionally, when including trans and gender minority SMs, respondents

identifying with “another gender” largely do not significantly differ from SM men and SM
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women, and trans SMs demonstrate higher probabilities of completing formal EOL planning
(and having worried about family interference) compared to non-trans SMs. Regarding
race/ethnicity, racial/ethnic minority SMs exhibited EOL planning behaviors that were both
consistent with and divergent from existing literature in comparisons with White SMs. Although
Black SMs were more likely than White SMs to discuss ACP with doctors (while
Hispanic/Latine SMs did not differ) — contradicting prior research showing lower EOL planning
among both racial/ethnic minority groups — my findings also align with existing work showing
Black SMs are less likely to discuss EOL care preferences and Hispanic/Latine SMs are more
likely to have worried about family interference (Clark et al., 2018; Orlovic et al., 2018).
Diverging from findings on gender and race/ethnicity, Chapter 5 analyses also show how SES
influences EOL planning among SMs in expected (but non-linear) ways, with SES disadvantages
translating to reduced participation in EOL planning up to a certain threshold among SM
Americans. Together, Chapter 5 findings on these established determinants of EOL planning
reveal how gender and race/ethnicity produces more nuanced of novel associations when
examining a sample of diverse SMs — reinforcing the value of examining how multiple
marginalized identities combine to shape EOL planning behaviors — whereas SES continues to
operate as a stratifying factor which is largely consistent with prior literature.

Beyond gender, race/ethnicity, and SES, analyses in Chapter 5 also demonstrated that
hypothesized sources of heterogeneity (detailed in Chapters 2 and 5) do differentiate SMs” EOL
planning behaviors with the most salient sources being marital status, birth cohort (as proxied by
age group), outness (i.e. internal minority stress), and social support. More specifically, analyses
from Chapter 5 revealed how EOL planning among SMs is shaped by relational contexts with

partnered SMs (especially those who are married) being more likely to engage in EOL planning
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behaviors. Further, findings on social support indicated that ties to both family and significant
others are influential for informal EOL planning behaviors, with greater levels of social support
motivating EOL planning participation and differing levels of support sensitizing SM Americans
to vulnerabilities in the EOL context (i.e. potential family interference) depending on the source
of support. Additionally, greater degrees of sexual identity disclosure were shown to
significantly increase the odds of having designated a POA, having provided written instructions,
and having discussed ACP with a doctor. Regarding birth cohort (as proxied by age group),
Chapter 5 findings showed how older age groups generally experienced greater odds of engaging
in EOL planning relative to younger age groups — with associations being concentrated among
SMs who were adolescents to middle-aged adults during the height of the AIDS Epidemic (i.e.
age groups 55-64 and 65+) and among SMs ages 45-54 who came of age during the late/post-
peak years of the AIDS Epidemic where social stigma and legal uncertainty remained high.
These findings on age group differences provide limited support for the notion that there is
variation in EOL planning among SMs may be partially explained by variation by birth cohort in
exposure to historical stressors. Lastly, through incorporating measures of minority stress to
directly test applications of MST among diverse SM Americans, Chapter 5 findings revealed that
internal stressors (i.e. outness) have the most salient effect on EOL planning behaviors relative to
other proximal or distal minority stressors, such as state-level laws and policies — a novel finding
given that this study was the first to quantitatively examine the role of minority stressors in SM

American’s EOL planning behaviors.

262



Discussion

Drawing conclusions about the role of sexuality and SM status in EOL planning
behaviors has historically been difficult given the lack of data and research on SMs’> EOL
planning behaviors and attitudes. Further, the EOL planning literature has focused almost
exclusively on different-sex couples or heterosexuals (or does not account for sexual identity or
attempt to identify if respondents are SMs). Yet, SMs are a growing population in the U.S. and
theoretical frameworks such as MST suggest that SMs should have differential rates of EOL
planning compared to non-SMs as a consequence of minority stressors and structural
discrimination in health care facing SMs (rooted in the AIDS Epidemic of the 1980s and the
medicalization of sexuality and pathology ascribed to homosexuality). In sum, dominant
sociological theories, such as MST, that have not yet been quantitatively applied to the EOL
planning literature advance the need for research that includes and specifically accounts for SM
populations to better understand how sexuality and SM status relate to the stratification of EOL
planning — a crucial tool for ensuring and retaining autonomy at the EOL. This dissertation
addresses the lack of data and research on SMs’ EOL planning behaviors and attitudes and offers
new evidence using survey data on SMs (i.e. an underexplored population group) by testing
applications of multiple theoretical frameworks.

First, this dissertation attended to some of the ways that minority stress may be embedded
in and influence the EOL planning behaviors of SM Americans. More specifically, this
dissertation included the first quantitative study of EOL planning among a diverse sample of
self-identified SMs while including unpartnered/unmarried SMs and SM identities beyond
“gay/lesbian”. In doing so, this dissertation simultaneously provided the first analysis of SM

Americans’ EOL planning behaviors while incorporating measures of minority stress (e.g.
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assessing structural minority stress by accounting for the presence of state-level policies that are
harmful to SMs). This novel analytic approach contributed to the EOL planning literature by
using quantitative data from SMs to directly test applications of MST and shedding light on how
minority stressors not only impact SMs health behaviors (e.g., seeking care) and outcomes (e.g.,
negative self-esteem), but how minority stressors relate to EOL planning behaviors (Brooks,
1981; Meyer, 2003; Sun et al., 2020). It is clear from Chapter 5 that minority stress is
consequential for SM Americans’ engagement in EOL planning, but not all minority stressors are
equal in their impact. More specifically, this research is the first to quantitatively demonstrate
how internal stressors (i.e. outness) have the most salient effect on EOL planning behaviors
relative to other proximal or distal minority stressors, such as state-level laws and policies. As |
argue in Chapter 5, this may be due to the pervasiveness and saliency of internal stressors, such
as outness, which directly shape SMs’ interactions with others and engagement with institutions
central to EOL planning. Additionally, this research is the first to quantitatively document
within-level variation among minority stressors in the context of EOL planning, as seen through
comparing two distal minority stressors: state-level protections and experiences with
discrimination. While discrimination experiences had a sizeable impact on informal EOL
planning measures, Chapter 5 findings revealed minimal and inconsistent associations between
state-level protections and EOL planning behaviors — suggesting that distal minority stressors do
not operate uniformly.

Consequently, I believe this dissertation’s findings suggest that efforts to increase EOL
planning among Americans (in particular, SM Americans) should move beyond a sole focus on
structural or policy-level interventions — as evidenced by the consistently low number of

Americans engaging in EOL planning despite national policy efforts such as the Patient Self-
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Determination Act (PSDA) passed by the U.S. Congress in 1990 (Carr, 2019; Hunsaker & Mann,
2013; U.S. Department of Health and Human Services, 2008) and more recent policy efforts
stemming from the passage of the PSDA, such as reimbursements for HCPs’ time spent
discussing EOL issues with Medicare-beneficiary patients. While advancing policies that support
and facilitate EOL planning participations remains important for reducing structural barriers and
improving access to these potential autonomy-preserving resources, this dissertation highlights
how the interpersonal and relational dimensions of EOL planning (e.g., outness, marital status,
social support) may more meaningfully influence and structure whether and how people engage
in EOL planning. With this in mind, interventions that seek to reduce medical stigma, foster trust
in patient-provider relationships, enshrine protections for social relationships historically
unrecognized by legal and medical institutions (e.g., chosen family, unmarried partners), and
establish affirming and inclusive care environments may help to ensure that people — including
both SMs and non-SMs — not only have greater access to EOL planning but feel empowered to
make important and necessary decisions about their EOL wishes and preferences. Such
interventions that may attend to this suggested relational aspect of EOL planning include
expanding SM-affirming communication trainings and expanding LGBTQ+ health curricula for
HCPs, integrating inclusive medical intake forms and electronic health records which allow for
patients to designate chosen family/friends as surrogate decision-makers, and expanding ACP
programs to adopt dyadic or network-based approaches where EOL discussions are facilitated
with not just patients in isolation, but with their partners and other important social relationships.
Interventions that seek to improve the cultural-responsiveness of health care environments (and
HCPs) to SM populations may be particularly advantageous given documented education gaps

and variability in exposure to LGBTQ+ health content in U.S. residency curricula (Hsiang ef al.,
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2025) — despite the centrality of the medical context to EOL planning and the legacy of medical
mistrust and other minority stressors marking the lived experiences of SMs historically.

Related to this dissertation’s findings on different types/levels of minority stressors, this
research marks the first attempt to examine hypothesized scarring effects from the 1980s
HIV/AIDS epidemic (i.e. a unique minority stressor) on SM Americans’ EOL planning
behaviors. By using age group and measures of experiences with and social proximity to
HIV/AIDS, Chapter 5 analyses provide further support for the hypothesis that greater exposure
to minority stressors is associated with greater participation in EOL planning among SM
Americans given how greater social proximity to and experiences with HIV/AIDS (a historically
salient source of minority stress among SM communities) was associated with increased in EOL
planning participation across several measures. Importantly, Chapter 5 analyses show how these
associations remained statistically significant when accounting for statistically significant age
group differences — suggesting that differences by one’s experiences with and social proximity to
HIV/AIDS are not only attributable to aging or age differences. I argue that these findings
provide preliminary evidence that the 1980s AIDS Epidemic is not only a historical health crisis,
but a potential source of collective trauma for cohorts of SMs who came of age during the time
and immediate aftermath of this public health crisis — collective trauma which has shaped the
anticipatory behaviors of these SM adults. Importantly, the persistence of associations between
EOL planning and measures of greater social proximity to and experiences with HIV/AIDS net
of the aforementioned age effects nuances a purely life course or age-based explanation of EOL
planning participation. More specifically, while engagement in EOL planning may be viewed as
byproduct of aging, this dissertation’s findings suggest the potential for the experiences of

historical traumas to have lasting consequences for anticipatory behaviors such as EOL planning

266



among marginalized groups (i.e. SMs). Interestingly, this dissertation also documents differences
by SM status in EOL planning behaviors among analytic samples with higher average ages when
analyzing HRS data in Chapters 3-4.

While analyses in Chapters 3-4 did not include direct measures of minority stress, these
studies included measures often connected with minority stress (e.g., self-reported health) and
revealed how increases in comorbid conditions, negative self-health evaluations, and changes in
self-reported health over time incentivize participation in EOL planning behaviors.
Consequently, this research provided further evidence of how health disparities between SMs
and non-SMs (which are commonly explained via MST) may incentivize EOL planning among
SMs. And while full testing of MST in the context of EOL planning is beyond the scope of the
data used in Chapters 3-4, I argue that these findings reveal potential pathways through which
minority stress may ultimately shape EOL planning behaviors for SM Americans, More
specifically, changes and disparities in health — outcomes that are well-connected to the
cumulative effects of minority stressors in the broader literature — appear to increase the saliency
of one’s vulnerabilities or mortality, thereby motivating greater participation in EOL planning.
Consequently, even in the absence of explicit measures of minority stress, findings from
Chapters 3-4 allude to how socially-produced health disparities between SM and non-SM
populations may serve as a bridge between minority stress processes and engagement in EOL
planning. Further, given how findings from Chapter 5 outline how different types/levels of
minority stressors are a source of heterogeneity within SM populations, variation in exposure to
such minority stressors may condition changes and disparities in health among SMs leading to
differences in EOL planning participation. In brief, this dissertation illuminated how minority

stress not only potentially stratifies EOL planning between SMs and non-SMs, but how minority
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stress (and different types of levels of minority stressors) differentiate the EOL planning of
diverse SMs — a rapidly growing yet under-research population.

Conceptually, this dissertation’s findings on minority stress present an important
refinement of MST. While MST has been extensively used to explain health disparities facing
SMs (Brooks, 1981; Brooks et al., 2018), this dissertation’s novel application of MST to the
EOL context demonstrates how exposure to minority stressors not only shapes health risks, but
shapes anticipatory behaviors and risk-management strategies (i.e. engagement in EOL
planning). In essence, this dissertation’s findings on minority stress highlight the importance of
considering MST — in particular, structural (e.g., state-level laws and policies) and relational
sources of minority stress (e.g., experiences with discrimination, sexual identity disclosure) — in
empirical investigations of inequities in aging experiences and EOL processes. Broadly, for the
minority stress literature, this dissertation suggests that existing research would benefit from
greater attention to how the consequences and correlates of minority stress vary across different
contexts and outcomes, including not only health disparities but adaptive/anticipatory behaviors
that potentially function as strategies to minimize vulnerability/risk later in the life course (e.g.,
EOL planning). And by linking historical trauma, proximal and distal minority stressors, and
health outcomes to EOL planning behaviors across three related studies composing this
dissertation, I believe this dissertation provides an empirical foundation for beginning to
understand how minority stress may not only produce risks (e.g., health disparities) for
vulnerable populations but also shapes anticipatory strategies — such as EOL planning —
employed by members of marginalized populations (i.e. SMs) to mitigate impacts of these risks
over time. Accordingly, I argue that this dissertation underscores the importance of incorporating

explicit measures of minority stress in future research to more directly and comprehensively test
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applications of MST to the EOL context — a perspective that is markedly absent from the EOL
planning literature yet is relevant to understanding diverse populations’ EOL planning
participation as this dissertation’s findings demonstrate.

Second, this dissertation refined our understanding of social stratification by
demonstrating the importance of examining sexuality and gender as core axes of stratification
that shape Americans’ aging and EOL experiences. And by not treating sexuality and gender as
secondary or additive characteristics, this dissertation illuminated how these social identities are
foundational dimensions of inequality that intersect with other social identities and social factors
to produce unequal outcomes at the EOL. In doing so, this dissertation tested applications of
intersectionality theory, which suggests that sexuality intersects with other social identities (e.g.,
gender) in ways that amplify or mitigate access to EOL planning. Findings from Chapter 3-5
demonstrated how the intersection of gender and SM status (as proxied by sexual identity and
couple type) differentiate Americans’ engagement in EOL planning behaviors. More specifically,
Chapter 3 analyses revealed that differences by sexual identity were more salient in comparisons
of men as opposed to comparisons of women, and comparisons of men and women within sexual
identity groups showed comparisons of non-SM men and women corroborate existing research
finding that women are more likely than men to engage in multiple forms of EOL planning
across numerous studies (Crosby et al., 2016; Forst et al., 2018; Miesfeldt et al., 2012; Saeed et
al., 2018) while comparisons of SM men and women did not replicate these well-established
gender disparities. Taken together, these findings demonstrated how gender disparities in EOL
planning and enactments of gendered expectations are not universal, but instead dependent on
intersection social identities (e.g., sexual identity) and relational contexts (e.g., gender

composition of couples). Consequently, this dissertation affirms how examining key social
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identities (e.g., gender) in isolation may obscure important sources of stratification in
consequential outcomes, such as participation in EOL planning, and illustrates how studies of
EOL planning and other aging experiences may benefit from considering how multiple axes of
stratification jointly structure EOL planning behaviors.

Relatedly, Chapter 5 analyses of gender and EOL planning behaviors among a sample
composed exclusively of self-identified SMs revealed how SMs both do and do not
experience/express gender differently than non-SMs with regard to EOL planning while
advancing knowledge about trans status and gender identities beyond binary variables that
dominate the EOL planning literature. For example, Chapter 5 findings outlined how SM men
have consistently lower probabilities of engaging in informal EOL planning compared to SM
women — a finding that corroborates existing research. However, I also found that SM men have
higher odds of having a valid will or having designated a POA compared to SM women while
not significantly differing from women across other measures of formal EOL planning —
contradicting well-established gender disparities where women engage in greater amounts of
EOL planning overall. Additionally, Chapter 5 findings showed that SM respondents identifying
with “another gender” largely did not differ from SM men and women in their EOL planning
participation, while trans identity emerged as a key source of heterogeneity among SMs with
trans SMs exhibiting greater engagement in formal EOL planning (and greater probability of
having worried about family interference) compared to non-trans SMs. Consequently, these
findings from Chapters 3 and 5 also provided new evidence of the “doing gender” perspective
using survey data on SMs (and gender minorities) in a novel context (i.e. EOL planning) by
quantitatively documenting how SMs and non-SMs seemingly enact gendered expectations and

cultural norms about masculinity/femininity differently through the ways they communicate
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about, structure, and implement their EOL preferences. In doing so, this research also addressed
the historical exclusion of transgender and non-binary populations from the majority of research
on gender disparities in EOL planning, which has focused on the experiences of (predominately
non-SM) cisgender men and women (Gott et al., 2020).

By incorporating analyses of a diverse sample of self-identified SMs (as well as trans and
other gender minority respondents), this dissertation also extends our theoretical understandings
of gender by demonstrating how gendered patterns in EOL planning are not immutable or
“fixed”, but rather vary across contexts and social identities (e.g., SM identity). In doing so, this
dissertation’s findings refine the “doing gender” perspective — while augmenting the existing
EOL planning literature — by highlighting how well-documented gender disparities in EOL
planning may reflect patterns among heterosexual (and cisgender) populations. In sum, the
inclusion of a diverse sample of self-identified SMs in this dissertation not only revises our
understanding of key sources of heterogeneity such as gender, but underscores the importance of
and need for future research to examine both sexuality and gender as core axes of stratification
that shape Americans’ aging and EOL experiences. Moreover, [ would argue that this
dissertation’s findings on gender differences in EOL planning participation when accounting for
sexuality advance the idea that these behaviors are shaped by intersecting social positions (e.g.,
SM status, trans identity) rather than reflecting “fixed” or inherent differences between men and
women. | believe that the observed variation in EOL planning between SM subgroups —
particularly the greater participation in measures of formal EOL planning among trans SMs —
suggests that perceived institutional vulnerabilities may incentivize greater engagement reliance
on available formal protections to mitigate risks and vulnerabilities at the EOL. Accordingly, the

well-established gender disparity in the EOL planning literature where women engage in greater
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amounts of EOL planning relative to men may instead reflect the social positioning and social
dynamics of predominately heterosexual and cisgender populations. This insight further
underscores the importance of jointly examining sexuality and gender as intersecting axes of
stratification in shaping EOL planning experiences. And while this dissertation illuminates how
sexuality and SM status matter as a core axis of differentiation for Americans’ propensity to
engage in EOL planning, this dissertation also sheds light on how sexuality and SM status shape
how Americans experience and embody other influential social identities — such as gender.

Evaluating another type of SM status (as proxied couple type), Chapter 4 provided further
insight into how the intersection of couple type and gender differentiate Americans’ engagement
in EOL planning behaviors. Chapter 4 analyses revealed that women regardless of couple type
have greater predicted probabilities of having engaged in EOL planning compared to their male
counterparts., with the exception of life insurance, thereby reaffirming established gender
disparities in the broader EOL planning literature. Crucially, comparisons across couple type
revealed that these differences are only significant in comparisons of different-sex couples and
not comparisons of same-sex couples, further suggesting that SMs redefine understandings of
gender and nuance established gender disparities and further reinforcing the importance of
adopting an intersectional lens to understand how different social identities influence EOL
planning outcomes not only independently but jointly as well. These findings by gender suggest
that gender differences in EOL planning are not inherent to the individual’s own gender, but
these differences are rather shaped by relational and social contexts. With this in mind, the
intersectional approach to understanding the influences of couple type and gender in Chapter 4
also shed light on how the gender composition of couples — and thus a gender-as-relational

perspective — reconfigures our general understanding of gender disparities in EOL planning
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outcomes. More specifically, this research represented the first quantitative application of a
gender-as-relational perspective to EOL planning research, and provided empirical support for
the notion that EOL planning behaviors should vary based on the gender composition of the
relationship — with gender not only being an individual attribute but an impactful social factor
that emerges from relational contexts such as intimate relationships. In brief, this dissertation’s
incorporation of sexuality advances our knowledge about the relativity of gendered contexts, and
advances prior research arguing that women’s and men’s behaviors and experiences are
dependent upon relational contexts (e.g., whether one’s spouse or partner is a woman or a man)
by extending that research to the EOL planning domain (Goldberg, 2013; Reczek & Umberson,
2012; Umberson, Thomeer, Kroeger, Lodge, & Xu, 2015; Umberson, Thomeer, & Lodge, 2015).
Revisiting how this dissertation tested applications of intersectionality theory, this
dissertation also helped to advance the limited EOL planning literature beyond treating SMs as a
monolith by adopting an intersectional perspective to examine heterogeneity within SM
populations in Chapter 5. Through studying a diverse sample of SMs, this research advanced
knowledge about how intersectionality theory applies to the EOL context by providing
quantitative data on which intersecting social identities and social factors produce unequal
outcomes at the EOL for SMs belonging to different sexual identity groups. For example,
Chapter 5 findings detailed how race/ethnicity influences the type of EOL planning that SMs
engage in rather than uniformly influencing the degree of EOL planning participation among
SMs, and that race/ethnicity SMs operates in ways both similar to and different from the general
population. Chapter 5 analyses also investigated the relationship between SM Americans’ EOL
planning and SES, with findings revealing how SES is a consequential — though uneven — axis of

stratification in SM Americans’ EOL planning behaviors. While associations largely conformed
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to the existing literature on SES differences in EOL planning, this research also identified
potential threshold effects for household income and education level — where SES disadvantages
translated to disparities in EOL planning participation, but additional income and education did
not linearly increase EOL planning participation. Taken together, Chapter 5 findings suggested
that the intersection of SM identity with race/ethnicity and SES both reproduces existing
disparities and produces novel disparities dependent on the type of EOL planning and
comparisons of interest. Further, as detailed in Figure 3.1 of Chapter 5, this dissertation’s
findings support the notion that intersecting minority identities/statuses are consequential for SM
Americans’ EOL planning behaviors — with the cumulative burden of minority stressors facing
SMs (and experiences of these stressors) varying on the basis of intersecting minority
identities/status and, consequently, differentiating SMs’> EOL planning behaviors. This, I argue,
demonstrates the value of not only adopting an intersectional perspective to studying the EOL
context, but considering how MST and intersectionality theory may jointly shape SM
Americans’ EOL planning. Lastly, through adopting an intersectional perspective to examine
heterogeneity within SM populations, Chapter 5 findings revealed support for my hypothesis that
the following were sources of heterogeneity: marital status; parental status; birth cohort (as
proxied by age); social support; and minority stress.

Collectively, this dissertation’s findings cement the relevance of MST, intersectionality
theory, a gender-as-relational perspective, and a “doing gender” perspective to understanding
how sexuality (and other social identities such as gender) stratify Americans’ EOL planning
behaviors and this dissertation provides new quantitative evidence on EOL planning among
underexplored population groups by testing applications of these theoretical frameworks. In

doing so, this dissertation not only emphasizes the importance of considering sexual identity and
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SM status in empirical investigations concerning the EOL context, but this dissertation advanced
knowledge about the increased diversity of families and growth of minority populations in a time
of aging populations. More specifically, the demographic profiles of SMs and same-sex couples
— characterized by higher rates of childlessness, non-marriage, and reliance on informal and non-
kin social support networks — mirror broader trends in family structure changes, allowing
researchers to evaluate the impacts of these recent demographic trends. For example, given the
growth of childless families in the U.S. (Li, 2025; Minkin, Horowitz, Aragdo, 2024), this
dissertation’s inclusion of and focus on SMs and same-sex couples provides valuable insight into
how these characteristics shape EOL planning behaviors and potentially influence EOL
outcomes. Consequently, as these demographic trends continue to diffuse across the broader
population, SMs and same-sex couples provide a critical lens for understanding and
foreshadowing how these changes in family structure may ultimately shape the EOL planning
behaviors of Americans broadly — an invaluable insight for informing future research and policy
efforts aimed at addressing inequities in aging and EOL experiences. Ultimately, I believe this
dissertation’s centering of SMs and same-sex couples helps to reframe our understanding of the
broader EOL planning literature — which has largely focused on predominately heterosexual
populations and/or has not explicitly accounted for sexuality — by highlighting the need and
value of adopting more inclusive, intersectional frameworks in empirical investigations of EOL
planning outcomes across populations.

Relatedly, this dissertation’s use of nationally-representative data to test associations of
SM status with EOL planning for same-sex couples and self-identified SMs not only addressed
the dearth of research on sexuality, but also ultimately shed light on how findings from samples

of same-sex couples do and do not translate to unpartnered SMs. Through advancing this
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knowledge and testing these associations, this dissertation provided sociologists with population-
level evidence about how sexual identity and partnership status structure and condition access to
EOL planning, illuminating disparities that were previously un(der)explored in research with the
general population and studies using samples of married/cohabiting adults. In sum, by providing
the first quantitative study of EOL planning using national data among same-sex couples and
SMs in the United States as well as the first quantitative study of EOL planning among a diverse
sample of self-identified SMs, this dissertation has provided an empirical foundation for future
research on EOL planning behaviors and attitudes while simultaneously illustrating how
sociological understandings of disparities in EOL planning are incomplete without including
sexual identity/SM status in social scientific research on this topic. Further, this dissertation has
provided valuable insight into the current state of EOL planning among SM Americans, who are
a diverse and growing population marked by stark health disparities and unique historical
traumas, including the AIDS Epidemic of the 1980s. Such insight remains crucial for gauging the
successes of past state and national policy efforts to educate the general public about and to
promote EOL planning, and for informing future policy discussions and efforts targeted at
improving people’s literacy and preparedness — including vulnerable populations such as SMs —
with regards to EOL planning. As Miller (2018) urges:

“...think about what you might add to the base of knowledge on sexual and gender
minority people by obtaining information on sexual orientation and gender identity in the
programmes you evaluate. Think of the potential you have in your studies to understand the
practices that shape diverse people’s experiences and to highlight practices that pit one identity
against another or define what we consider normal in ways that are harmful. What might happen
if, whenever it was possible, you posed the question ‘How might this programme or policy be
experienced by and impact on a person who is a sexual minority or [transgender]?’

Echoing the above sentiments expressed by Miller (2018), I believe the findings from this

dissertation underscore the importance of routinely integrating sexuality and SM status in our
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empirical investigations into social stratification and inequalities — particularly in contexts such
as EOL planning where established disparities reflect predominately heterosexual, cisgender
populations and where existing research overwhelmingly does not account for the lived
experiences of sexual and gender minority people. By demonstrating how sexual identity and SM
status not only structure aging and EOL experiences, but intersect with other key social identities
(e.g., gender) and social factors (e.g., perceived social support) to shape our access to resources,
our exposure to risks, how we embody and express structuring social identities, and how we
anticipate and perceive EOL experiences, this dissertation highlights the limitations of empirical
investigations and approaches that assume universality in aging and EOL experiences across SM
and non-SM populations. Additionally, this dissertation’s findings highlight the value of
adopting intersectional approaches that are inclusive of sexuality and SM status — rather than
treating these as additive or peripheral variables — to produce more informed, comprehensive
accounts of social stratification and inequalities that better reflect the complexity and diversity of
peoples’ lived experiences. Imagine what might happen if, whenever possible, sociologists ask
how sexuality and SM status matter for our sociological understandings of social phenomena and

the (re)production of social inequalities across the life course.

Limitations and Future Directions

In this section, I discuss several limitations of this dissertation research and I conclude by
discussing some of the ways that future research efforts can improve upon limitations of this
dissertation and use this dissertation’s empirical findings as a platform for future research.
Perhaps the most salient limitation of this dissertation is the comparatively small sample size of

SMs and same-sex couples relative to non-SMs and different-sex couples. Due to concerns about
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small sample bias and statistical power, I was limited in the complexity of models and depth of
analyses I was able to employ. For example, I was unable to compute interaction terms for SM
status by race/ethnicity or SM status by measures of SES in Chapters 3-4 due to sample size
limitations. As additional data sources become available, future research should seek to replicate
and extend this dissertation’s findings using larger sample sizes of SMs and same-sex couples.
Similarly, given concerns about small sample bias in Chapter 5, I was unable to explicitly
examine other sexual identity groups collapsed into the “SOSI” category, such as asexual and
pansexual. To further address the omission of many SM groups from the broader EOL planning
literature and to increase our understanding of how different SM identities relate to the
stratification of EOL planning, future research would benefit from acquiring larger sample sizes
of the SM identity groups to enable more in-depth examinations.

Second, while this dissertation largely replicates and extends qualitative findings from the
landmark study by Thomeer et al. (2017) on same-sex couples’ EOL planning behaviors, it is
important to note that the analytic samples of Chapters 3-4 generally exhibited higher rates of
EOL planning compared to available estimates in the literature while the analytic sample of
Chapter 5 consistently exhibited comparable or lower rates of EOL planning compared to these
estimates (Yadav et al., 2017). The distribution of these EOL planning behaviors by analytic
sample is outlined in Table 4.1 above.

Given that higher levels of end-of-life planning are observed broadly for the analytic
samples of Chapter 3-4, these analytic samples may differ from other general population samples
in ways influential for this dissertation’s findings. However, this also may be a byproduct of the
older average age of HRS respondents given how this national data source is intended to be

representative of households in the U.S. where there is at least one adult who is above the age of
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50 (HRS Staff, 2019). Importantly, increases in age may be associated with increases in the
likelihood of engaging in EOL planning given greater proximity to death and consequently end-
of-life preparations, such as estate planning (which may trigger other forms of EOL planning as
outlined in earlier chapters). Consequently, future data collection efforts would benefit from
surveying a wider age distribution in examinations of EOL planning behaviors and sexuality — as
I have done in Chapter 5 of this dissertation. Despite these higher rates of EOL planning
exhibited in chapters 3-4, it is important to note that this research documents important
differences in EOL planning participation by SM status — consistent with hypotheses informed
by theories of minority stress, structural discrimination, intersectionality, a gender-as-relational
perspective and a “doing gender” perspective.

Third, all of the data used for Chapters 3 and 5 are cross-sectional and analyses of these
data are correlational. Further, while longitudinal data are used in Chapter 4, the outcome
measures and analyses do not account for timing of EOL planning and the analyses of these data
are also correlational. Consequently, I am unable to make causal claims about the factors
associated with differences in EOL planning across Chapters 3-5. Given the paucity of data
sources (especially national data sources) including robust measures of sexuality and EOL
planning, future data collection efforts would benefit from incorporating such measures in
longitudinal designs. Having such access to these longitudinal data would allow researchers to
examine the timing and sequencing of EOL planning behaviors across the life course, assess how
changes in sexual identity and partnership status (in addition to changes in health, SES, and other
consequential social factors) shape EOL planning decisions over time, and allow for us to better
identify and distinguish between potential casual effects and selection effects. Regarding this

dissertation’s novel application of MST to the EOL context, longitudinal data would be
279



especially advantageous to account for the potential effects of the timing of anti-LGTBQ+
legislative efforts and the potential effects of the timing of other potential minority stressors
(e.g., experiences with discrimination and victimization) over the life course. Further, while this
dissertation advances novel research into hypothesized scarring effects of the 1980s AIDS
Epidemic on SM Americans’ EOL planning behaviors, having longitudinal or cohort-based data
to better disentangle potential scarring effects over the life course as well as examine how
cumulative exposure to minority stressors shapes SM Americans’ EOL planning trajectories
would strengthen correlational findings offered by this dissertation.

Beyond identifying how future research efforts can improve upon limitations of this
dissertation mentioned above, I also outline several promising avenues for future research
seeking to leverage this dissertation’s empirical findings as a platform for future research. First,
while this dissertation documents differences by sexuality in EOL planning behaviors, there
remains much more to be learned about differences by sexual in EOL planning attitudes. For
example, existing research suggests that there is little agreement as to what constitutes a “good
death” or “successful dying” across different groups of stakeholders and people of different
sociodemographic profiles (Meier ef al., 2016). This is consistent with Carr’s (2019) assessment
that: “Surprisingly little research has explored subjective aspects of end-of-life experiences, in
part because of the methodological challenges involved” (p. 199). In an arguably “death-phobic”
country such as the U.S. (Samuel, 2017), research examining SMs’ subjective perceptions of
quality of death and the role of EOL planning in achieving a “good death” will help to not only
advance open dialogue regarding death and dying, but shed light on how deeply personal
processes such as death and dying are socially-constructed across different sociodemographic

groups (e.g., SMs).
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Relatedly, there is an absence of research on how formal and informal EOL planning
translate into EOL quality and quality of death (Thomeer et al., 2017). As Thomeer et al. (2017)
ask: “Is it the case that gay and lesbian couples have a “better death” because of their greater
planning?” (p. 16). Within the context of EOL care and planning, Thomeer et al. (2017) note the
following:

“...it is likely that gay and lesbian couples—even married and with end-of-life legal
measures in place—will face more discrimination and less support from family members and
perhaps even medical professionals at the end of life... Thus, we suggest that it is premature to
assert that gay and lesbian couples will have ‘better deaths’ than heterosexual couples even
though gay and lesbian couples seem better prepared. Indeed, their greater planning for end of
life may reflect valid concerns about the need for more protection. Future studies should
continue to consider how death quality and planning vary for same-sex and different-sex couples
as this is an important step in moving toward more equality at the end of life, for the benefit of
both the dying and the bereaved” (p. 16).

We should be careful to not assume that greater participation in EOL planning is linearly
associated with increases in quality of death or likelihood of experiencing a “better death”.
Expanding on the call by Thomeer ef al. (2017) for future research to consider how EOL
planning and quality of death vary between SMs and non-SMs, research should also seek to
further examine how decisions to engage in EOL planning (particularly earlier within the life
course or at disproportionately higher rates) may reflect differential exposure to social and
structural vulnerabilities (e.g., anticipated discrimination from HCPs, anticipated interference
from estranged families or origin, precarious legal environments) rather than differences in
individual preferences and preparedness. And while this dissertation’s findings suggest a strong
relational component guiding the EOL planning behaviors of SMs — with salient associations
observed with outness, marital status, and perceived social support among self-identified SM

adults — research by Spiker and Reczek (2021) outlining how the majority of SMs are

unpartnered may suggest that SM populations still experience elevated risks of experiencing the
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markers of a “bad death”. For example, unpartnered SMs who are estranged from families of
origin and who lack a legally-recognized partner may be at greater risk of experiencing the
“daughter in California” phenomenon where unfamiliar/unsupportive stakeholders seek to
influence EOL decisions. Consequently, unpartnered SMs may be more likely to encounter
barriers and challenges related to surrogate decision-making, reduced advocacy from supportive
social ties in health care settings, and reduced access to informal caregiving supports — factors
that may ultimately shape EOL experiences and quality of EOL care received. In turn,
unpartnered SMs may be at greater risk of experiencing markers of a “bad death”, such as
reduced use of palliative care or hospice, increased use of invasive and/or excessive medical
treatments/interventions, a lower sense of control, and a greater likelihood of dying in
institutional settings as opposed to at home. Accordingly, the EOL planning literature would
benefit from future research seeking to better understand how EOL planning engagement
ultimately connects to quality of death and EOL outcomes among diverse populations, such as
SMs.

Further, future research should examine not only the relationship between EOL planning
and death outcomes, but the relationship between EOL attitudes and EOL planning behaviors.
Understanding whether attitudes towards EOL care, attitudes towards and knowledge of hospice,
and attitudes towards talking about death and dying relate to engagement in EOL planning would
help to clarify whether EOL planning operates as a protective resource among SM populations or
if structural barriers or other social factors condition EOL planning participation regardless of
EOL attitudes. Further, by jointly examining EOL attitudes, EOL planning behaviors, and EOL
outcomes, future research would be able to more fully assess how disparities in EOL planning

participation translate into unequal outcomes at the EOL. In attempting to better understand how
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disparities in EOL planning participant translate into unequal outcomes at the EOL, future
research should also seek to disentangle the question of access versus choice in EOL planning
outcomes. While much of this dissertation centers concerns about access to EOL planning,
futures studies should more explicitly examine the extent to which observed differences in EOL
planning between SMs and non-SMs (and among SMs) reflect individual preferences and values
versus minority stressors and structural inequalities facing SM populations. And while choices
do not occur in a vacuum, I believe future research that accounts for EOL attitudes in addition to
EOL planning behaviors will be invaluable for better understanding why SMs make (or do not
make) different EOL decisions by helping to distinguish between preference-driven and
constrain-driven EOL planning behaviors. Such research would be beneficial for clarifying
through which sexuality, minority stress, and intersecting social identities/inequalities shape
EOL planning behaviors and, ultimately, EOL outcomes.

Lastly, while this dissertation directly engages with both sexual identity and couple type
— two distinct forms of sexuality/SM status — future EOL planning research should seek to
examine the intersection of couple type and sexual identity. I believe such research would be of
great interest to the EOL planning literature given Chapter 3 findings showing that bisexual
respondents do not statistically significantly differ from heterosexual respondents across any of
the EOL planning measures, while other SMs do significantly differ from heterosexual
respondents. Juxtaposed with a growing body of literature documents disparate outcomes when
comparing bisexual and gay/lesbian adults across the domains of mental health (Chan, Operario,
& Mak, 2020; Ross et al., 2019), health risk behaviors (Schuler & Collins, 2020), health
disparities (Dyar ef al., 2019), stigma (Feinstein & Dyar, 2017), and labor market outcomes

(Mize, 2016), examinations into how couple type may interact with sexual identity to
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differentiate EOL planning outcomes would be useful. It may be the case the bisexual
respondents are disproportionately more likely to be in different-sex relationships which may
condition how sexual identity and accompanying minority stressors are experienced and
expressed via EOL planning behaviors. Given how the EOL planning literature has largely
overlooked sexuality, future research that jointly examines couple type and sexual identity in
relation to EOL planning outcomes would measurably advance this body of work.

In brief, as this dissertation has extensively shown, it is important to include and
explicitly account for SMs in our studies of EOL planning. Future sociological scholarship which
incorporates measures of sexuality will continue to enrich our understanding of social
stratification by illuminating the myriad ways that sexuality and SM status are associated with
inequities in aging and the ability to plan for a “good death”. In doing so, future research will be
able to better serve and empower diverse communities to advocate for equitable EOL care,
strengthen support networks, and shape policies that support autonomy, dignity, and recognition
at the EOL. To quote Gawande (2014): “Our ultimate goal, after all, is not a good death but a

good life to the very end” (p. 245).
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Appendix A: Supplemental Tables for Chapter 3

Table A.1. Pearson Correlation Coefficient Matrix for Associations between End-of-Life Planning Measures among Respondents with
a non-Zero Respondent Weight in the Health and Retirement Study (2022)

Valid Will Life Ever Power of Written
Insurance  Discussed Attorney Instructions
Valid Will 1.00
Life Insurance 0.08%** 1.00
Ever Discussed (0.34%#* 0.04** 1.00
Power of Attorney 0.52°%** 0.04** 0.47%** 1.00
Written Instructions 0.56%** 0.03* 0.48%#* (. 73%** 1.00

Note: *** p<0.001, ** p<0.01, * p<0.05
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Table A.2. Odd Ratios for Engaging in Measures of EOL Planning by Selected Variables (Adding an Interaction Term) among
Respondents with a non-Zero Respondent Weight in the Health and Retirement Study (2022), Unweighted

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Sexual Identity (Heterosexual ref.)
Gay/Lesbian 1.65 1.06 1.72 2.00 2.24
(0.65) (0.35) (0.82) (0.89) (1.00)
Bisexual 1.13 1.03 2.84 2.80%* 2.30
(0.50) (0.41) (1.74) (1.37) (1.10)
SOSI 0.85 0.68* 0.37%** 0.47%** 0.64*
(0.18) (0.12) (0.09) (0.10) (0.13)
Gender (Woman ref.)
Man 0.827%** 1.05 0.60%** 0.83%** 0.80%**
(0.05) (0.05) (0.04) (0.05) (0.05)
Sexual Identity X Gender
(Heterosexual X Woman ref.)
Gay/Lesbian X Man 1.01 0.81 1.92 1.36 1.61
(0.53) (0.37) (1.42) (0.86) (1.03)
Bisexual X Man 0.65 1.27 0.13* 0.42 0.48
(0.43) (0.77) (0.12) (0.32) (0.36)
SOSI X Man 1.17 1.07 2.02 2.18%* 1.17
(0.42) (0.33) (0.73) (0.72) (0.41)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.27%%* 2.41%%* 0.41%** 0.55%%* 0.36%**
(0.02) (0.16) (0.03) (0.04) (0.03)
Hispanic/Latine 0.27 %% 0.48%#%* 0.44 %% 0.36%** 0.4]%%*
(0.02) (0.04) (0.05) (0.03) (0.04)
SOR, non-Hispanic 0.46%** 0.87 0.49%** 0.49%** 0.44***
(0.06) (0.11) (0.08) (0.07) (0.07)

Household Income (High-income
ref.)
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Poor (<320K)
Low-income ($20K-49.9K)
Mid-income ($50K-74.9K)

Education Level (HS Diploma ref.)
< HS Diploma

GED
Some College
BA or>

Age (Years)

Marital Status (Married ref.)
Separated/Divorced

Widowed
Never Married

Self-reported Health (Good ref.)
Poor

Fair
Very Good

Excellent

0.4 %%
(0.04)
0.59%
(0.04)
0.80%
(0.06)

0.59%
(0.06)
0.85
(0.11)
1.24%
(0.09)
2.45% %
(0.18)
1,09
(0.00)

0.76%**
(0.05)
1.02
(0.08)
0.56%**
(0.07)

0.79
(0.10)
0.81%*
(0.06)
1.18%*
(0.08)
1.28%

0.40%%*
(0.03)
0.60%**
(0.04)
0.81%*
(0.06)

0.61%%*
(0.05)
0.99
(0.11)
0.97
(0.06)
0.88
(0.06)
0.99%
(0.00)

0.93
(0.06)
1.10
(0.07)
0.61%%*
(0.06)

0.88
(0.10)
0.94
(0.06)
1.05
(0.06)
0.87

287

0.60%*
(0.06)
0.75%**
(0.06)
0.94
(0.09)

0.73%*
(0.08)
1.25
(0.19)
1.56%%
(0.13)
2.01%%*
(0.17)
1,02
(0.00)

1.24%
(0.11)
.35
(0.12)
0.91
(0.13)

1.08
(0.16)
0.91
(0.08)
1.01
(0.08)
0.73*

0.66%**
(0.07)
0.73%**
(0.06)
0.91
(0.08)

0.71%%x
(0.07)
0.78
(0.11)
1.18*
(0.09)
].64%**
(0.13)
1.10%
(0.00)

1.02
(0.08)
1.15
(0.09)
0.75*
(0.10)

1.27
(0.17)
1.00
(0.08)
1.08
(0.07)
1.15

0.61%%*
(0.06)
0.77%**
(0.06)
1.00
(0.09)

0.65%**
(0.07)
0.82
(0.11)
1,335
(0.10)
1.66%**
(0.13)
1,09
(0.00)

1.16*
(0.09)
1.22%
(0.09)
0.72%
(0.10)

1.02
(0.13)
0.90
(0.07)
1.10
(0.07)
1.22



(0.14) (0.09) (0.09) (0.14) (0.15)
Comorbidity Index (0-7) 0.99 1.04%* 1.10%** 1.07** 1.06*
(0.02) (0.02) (0.03) (0.02) (0.02)
Religious Affiliation (Protestant
ref.)
Catholic 1.11 1.10 0.96 1.05 0.96
(0.07) (0.06) (0.07) (0.07) (0.07)
Jewish 1.69%* 0.36%** 1.72% 2.43%%* 1.98%*
(0.39) (0.07) (0.47) (0.64) (0.48)
No Affiliation 1.11 0.76%*** 1.04 1.04 1.03
(0.09) (0.06) (0.11) (0.10) (0.10)
Other 0.85 0.64** 1.10 1.26 1.11
(0.13) (0.09) (0.21) (0.22) (0.20)
Religious Attendance (“Not at all”
ref.)
“One or more times a year” 1.24%* 1.21%* 1.01 1.04 1.15
(0.09) (0.08) (0.09) (0.08) (0.09)
“Two or three times a month” 1.26* 1.29%* 1.04 1.19 1.15
(0.12) (0.11) (0.11) (0.12) (0.11)
“Once a week” 1.50%** 1.20%* 1.04 1.22%* 1.33%**
(0.11) (0.08) (0.08) (0.09) (0.10)
“More than once a week” 1.33%* 1.23%* 1.24 1.22%* 1.34%*
(0.13) (0.10) (0.13) (0.12) (0.13)
Constant 0.00%** 2.82%** 0.30%** 0.00%** 0.00%**
(0.00) (0.65) (0.11) (0.00) (0.00)
N 8,658 8,604 5,389 6,913 6,906

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table A.3. Odds of Engaging in Measures of EOL Planning by Selected Variables among Respondents in the Health and Retirement
Study (2022), Weighted (using 2022 Respondent Weights)

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Sexual Identity (Heterosexual ref.)
Gay/Lesbian 1.66 0.67 3.47* 3.88%** 5.28%**
(0.45) (0.22) (1.77) (1.33) (1.81)
Bisexual 0.62 1.09 0.90 1.20 1.06
(0.24) (0.49) (0.51) (0.46) (0.42)
SOSI 1.01 0.61* 0.49%** 0.527%* 0.50%*
(0.24) (0.13) (0.12) (0.12) (0.13)
Gender (Woman ref.)
Man 0.827%** 1.18%* 0.59%** 0.84%* 0.81%*
(0.05) (0.07) (0.05) (0.05) (0.05)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.26%** 2.09%** 0.37%%* 0.49%** 0.32%%*
(0.03) (0.24) (0.04) (0.05) (0.04)
Hispanic/Latine (.23 0.571 %% 0.47%%* 0.36%** 0.41%%*
(0.03) (0.06) (0.06) (0.05) (0.05)
SOR, non-Hispanic 0.49%** 0.85 0.63* 0.48*** 0.45%%*
(0.09) (0.10) (0.12) (0.08) (0.07)
Household Income (High-income
ref.)
Poor (<820K) 0.46%** (0.39%** 0.69* 0.67%** 0.67**
(0.06) (0.04) (0.10) (0.08) (0.08)
Low-income ($20K-49.9K) 0.60%** 0.62%** 0.86 0.72%* 0.76*
(0.06) (0.05) (0.11) (0.08) (0.09)
Mid-income ($50K-74.9K) 0.74%* 0.76%** 1.00 0.97 1.07
(0.09) (0.06) (0.13) (0.12) (0.13)

Education Level (HS Diploma ref.)
< HS Diploma 0.52%#* 0.66%** 0.63%** 0.66%** 0.61**
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GED
Some College
BA or>

Age (Years)

Marital Status (Married ref.)
Separated/Divorced

Widowed
Never Married

Self-reported Health (Good ref.)
Poor

Fair

Very Good

Excellent
Comorbidity Index (0-7)
Religious Affiliation (Protestant
ref.)

Catholic

Jewish

(0.07)
0.73
(0.12)
1.21%
(0.10)
P VELL
(0.25)
1,09
(0.01)

0.66%**
(0.06)
0.97
(0.09)
0.56%*
(0.11)

0.74
(0.13)
0.74%%*
(0.06)
1.17
(0.10)
1.28
(0.21)
0.99
(0.03)

1.12
(0.08)
1.66

(0.07)
0.75
(0.11)
0.93
(0.07)
0.82%
(0.07)
0.98%*
(0.00)

0.89
(0.08)
1.19%
(0.09)
0.74%
(0.11)

0.88
(0.11)
0.93
(0.07)
1.01
(0.09)
0.88
(0.10)
1.05
(0.03)

1.20*
(0.09)
0.45*
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(0.07)
1.38
(0.31)
1.60%*
(0.18)
2.34%%%
0.21)
1.02%*
(0.01)

1.22
(0.16)
1.38%*
(0.15)
0.80
(0.15)

1.09
(0.17)
0.96
(0.11)
1.01
(0.11)
0.83
(0.11)
1.09%*
(0.03)

0.94
(0.07)
1.81

(0.09)

0.79
(0.12)

1.28%
(0.12)
.89
(0.16)
1115
(0.01)

0.99
(0.11)
1.12
(0.11)
0.78
(0.12)

1.16
(0.20)
1.00
(0.09)
1.10
(0.11)
1.04
(0.19)
1.04
(0.03)

1.05
(0.08)
2.59%

(0.09)
0.76
(0.12)
|41 %%
(0.13)
1.90%*
(0.19)
1,09
(0.01)

1.15
(0.12)
1.18
(0.11)
0.76
(0.12)

0.92
(0.15)
0.92
(0.09)
1.11
(0.10)
1.06
(0.18)
1.05
(0.03)

0.96
(0.08)
1.53



(0.49) (0.14) (0.69) (0.83) (0.50)
No Affiliation 1.14 0.72%* 1.00 1.12 0.99
(0.12) (0.09) (0.12) (0.11) (0.12)
Other 1.01 0.68%* 1.03 0.99 1.01
(0.23) (0.13) (0.23) (0.23) (0.22)
Religious Attendance (“Not at all”
ref.)
“One or more times a year” 1.28%* 1.39%* 1.12 1.20 1.30%**
(0.12) (0.13) (0.13) (0.11) (0.10)
“Two or three times a month” 1.34* 1.62%** 1.12 1.33* 1.35%
(0.16) (0.19) (0.17) (0.18) (0.16)
“Once a week” 1.34%* 1.28%* 1.16 1.25% 1.38%**
(0.12) (0.11) (0.10) (0.11) (0.12)
“More than once a week” 1.12 1.36* 1.19 1.09 1.27
(0.16) (0.16) (0.19) (0.13) (0.17)
Constant 0.00%*** 5.971%** 0.26** 0.00%** 0.00%**
(0.00) (1.94) (0.12) (0.00) (0.00)
N 8,658 8,604 5,389 6,913 6,906

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table A.4. Odds Ratios for Engaging in Measures of EOL Planning by Selected Variables (Adding an Interaction Term) among
Respondents in the Health and Retirement Study (2022), Weighted (using 2022 Respondent Weights)

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Sexual Identity (Heterosexual ref.)
Gay/Lesbian 1.69 0.58 5.10%* 4.03* 5.03%*
(0.76) (0.33) (2.90) (2.45) (2.56)
Bisexual 0.73 1.67 2.98 2.15 1.59
(0.33) (0.82) (2.04) (0.84) (0.80)
SOSI 0.94 0.77 0.26%** (0.347%%* 0.417%**
(0.25) (0.17) (0.07) (0.09) (0.09)
Gender (Woman ref.)
Man 0.827%* 1.19%* 0.58%** 0.83%** 0.81%*
(0.05) (0.07) (0.05) (0.05) (0.05)
Sexual Identity X Gender
(Heterosexual X Woman ref.)
Gay/Lesbian X Man 0.97 1.30 0.56 0.94 1.08
(0.52) (0.98) (0.40) (0.68) (0.81)
Bisexual X Man 0.72 0.41 0.10 0.28 0.41
(0.53) (0.28) (0.12) (0.21) (0.36)
SOSI X Man 1.22 0.51 4.43%%* 3.05%* 1.65
(0.49) (0.19) (1.76) (1.23) (0.71)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.26%** 2.09%** 0.37%%* 0.49%** 0.32%%*
(0.02) (0.24) (0.04) (0.05) (0.04)
Hispanic/Latine (.23 %% (0.52%:%* 0.47%%* 0.36%** 0.4]%%*
(0.03) (0.06) (0.06) (0.05) (0.05)
SOR, non-Hispanic 0.49%** 0.85 0.61** 0.47%%* 0.45%%*
(0.09) (0.10) (0.11) (0.07) (0.07)

Household Income (High-income
ref.)
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Poor (<320K)
Low-income ($20K-49.9K)
Mid-income ($50K-74.9K)

Education Level (HS Diploma ref.)
< HS Diploma

GED
Some College
BA or>

Age (Years)

Marital Status (Married ref.)
Separated/Divorced

Widowed
Never Married

Self-reported Health (Good ref.)
Poor

Fair
Very Good

Excellent

0.46%**
(0.06)
0.60%**
(0.06)
0.74%
(0.09)

0.52% %
(0.07)
0.73
(0.12)
1.21%
(0.10)
2.45% %
(0.25)
1,09
(0.01)

0.66%**
(0.06)
0.97
(0.09)
0.56%*
(0.11)

0.74
(0.13)
0.73%**
(0.06)
1.17
(0.10)
1.28

0.39%*
(0.04)
0.62%**
(0.05)
0.76%**
(0.06)

0.66%**
(0.07)
0.75
(0.12)
0.93
(0.07)
0.82%
(0.07)
0.98%*
(0.00)

0.89
(0.08)
1.19%
(0.09)
0.74*
(0.11)

0.88
(0.12)
0.93
(0.07)
1.01
(0.09)
0.88
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0.69*
(0.10)
0.85
(0.10)
0.99
(0.13)

0.63%**
(0.07)
1.41
(0.31)
1.62%**
(0.19)
2.38%*x
(0.22)
1.02%*
(0.01)

1.22
(0.16)
1.41%*
(0.15)
0.82
(0.15)

1.10
(0.17)
0.96
(0.11)
1.00
(0.11)
0.82

0.67%**
(0.08)
0.72%*
(0.08)

0.96
(0.12)

0.66**
(0.09)
0.80
(0.12)
1.29%
(0.12)
1.90%*
(0.16)
1115
(0.01)

0.99
(0.11)
1.13
(0.11)
0.79
(0.12)

1.16
(0.21)
1.00
(0.09)
1.10
(0.11)
1.04

0.67**
(0.08)
0.76*
(0.09)
1.07
(0.13)

0.61%*
(0.09)
0.77
(0.12)
|41 %%
(0.13)
1.9 %%
(0.19)
1,09
(0.01)

1.15
(0.12)
1.18
(0.11)
0.76
(0.11)

0.92
(0.15)
0.92
(0.09)
1.11
(0.10)
1.06



(0.20) (0.10) (0.11) (0.18) (0.18)
Comorbidity Index (0-7) 0.99 1.05 1.10%** 1.04 1.05
(0.03) (0.03) (0.03) (0.03) (0.03)
Religious Affiliation (Protestant
ref.)
Catholic 1.12 1.20%* 0.94 1.06 0.96
(0.08) (0.09) (0.07) (0.08) (0.08)
Jewish 1.66 0.45% 1.81 2.58%* 1.52
(0.49) (0.14) (0.70) (0.82) (0.50)
No Affiliation 1.14 0.72%* 0.99 1.11 0.99
(0.12) (0.09) (0.12) (0.11) (0.12)
Other 1.01 0.68* 1.00 0.97 1.00
(0.23) (0.13) (0.22) (0.23) (0.22)
Religious Attendance (“Not at all”
ref.)
“One or more times a year” 1.28%* 1.39%%* 1.11 1.19 1.30%**
(0.12) (0.13) (0.13) (0.11) (0.10)
“Two or three times a month” 1.35% 1.62%** 1.12 1.34* 1.35%
(0.16) (0.18) (0.17) (0.18) (0.16)
“Once a week” 1.34%* 1.27%* 1.15 1.24%* 1.38%**
(0.12) (0.11) (0.10) (0.11) (0.12)
“More than once a week” 1.12 1.36* 1.19 1.09 1.27
(0.16) (0.16) (0.19) (0.13) (0.17)
Constant 0.00%** 5.87%** 0.26%* 0.00%** 0.00%*x*
(0.00) (1.92) (0.12) (0.00) (0.00)
N 8,658 8,604 5,389 6,913 6,906

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table A.S. Predicted Probabilities (and Marginal Changes) for Engaging in Measures of EOL Planning by Sexual Identity and Gender
(Comparing within Gender) among Respondents in the Health and Retirement Study (2022), Weighted

Valid Will Life Insurance ~ Ever Discussed Power of Attorney =~ Written Instructions
Sexual Identity x Gender
Heterosexual x Woman 0.579 0.521 0.688 0.645 0.613
Gay/Lesbian x Woman 0.672 0.396 0.907 0.859 0.864
(A=0.092) (A=-0.125) (A =0.220%*%) (A =0.214*%) (A =0.251%*%)
Heterosexual x Woman 0.579 0.521 0.688 0.645 0.613
Bisexual x Woman 0.519 0.637 0.856 0.778 0.702
(A=-0.060) (A=0.116) (A=0.168%) (A=10.133%) (A =0.088)
Heterosexual x Woman 0.579 0.521 0.688 0.645 0.613
SOSI x Woman 0.567 0.460 0.399 0.422 0.428
(A=-0.012) (A=-0.061) (A =-0.289%***) (A =-0.223%*%*) (A =-0.185%*%)
Gay/Lesbian x Woman 0.672 0.396 0.907 0.859 0.864
Bisexual x Woman 0.519 0.637 0.856 0.778 0.702
(A=-0.152) (A=0.241) (A=-0.051) (A=-0.081) (A=-0.163)
Gay/Lesbian x Woman 0.672 0.396 0.907 0.859 0.864
SOSI x Woman 0.567 0.460 0.399 0.422 0.428
(A=-0.104) (A=0.064) (A =-0.508***) (A =-0.437%*%) (A =-0.436%**%)
Bisexual x Woman 0.519 0.637 0.856 0.778 0.702
SOSI x Woman 0.567 0.460 0.399 0.422 0.428
(A =0.048) (A=-0.177) (A=-0.457***) (A =-0.356%*%*) (A =-0.274*%)
Heterosexual x Man 0.543 0.561 0.575 0.609 0.569
Gay x Man 0.634 0.496 0.776 0.830 0.849
(A =0.090) (A =-0.065) (A=0.201%*) (A =0.221%%%) (A =0.280%***)
Heterosexual x Man 0.543 0.561 0.575 0.609 0.569
Bisexual x Man 0.420 0.476 0.316 0.507 0.482
(A=-0.123) (A =-0.085) (A =-0.258) (A=-0.102) (A=-0.087)
Heterosexual x Man 0.543 0.561 0.575 0.609 0.569
SOSI x Man 0.568 0.350 0.609 0.616 0.488
(A=0.025) (A=-0.211**%) (A=0.034) (A =0.006) (A=-0.082)
Gay x Man 0.634 0.496 0.776 0.830 0.849
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Bisexual x Man 0.420 0.476 0.316 0.507 0.482
(A=-0214) (A=-0.020) (A = -0.459%) (A =-0.323%) (A =-0.467%)
Gay x Man 0.634 0.496 0.776 0.830 0.849
SOSI x Man 0.568 0.350 0.609 0.616 0.488
(A=-0.065) (A=-0.146) (A =-0.166) (A=-0.215%) (A = -0.362%%)
Bisexual x Man 0.420 0.476 0.316 0.507 0.482
SOSI x Man 0.568 0.350 0.609 0.616 0.488
(A=0.149)  (A=-0.126) (A =0.293) (A=0.108) (A = 0.006)
N 8,658 8,604 5,389 6,913 6,906

Note: A = Marginal change in predicted probabilities; *** p<0.001, ** p<0.01, * p<0.05
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Table A.6. Predicted Probabilities (and Marginal Changes) for Engaging in Measures of EOL Planning by Sexual Identity and Gender
(Comparing within Sexual Identity) among Respondents in the Health and Retirement Study (2022), Weighted

Valid Will Life Insurance  Ever Discussed =~ Power of Attorney =~ Written Instructions
Sexual Identity x Gender
Heterosexual x Woman 0.579 0.521 0.688 0.645 0.613
Heterosexual x Man 0.543 0.561 0.575 0.609 0.569
(A=-0.036**) (A=0.040**) (A=-0.113***) (A=-0.036%%) (A =-0.044%**)
Gay/Lesbian x Woman 0.672 0.396 0.907 0.859 0.864
Gay x Man 0.634 0.496 0.776 0.830 0.849
(A =-0.038) (A=0.100) (A=-0.132) (A=-0.029) (A=-0.015)
Bisexual x Woman 0.519 0.637 0.856 0.778 0.702
Bisexual x Man 0.420 0.476 0.316 0.507 0.482
(A =-0.099) (A=-0.161) (A =-0.540*%) (A=-0.271) (A =-0.220)
SOSI x Woman 0.567 0.460 0.399 0.422 0.428
SOSI x Man 0.568 0.350 0.609 0.616 0.488
(A =0.001) (A=-0.110) (A=0.210%) (A=0.193%) (A =0.060)
N 8,658 8,604 5,389 6,913 6,906

Note: A = Marginal change in predicted probabilities; *** p<0.001, ** p<0.01, * p<0.05
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Table A.7. Odds Ratios for Engaging in Measures of EOL Planning by Selected Variables (Including a Binary Health Measure)
among Respondents with a non-Zero Respondent Weight in the Health and Retirement Study (2022), Unweighted

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Sexual Identity (Heterosexual ref.)
Gay/Lesbian 1.66 0.95 2.31%* 2.36%* 2.86%*
(0.44) (0.22) (0.84) (0.76) (0.92)
Bisexual 0.92 1.14 1.16 2.02 1.71
(0.31) (0.34) (0.48) (0.76) (0.63)
SOSI 0.89 0.70%* 0.48%** 0.62%* 0.68*
(0.16) (0.10) (0.09) (0.10) (0.12)
Gender (Woman ref.)
Man 0.827%** 1.06 0.60%** 0.84%* 0.80%**
(0.05) (0.05) (0.04) (0.05) (0.05)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.26%** 2.41%%* 0.41%** 0.54*** 0.35%%*
(0.02) (0.16) (0.03) (0.04) (0.03)
Hispanic/Latine 0.27 %% 0.48%#%* 0.44 %% (0.35%%* 0.40%**
(0.02) (0.04) (0.05) (0.03) (0.04)
SOR, non-Hispanic 0.46*** 0.88 0.50%** 0.49%** 0.43%%*
(0.06) (0.11) (0.08) (0.07) (0.07)
Household Income (High-income
ref.)
Poor (<$20K) 0.40%** 0.40%** 0.61%** 0.67%** 0.60%**
(0.04) (0.03) (0.07) (0.07) (0.06)
Low-income ($20K-49.9K) 0.59%** 0.60%** 0.76%** .73 %% 0.76%**
(0.04) (0.04) (0.06) (0.06) (0.06)
Mid-income ($50K-74.9K) 0.79%* 0.827%* 0.95 0.91 1.00
(0.06) (0.06) (0.09) (0.08) (0.09)

Education Level (HS Diploma ref.)
< HS Diploma 0.59%#* 0.61%** 0.73** 0.72%** 0.65%**
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GED
Some College
BA or>

Age (Years)

Marital Status (Married ref.)
Separated/Divorced

Widowed

Never Married
Self-reported Health (Good/Very
Good/Excellent ref.)

Poor/Fair
Comorbidity Index (0-7)
Religious Affiliation (Protestant
ref.)

Catholic

Jewish

No Affiliation

Other

(0.06)
0.85
(0.11)
1.24%
(0.09)
2.48%*x
(0.18)
1,09
(0.00)

0.75%**
(0.05)
1.01
(0.08)
0.55%*
(0.07)

0.75%**
(0.05)
0.98
(0.02)

1.11
(0.07)
1.70%
(0.39)
1.11
(0.10)
0.85
(0.13)

(0.05)
0.99
(0.11)
0.97
(0.06)
0.88
(0.06)
0.99%
(0.00)

0.92
(0.06)
1.10
(0.07)
0.61%%*
(0.06)

0.92
(0.05)
1.04%
(0.02)

1.10
(0.07)
0.36%**
(0.07)
0.76%**
(0.06)
0.63**
(0.09)
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(0.08)
1.25
(0.19)
].55%%
(0.12)
1,97
(0.17)
1.02%*
(0.00)

1.24%
(0.11)
.33
(0.11)
0.91
(0.13)

0.94
(0.07)

125
(0.03)

0.96
(0.07)
1.73*
(0.47)
1.04
(0.11)
1.12
(0.22)

(0.07)

0.77
(0.11)

1.17*
(0.09)
].64%**
(0.13)
1.10%
(0.00)

1.02
(0.08)
1.14
(0.09)
0.75*
(0.10)

1.01
(0.07)
1.06%*
(0.02)

1.05
(0.07)
2.43%%x
(0.64)
1.04
(0.10)
1.28
(0.23)

(0.07)
0.81
(0.11)
].30%%
(0.10)
1.66%**
(0.13)
1,09
(0.00)

1.17*
(0.09)
1.21%
(0.09)
0.72%
(0.10)

0.89
(0.06)
1.05*
(0.02)

0.96
(0.07)
1.98%
(0.48)
1.04
(0.10)
1.13
(0.20)



Religious Attendance (“Not at all”
ref.)

“One or more times a year” 1.25%* 1.21%* 1.01 1.03 1.15
(0.09) (0.08) (0.09) (0.08) (0.09)
“Two or three times a month” 1.27* 1.30%** 1.03 1.19 1.16
(0.12) (0.11) (0.11) (0.12) (0.11)
“Once a week” 1.51%** 1.21%* 1.04 1.22%* 1.33%**
(0.11) (0.08) (0.08) (0.09) (0.10)
“More than once a week” 1.34%** 1.24%* 1.23 1.21%* 1.34%%*
(0.13) (0.10) (0.13) (0.12) (0.13)
Constant 0.00%** 2.82%** 0.29%** 0.00%** 0.00***
(0.00) (0.64) (0.10) (0.00) (0.00)
N 8,658 8,604 5,389 6,913 6,906

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table A.8. Odds Ratios for Engaging in Measures of EOL Planning by Selected Variables (Including a Binary Health Measure)
among Respondents in the Health and Retirement Study (2022), Weighted (using 2022 Respondent Weights)

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Sexual Identity (Heterosexual ref.)
Gay/Lesbian 1.65 0.67 3.42% 3.85%** 5.24%%*
(0.45) (0.22) (1.72) (1.30) (1.79)
Bisexual 0.61 1.09 0.93 1.23 1.07
(0.24) (0.49) (0.52) (0.47) (0.43)
SOSI 1.00 0.61* 0.49%** 0.527%* 0.50%*
(0.24) (0.13) (0.12) (0.12) (0.13)
Gender (Woman ref.)
Man 0.827%** 1.18%* 0.59%** 0.84%* 0.80%**
(0.05) (0.07) (0.05) (0.05) (0.05)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.25%%* 2.09%** 0.37%%* 0.48%** 0.32%%*
(0.02) (0.24) (0.04) (0.05) (0.04)
Hispanic/Latine (.23 0.571 %% 0.47%%* (0.35%%* 0.40%**
(0.03) (0.06) (0.06) (0.04) (0.05)
SOR, non-Hispanic 0.48%** 0.85 0.63* 0.47*%%* 0.45%%*
(0.08) (0.10) (0.13) (0.08) (0.07)
Household Income (High-income
ref.)
Poor (<820K) 0.45%** (0.39%** 0.70%* 0.67%** 0.67**
(0.06) (0.04) (0.11) (0.08) (0.08)
Low-income ($20K-49.9K) 0.59%** 0.62%** 0.87 0.72%* 0.76*
(0.06) (0.05) (0.11) (0.08) (0.09)
Mid-income ($50K-74.9K) 0.74%* 0.76%** 1.01 0.97 1.07
(0.09) (0.06) (0.13) (0.12) (0.13)
Education Level (HS Diploma ref.)
< HS Diploma 0.527%%* 0.66%** 0.63%** 0.66%* 0.61%*
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GED
Some College
BA or>

Age (Years)

Marital Status (Married ref.)
Separated/Divorced

Widowed

Never Married
Self-reported Health (Good/Very
Good/Excellent ref.)

Poor/Fair
Comorbidity Index (0-7)
Religious Affiliation (Protestant
ref.)

Catholic

Jewish

No Affiliation

Other

(0.07)
0.73
(0.12)
1.21%
(0.10)
2.47%%x
(0.26)
1,09
(0.01)

0.65%**
(0.06)
0.97
(0.09)
0.55%*
(0.11)

0.69%*
(0.06)
0.97
(0.03)

1.12
(0.08)
1.67
(0.49)
1.14
(0.12)
1.01
(0.23)

(0.07)
0.75
(0.11)
0.93
(0.07)
0.82%
(0.07)
0.98%*
(0.00)

0.89
(0.08)
1.19%
(0.09)
0.74%
(0.11)

0.92

(0.07)
1.05

(0.03)

1.20*
(0.09)
0.45%
(0.14)
0.72%*
(0.09)
0.68*
(0.13)
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(0.07)
1.39
(0.31)
1.60%*
(0.18)
2.33%xx
(0.20)
1,02
(0.01)

1.22
(0.16)
1.38%*
(0.15)
0.81
(0.15)

1.00
(0.09)
1.10%*
(0.03)

0.94
(0.07)
1.82
(0.71)
1.00
(0.12)
1.03
(0.23)

(0.09)
0.79
(0.12)
1.28%*
(0.12)
1.90%*
(0.16)
1115
(0.01)

0.99
(0.11)

1.12
(0.11)

0.78
(0.12)

0.99
(0.08)

1.04
(0.03)

1.06
(0.08)
2.59%
(0.82)
1.12
(0.11)
1.00
(0.23)

(0.09)
0.76
(0.12)
|41 %%
(0.13)
1.9 %%
(0.19)
1,09
(0.01)

1.15
(0.12)
1.18
(0.11)
0.76
(0.12)

0.88

(0.07)
1.04

(0.03)

0.96
(0.08)
1.53
(0.50)
0.99
(0.12)
1.02
(0.22)



Religious Attendance (“Not at all”
ref.)

“One or more times a year” 1.29%* 1.39%%* 1.12 1.20 1.31%*
(0.12) (0.13) (0.13) (0.11) (0.10)

“Two or three times a month” 1.36* 1.62%** 1.12 1.34* 1.37%*
(0.16) (0.19) (0.17) (0.18) (0.16)

“Once a week” 1.36%* 1.28%* 1.15 1.25% 1.39%**
(0.12) (0.11) (0.10) (0.11) (0.12)
“More than once a week” 1.13 1.36%** 1.18 1.09 1.28
(0.16) (0.16) (0.19) (0.13) (0.17)

Constant 0.01*** 5.83%** 0.26** 0.00%** 0.00***
(0.00) (1.93) (0.12) (0.00) (0.00)

N 8,658 8,604 5,389 6,913 6,906

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group

303



Appendix B: Supplemental Tables for Chapter 4

Table B.1. Pearson Correlation Coefficient Matrix for Associations between End-of-Life Planning Measures Variables among Same-
sex and Different-sex Couples with a non-Zero Respondent Weight in the Health and Retirement Study (2012-2018)

Valid Will Life Ever Power of Written
Insurance  Discussed Attorney Instructions
Valid Will 1.00
Life Insurance 0.14%%* 1.00
Ever Discussed (0.32°%** 0.06%** 1.00
Power of Attorney 0.48%#%* 0.06%** 0.47%%* 1.00
Written Instructions 0.52%** 0.04%** 0.49%#*  (.70%*** 1.00

Note: *** p<0.001, ** p<0.01, * p<0.05
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Table B.2. Odds Ratios for Engaging in Measures of EOL Planning by Selected Variables (Adding an Interaction Term) among
Same-sex and Different-sex Couples with a non-Zero Respondent Weight in the Health and Retirement Study (2012-2018),
Unweighted

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Couple Type (Different-sex ref.)
Same-sex 2.45%%* 0.86 2.79 3.02% 3.57*
(0.67) (0.22) (1.79) (1.48) (1.81)
Gender (Woman ref.)
Man 0.83%** 1.36%** 0.60%** 0.80%** 0.717%**
(0.03) (0.05) (0.03) (0.04) (0.04)
Couple Type X Gender (Different-
sex X Woman ref.)
Same-sex X Man 0.59 1.03 0.56 0.65 0.80
(0.22) (0.38) (0.48) (0.45) (0.58)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.31%** 1.88*** 0.40%** 0.59%** 0.39%**
(0.02) (0.12) (0.03) (0.04) (0.03)
Hispanic/Latine (0.22%:%* 0.38%##* (0.38%##* 0.37%%* 0.30%**
(0.02) (0.02) (0.03) (0.03) (0.03)
Other, non-Hispanic 0.49%** 0.69%*** 0.39%** 0.45%%* 0.49%**
(0.05) (0.06) (0.06) (0.07) (0.07)
Household Income (High-income
ref.)
Poor (<820K) 0.56%** 0.417%** 0.75%* 0.84 0.73%*
(0.05) (0.03) (0.08) (0.09) (0.08)
Low-income ($20K-49.9K) 0.80%** 0.64%** 0.82%* 0.93 0.85%*
(0.05) (0.04) (0.06) (0.07) (0.06)
Mid-income ($50K-74.9K) 0.99 1.06 1.07 1.11 1.03
(0.07) (0.07) (0.09) (0.09) (0.08)

Education Level (HS Diploma ref.)
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< HS Diploma
GED
Some College
BA or>

Age (Years)

Self-reported Health (Good ref.)
Poor

Fair

Very Good

Excellent
Religious Affiliation (Protestant
ref.)

Catholic

Jewish

No Affiliation

Other

Religious Attendance (“Not at all”

ref.)
“One or more times a year”

0.53%*
(0.04)
0.77%*
(0.07)
1,325
(0.07)
2.39%
(0.14)
1115
(0.00)

0.89
(0.08)
0.80%*
(0.05)
].30%%
(0.07)
1.61%%*
(0.12)

1.14%
(0.06)
1.63*
(0.31)
1.00
(0.07)
0.78*
(0.08)

1.2]%**

0.59%
(0.04)
0.82*
(0.07)
0.93
(0.05)
1.01
(0.06)
0.99%x
(0.00)

0.72%%*
(0.06)
0.76%**
(0.04)
1.04
(0.05)
0.88
(0.06)

0.96
(0.05)
0.51%%*
(0.07)
0.75%**
(0.05)
0.59%*
(0.06)

1.18%**
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0.70%*
(0.06)
1.29%
(0.17)

].45%
(0.11)

1.94%3%
(0.16)

1.04%%
(0.00)

1.34%
(0.15)
1.13
(0.09)
0.97
(0.07)
0.93
(0.10)

0.90
(0.06)
1.24
(0.31)
1.18
(0.13)
1.14
(0.23)

1.18%*

0.84*
(0.07)
1.18
(0.14)
1.36%%
(0.09)
1,99
(0.14)
1,08
(0.00)

1.25%
(0.13)
1.10
(0.08)
1.11
(0.07)
1.16
(0.11)

0.97
(0.06)
1.28
(0.26)
1.14
(0.11)
1.33
(0.26)

1.22%*

0.63%**
(0.05)
0.93
(0.11)
1,375
(0.09)
1,735
(0.12)
1,08
(0.00)

1.10
(0.11)
1.11
(0.08)
1.10
(0.07)
1.11
(0.10)

0.93
(0.06)
1.36
(0.27)
1.04
(0.10)
1.39
(0.27)
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(0.07) (0.07) (0.09) (0.09) (0.08)
“Two or three times a month” 1.50%** 1.32%%* 1.17 1.39%** 1.36%**
(0.10) (0.09) (0.11) (0.12) (0.12)
“Once a week” 1.53%** 1.42%** 1.23%* 1.52%** 1.37%**
(0.09) (0.08) (0.09) (0.11) (0.10)
“More than once a week” 1.41%%** 1.27%%* 1.32%%* 1.33%%* 1.27%*
(0.10) (0.08) (0.12) (0.11) (0.10)
Change in Household Income from
2012-2018 (No Change ret.)
Income Increased Over Time 0.83** 0.83%* 0.72%** 0.70%** 0.85*
(0.06) (0.05) (0.06) (0.05) (0.07)
Income Declined Over Time 0.80*** 0.49%*** 1.01 0.97 1.03
(0.05) (0.03) (0.09) (0.08) (0.09)
Income Fluctuated Over Time 0.87%* 0.62%** 0.91 0.89 0.96
(0.05) (0.03) (0.07) (0.06) (0.06)
Change in Self-reported Health from
2012-2018 (No Change ret.)
Health Improved Over Time .33%%* .33%%* 1.21%* 1.20* 1.22%*
(0.08) (0.08) (0.11) (0.10) (0.10)
Health Declined Over Time 1.10 1.40%** 1.44%%%* 1.31%%* 1.41%%*
(0.06) (0.07) (0.10) (0.09) (0.09)
Health Fluctuated Over Time 1.42%%%* 1.39%** 1.47%%* 1.37%%* 1.35%**
(0.07) (0.07) (0.10) (0.09) (0.08)
Constant 0.00*** 7.779%** 0.20%** 0.00*** 0.01***
(0.00) (1.20) (0.06) (0.00) (0.00)
N 15,445 15,428 8,588 8,579 8,574

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table B.3. Odds Ratios for Engaging in Measures of EOL Planning by Selected Variables among Same-sex and Different-sex
Couples in the Health and Retirement Study (2012-2018), Weighted (using Respondent Weights at Baseline)

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Couple Type (Different-sex ref.)
Same-sex 1.49 0.77 1.05 1.55 2.74%%
(0.34) (0.24) (0.38) (0.52) (0.81)
Gender (Woman ref.)
Man 0.80%** 1.39%** 0.59%** 0.86%** 0.77%**
(0.03) (0.06) (0.03) (0.04) (0.03)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.20%** 1.69*** 0.39%** 0.53%** 0.40%**
(0.03) (0.17) (0.05) (0.05) (0.05)
Hispanic/Latine (.24 %% 0.40%** 0.4]%%* 0.42%:%* (.33
(0.02) (0.04) (0.06) (0.06) (0.06)
Other, non-Hispanic 0.51%** 0.60** 0.45%%* 0.55%* 0.54%**
(0.08) (0.09) (0.10) (0.11) (0.11)
Household Income (High-income
ref.)
Poor (<820K) 0.66%* 0.44%** 0.75% 0.94 0.77
(0.09) (0.05) (0.10) (0.10) (0.10)
Low-income ($20K-49.9K) 0.85 0.65%** 0.86 0.96 0.86
(0.08) (0.05) (0.08) (0.08) (0.09)
Mid-income ($50K-74.9K) 1.01 1.09 1.09 1.16 1.01
(0.13) (0.10) (0.14) (0.13) (0.12)
Education Level (HS Diploma ref.)
< HS Diploma 0.47%** 0.55%** 0.68%* 0.76** 0.60%**
(0.04) (0.05) (0.08) (0.08) (0.06)
GED 0.63%** 0.63%** 1.37 1.02 0.81
(0.07) (0.08) (0.22) (0.13) (0.09)
Some College 1.30%** 0.84* 1.46%** 1.37%%* 1.36%**
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BA or >
Age (Years)

Self-reported Health (Good ref.)
Poor

Fair

Very Good

Excellent
Religious Affiliation (Protestant
ref.)

Catholic

Jewish

No Affiliation

Other

Religious Attendance (“Not at all”

ref.)
“One or more times a year”

“Two or three times a month”

“Once a week”

(0.10)
2.34%%%

(0.20)
1115

(0.00)

0.89
(0.12)
0.76%*
(0.07)

1.30%
(0.10)

].84%
(0.17)

1.19%
(0.10)
1.52
(0.33)
1.10
(0.12)
0.91
(0.15)

1.18*
(0.10)
1,535
(0.14)
1,61 %%
(0.16)

(0.06)
0.98
(0.08)
0.98%*
(0.00)

0.68%*
(0.07)
0.73%**
(0.05)
1.04
(0.07)
0.92
(0.09)

1.04
(0.07)
0.68
(0.15)
0.80%
(0.07)
0.53%*
(0.08)

1.20*
(0.10)
.38
(0.12)
] 42%*
(0.12)
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(0.12)
2.00% %
(0.19)
1.04%%
(0.01)

1.26
(0.17)
1.23%
(0.12)
0.96
(0.09)
0.88
(0.10)

0.89
(0.10)
1.33
(0.39)
1.14
(0.17)
1.23
(0.39)

1.16
(0.13)
1.24%
(0.13)
1.25%
(0.11)

(0.10)
2.15%*x

(0.19)
1,09

(0.01)

1.08
(0.13)
1.00
(0.08)
1.02
(0.07)
1.13
(0.12)

0.96
(0.08)
1.34
(0.36)
1.14
(0.15)
0.97
(0.26)

1.11
(0.11)
1.36%*
(0.14)
1.41%*
(0.14)

(0.11)
.83

(0.14)
1,09

(0.01)

1.09
(0.14)
1.10
(0.09)
1.06
(0.08)
1.10
(0.12)

0.94
(0.09)
1.30
(0.39)
1.10
(0.14)
1.17
(0.38)

1.09
(0.11)
1.43%*
(0.17)
1.31%*
(0.12)



“More than once a week” 1.40%** 1.25% 1.28%* 1.31%* 1.29%*
(0.14) (0.14) (0.15) (0.13) (0.12)
Change in Household Income from
2012-2018 (No Change ret.)
Income Increased Over Time 0.74%* 0.77* 0.74%* 0.72%* 0.87
(0.08) (0.09) (0.08) (0.07) (0.10)
Income Declined Over Time 0.72%* 0.49%*** 1.00 1.01 1.13
(0.08) (0.05) (0.12) (0.11) (0.12)
Income Fluctuated Over Time 0.80* 0.61*** 0.93 0.89 0.99
(0.07) (0.05) (0.09) (0.08) (0.10)
Change in Self-reported Health from
2012-2018 (No Change ret.)
Health Improved Over Time 1.26* 1.32%* 1.13 1.04 1.22
(0.12) (0.11) (0.12) (0.10) (0.15)
Health Declined Over Time 1.12 1.40%** 1.39%* 1.26* 1.46%***
(0.07) (0.11) (0.14) (0.11) (0.13)
Health Fluctuated Over Time 1.39%** 1.36%** 1.43%%* 1.28%** 1.32%*
(0.10) (0.09) (0.11) (0.11) (0.11)
Constant 0.00%** 12.30%** 0.19%** 0.00%** 0.00%**
(0.00) (2.29) (0.07) (0.00) (0.00)
N 15,445 15,428 8,588 8,579 8,574

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table B.4. Odds Ratios for Engaging in Measures of EOL Planning by Selected Variables (Adding an Interaction Term) among
Same-sex and Different-sex Couples in the Health and Retirement Study (2012-2018), Weighted (using Respondent Weights at
Baseline)

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Couple Type (Different-sex ref.)
Same-sex 1.78 0.73 1.10 1.85 2.29%*
(0.64) (0.28) (0.87) (0.87) (0.90)
Gender (Woman ref.)
Man 0.80%** 1.39%** 0.59%** 0.86%** 0.77%**
(0.03) (0.06) (0.03) (0.04) (0.04)
Couple Type X Gender (Different-
sex X Woman ref.)
Same-sex X Man 0.69 1.12 0.92 0.74 1.37
(0.38) (0.55) (0.90) (0.56) (0.88)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.20%** 1.69*** 0.39%** 0.53%%* 0.40%**
(0.03) (0.17) (0.05) (0.05) (0.05)
Hispanic/Latine (.24 %% 0.40%** 0.41%%* (.42 (.33
(0.02) (0.04) (0.06) (0.06) (0.06)
Other, non-Hispanic 0.51%** 0.60** 0.45%%* 0.55%* 0.55%*
(0.08) (0.09) (0.10) (0.11) (0.11)
Household Income (High-income
ref.)
Poor (<820K) 0.66%* 0.44%** 0.75% 0.94 0.77
(0.09) (0.05) (0.10) (0.10) (0.10)
Low-income ($20K-49.9K) 0.86 0.65%** 0.86 0.96 0.86
(0.08) (0.05) (0.08) (0.08) (0.09)
Mid-income ($50K-74.9K) 1.01 1.09 1.09 1.16 1.01
(0.13) (0.10) (0.14) (0.13) (0.12)

Education Level (HS Diploma ref.)
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< HS Diploma
GED
Some College
BA or>

Age (Years)

Self-reported Health (Good ref.)
Poor

Fair

Very Good

Excellent
Religious Affiliation (Protestant
ref.)

Catholic

Jewish

No Affiliation

Other
Religious Attendance (“Not at all”

ref.)
“One or more times a year”

0.47%%*
(0.04)
0.63%**
(0.07)
1.30%
(0.10)
2.34%%x
(0.20)
1115
(0.00)

0.89
(0.12)
0.77%*
(0.07)

1.30%
(0.10)

].84%
(0.18)

1.19%
(0.09)
1.52
(0.33)
1.10
(0.12)
0.91
(0.15)

1.18%*

0.55%*
(0.05)
0.63%**
(0.08)
0.84*
(0.06)
0.98
(0.08)
0.98%*
(0.00)

0.68%*
(0.07)
0.73%**
(0.05)
1.04
(0.07)
0.92
(0.09)

1.04
(0.07)
0.68
(0.15)
0.80%
(0.07)
0.53%*
(0.08)

1.20*
312

0.68**
(0.08)
1.37
(0.22)
1. 46%%
(0.12)
2.00% %
(0.19)
1.04%%
(0.01)

1.26
(0.17)
1.23%
(0.12)
0.96
(0.09)
0.88
(0.10)

0.89
(0.10)
1.33
(0.39)
1.14
(0.17)
1.23
(0.39)

1.16

0.76%*
(0.08)
1.02
(0.13)
1,375
(0.10)
2.15%*x
(0.19)
1,09
(0.01)

1.08
(0.13)
1.00
(0.08)
1.02
(0.07)
1.13
(0.12)

0.96
(0.08)
1.34
(0.36)
1.14
(0.15)
0.98
(0.26)

0.60%*
(0.06)
0.81
(0.09)
1.36%%
(0.11)
].84%
(0.14)
1,09
(0.01)

1.09
(0.14)
1.10
(0.09)
1.06
(0.08)
1.09
(0.12)

0.94
(0.09)
1.30
(0.39)
1.10
(0.14)
1.17
(0.38)

1.09



(0.10) (0.10) (0.13) (0.11) (0.11)
“Two or three times a month” 1.52%** 1.38%** 1.24%* 1.35%* 1.43%*
(0.14) (0.12) (0.13) (0.14) (0.17)
“Once a week” 1.61%** 1.42%%%* 1.25% 1.41%* 1.31%*
(0.16) (0.12) (0.11) (0.14) (0.12)
“More than once a week” 1.40%** 1.25% 1.28%* 1.31%* 1.29%*
(0.14) (0.14) (0.15) (0.13) (0.12)
Change in Household Income from
2012-2018 (No Change ret.)
Income Increased Over Time 0.74%* 0.77* 0.74%* 0.72%* 0.87
(0.08) (0.09) (0.08) (0.07) (0.10)
Income Declined Over Time 0.72%* 0.49%*** 1.00 1.01 1.13
(0.08) (0.05) (0.12) (0.11) (0.12)
Income Fluctuated Over Time 0.80* 0.61*** 0.93 0.89 0.99
(0.07) (0.05) (0.09) (0.08) (0.10)
Change in Self-reported Health from
2012-2018 (No Change ret.)
Health Improved Over Time 1.26* 1.32%* 1.13 1.04 1.22
(0.12) (0.11) (0.12) (0.10) (0.15)
Health Declined Over Time 1.12 1.40%** 1.39%* 1.26* 1.45%%*
(0.07) (0.11) (0.14) (0.11) (0.13)
Health Fluctuated Over Time 1.39%** 1.36%** 1.43%%** 1.28%** 1.32%%
(0.10) (0.09) (0.11) (0.11) (0.11)
Constant 0.00*** 12.31%** 0.19%** 0.00*** 0.00%**
(0.00) (2.29) (0.07) (0.00) (0.00)
N 15,445 15,428 8,588 8,579 8,574

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table B.5. Predicted Probabilities (and Marginal Changes) for Engaging in Measures of EOL Planning by Couple Type and Gender
among Same-sex and Different-sex Couples in the Health and Retirement Study (2012-2018), Weighted

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Couple Type x Gender
Different-sex x Woman 0.583 0.718 0.808 0.630 0.621
Different-sex x Man 0.543 0.773 0.724 0.598 0.567
(A= (A =-0.055%%*%*) (A =0.084*%*%*) (A =0.032%%*%*) (A=
0.040%**) 0.054%**)
Different-sex x Woman 0.583 0.718 0.808 0.630 0.621
Same-sex x Woman 0.681 0.659 0.821 0.746 0.771
(A=-0.098) (A=0.059) (A=-0.013) (A=-0.115) (A =-0.150%)
Different-sex x Woman 0.583 0.718 0.808 0.630 0.621
Same-sex x Man 0.580 0.741 0.725 0.663 0.778
(A=10.003) (A=-0.023) (A =0.082) (A =-0.032) (A =-0.158%)
Different-sex x Man 0.543 0.773 0.724 0.598 0.567
Same-sex x Woman 0.681 0.659 0.821 0.746 0.771
(A=-0.138*%) (A=0.114) (A =-0.097) (A =-0.147) (A=-
0.204%*%*)
Different-sex x Man 0.543 0.773 0.724 0.598 0.567
Same-sex x Man 0.580 0.741 0.725 0.663 0.778
(A=-0.037) (A=0.032) (A =-0.002) (A =-0.064) (A =-0.212%%)
Same-sex x Woman 0.681 0.659 0.821 0.746 0.771
Same-sex x Man 0.580 0.741 0.725 0.663 0.778
(A=0.101) (A =-0.082) (A =0.096) (A=10.083) (A =0.008)
N 15,445 15,428 8,588 8,579 8,574

Note: A = Marginal change in predicted probabilities; *** p<0.001, ** p<0.01, * p<0.05
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Table B.6. Odds Ratios for Engaging in Measures of EOL Planning by Selected Variables (Including a Binary Health Measure)
among Same-sex and Different-sex Couples with a non-Zero Respondent Weight in the Health and Retirement Study (2012-2018),
Unweighted

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Couple Type (Different-sex ref.)
Same-sex 1.88*** 0.87 2.08 2. 47%* 3.21%*
(0.36) (0.16) (0.88) (0.86) (1.17)
Gender (Woman ref.)
Man 0.827%** 1.36%** 0.60%** 0.80%** 0.717%**
(0.03) (0.05) (0.03) (0.04) (0.04)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.31%** 1.88*** 0.40%** 0.58%** 0.38%**
(0.02) (0.12) (0.03) (0.04) (0.03)
Hispanic/Latine 0.27 %% 0.38%##* 0.38%##* 0.37%#%* 0.30%**
(0.01) (0.02) (0.03) (0.03) (0.03)
Other, non-Hispanic 0.48*** 0.69%** 0.39%** 0.45%%* 0.49%**
(0.04) (0.06) (0.06) (0.07) (0.07)
Household Income (High-income
ref.)
Poor (<820K) (0.54%%* 0.42%** 0.75%* 0.83 0.72%*
(0.05) (0.03) (0.08) (0.08) (0.07)
Low-income ($20K-49.9K) 0.78%** 0.64%** 0.83* 0.92 0.84%*
(0.05) (0.04) (0.06) (0.06) (0.06)
Mid-income ($50K-74.9K) 0.97 1.07 1.07 1.10 1.02
(0.06) (0.07) (0.09) (0.09) (0.08)
Education Level (HS Diploma ref.)
< HS Diploma 0.53%** 0.58%** 0.70%** 0.85%* 0.64%**
(0.04) (0.03) (0.06) (0.07) (0.05)
GED 0.77%* 0.82%* 1.30%* 1.18 0.93
(0.07) (0.07) (0.17) (0.14) (0.11)
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Some College 1.35%%* 0.93
(0.07) (0.05)
BA or > 2.50%** 1.00
(0.14) (0.06)
Age (Years) 1. 1% 0.997%*x*
(0.00) (0.00)
Self-reported Health (Good/Very
Good/ Excellent ref.)
Poor/Fair 0.771 %% 0.75%%*
(0.04) (0.03)
Religious Affiliation (Protestant
ref.)
Catholic 1.14%* 0.96
(0.06) (0.05)
Jewish 1.66%** 0.50%**
(0.32) (0.07)
No Affiliation 1.01 0.75%%*
(0.07) (0.05)
Other 0.79%* 0.59%**
(0.09) (0.06)
Religious Attendance (“Not at all”
ref.)
“One or more times a year” 1.21%%* 1.19%*
(0.07) (0.07)
“Two or three times a month” 1.51%%* .33%%*
(0.10) (0.09)
“Once a week” 1.54%%* 1.42%%*
(0.09) (0.08)
“More than once a week” 1.42%%* 1.27%%*
(0.10) (0.08)

Change in Household Income from
2012-2018 (No Change ret.)
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].45%
(0.11)

1,93
(0.16)

1.04%%
(0.00)

1.20%*
(0.08)

0.89
(0.06)
1.25
(0.31)
1.17
(0.13)
1.13
(0.23)

1.18*
(0.09)
1.17
(0.11)
1.02%*
(0.09)
1.31%*
(0.12)

1,375
(0.09)
2.02%**
(0.14)
1,08
(0.00)

1.08
(0.07)

0.97
(0.06)
1.29
(0.26)
1.15
(0.11)
1.33
(0.26)

1.21%*
(0.09)
.39
(0.12)
].52%%
(0.11)
.33
(0.11)

1,375
(0.09)

].75%%
(0.12)

1,08
(0.00)

1.06
(0.06)

0.93
(0.06)
1.37
(0.27)
1.05
(0.10)
1.40
(0.27)

1.08
(0.08)
1,375
(0.12)
1,375
(0.10)
1.27%*
(0.10)



Income Increased Over Time 0.84* 0.83%* 0.72%** 0.70%** 0.85*
(0.06) (0.05) (0.06) (0.05) (0.07)
Income Declined Over Time 0.79%** 0.49%*** 1.01 0.97 1.03
(0.05) (0.03) (0.09) (0.08) (0.09)
Income Fluctuated Over Time 0.86** 0.62%** 0.91 0.89 0.96
(0.05) (0.03) (0.07) (0.06) (0.06)
Change in Self-reported Health from
2012-2018 (No Change ret.)
Health Improved Over Time 1.25%%* 1.34%%* 1.22%* 1.18* 1.20*
(0.08) (0.08) (0.11) (0.10) (0.10)
Health Declined Over Time 1.18%** 1.39%** 1.41%%** ].33%%* 1.44%%%*
(0.06) (0.07) (0.10) (0.09) (0.09)
Health Fluctuated Over Time 1.43%%* 1.39%** 1.46%*** 1.37%%* 1.35%**
(0.07) (0.07) (0.10) (0.08) (0.08)
Constant 0.00%** 7.6T*** 0.19%** 0.00*** 0.01***
(0.00) (1.16) (0.05) (0.00) (0.00)
N 15,445 15,428 8,588 8,579 8,574

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table B.7. Odds Ratios for Engaging in Measures of EOL Planning by Selected Variables (Including a Binary Health Measure)
among Same-sex and Different-sex Couples in the Health and Retirement Study (2012-2018), Weighted (using Respondent Weights at
Baseline)

Valid Will Life Insurance Ever Discussed Power of Attorney Written
Instructions
Couple Type (Different-sex ref.)
Same-sex 1.50 0.77 1.04 1.55 2.75%*
(0.36) (0.24) (0.38) (0.52) (0.82)
Gender (Woman ref.)
Man 0.79%** 1.39%** 0.60%** 0.85%** 0.77%**
(0.03) (0.06) (0.03) (0.04) (0.03)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 0.28%** 1.69*** 0.39%** 0.53%** 0.40%**
(0.03) (0.17) (0.05) (0.05) (0.05)
Hispanic/Latine (.23 %% 0.40%** 0.41%%* 0.42%:%* (0.327%:%*
(0.03) (0.04) (0.06) (0.06) (0.06)
Other, non-Hispanic 0.50%** 0.60** 0.45%%* 0.54** 0.54%**
(0.08) (0.09) (0.10) (0.11) (0.11)
Household Income (High-income
ref.)
Poor (<820K) 0.63%** 0.44%** 0.76* 0.93 0.77*
(0.08) (0.05) (0.10) (0.10) (0.10)
Low-income ($20K-49.9K) 0.82%* 0.65%** 0.86 0.95 0.86
(0.07) (0.05) (0.08) (0.08) (0.09)
Mid-income ($50K-74.9K) 0.98 1.09 1.10 1.15 1.01
(0.13) (0.10) (0.13) (0.13) (0.12)
Education Level (HS Diploma ref.)
< HS Diploma 0.47%** 0.55%** 0.68%* 0.76** 0.60%**
(0.04) (0.04) (0.08) (0.08) (0.06)
GED 0.63%** 0.63%** 1.37 1.03 0.81
(0.07) (0.08) (0.22) (0.13) (0.09)
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Some College
BA or >
Age (Years)
Self-reported Health (Good/Very
Good/ Excellent ref.)
Poor/Fair
Religious Affiliation (Protestant
ref.)
Catholic
Jewish
No Affiliation
Other
Religious Attendance (“Not at all”
ref.)
“One or more times a year”
“Two or three times a month”
“Once a week™”

“More than once a week”

Change in Household Income from
2012-2018 (No Change ret.)

].34%%
(0.10)

2.49%
(0.22)

1115
(0.00)

0.68%*
(0.05)

1.20*
(0.10)
1.55
(0.34)
1.12
(0.12)
0.91
(0.16)

1.17*
(0.09)
].55%
(0.15)
].63%%
(0.16)
1.41%*
(0.14)

0.83*
(0.06)
0.98
(0.08)
0.98%*
(0.00)

0.71%%x
(0.04)

1.04
(0.07)
0.67
(0.15)
0.80*
(0.07)
0.53%*
(0.08)

1.20*
(0.10)
.39
(0.12)
] 4%
(0.12)
1.25%
(0.14)
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].45%
(0.12)

2.19%*x
(0.19)

1.04%%
(0.01)

1.26%*
(0.11)

0.89
(0.10)
1.32
(0.40)
1.14
(0.17)
1.22
(0.38)

1.16
(0.13)
1.24%
(0.13)
1.25%
(0.11)
1.28%
(0.15)

1,375
(0.10)

2.17%%x
(0.19)

1,09
(0.01)

1.00
(0.07)

0.96
(0.08)
1.35
(0.36)
1.15
(0.15)
0.98
(0.27)

1.11
(0.11)
1.35%*
(0.14)
1.41%*
(0.14)
1.30%*
(0.13)

1.36%%
(0.11)

].85%
(0.15)

1,09
(0.01)

1.06
(0.08)

0.94
(0.09)
1.30
(0.39)
1.11
(0.14)
1.17
(0.38)

1.09
(0.11)
1.44%*
(0.17)
1.31%*
(0.12)
1.29%x*
(0.12)



Income Increased Over Time 0.75%* 0.77* 0.74%* 0.72%* 0.87
(0.08) (0.09) (0.08) (0.08) (0.10)
Income Declined Over Time 0.70%* 0.49%*** 1.00 1.00 1.13
(0.08) (0.05) (0.12) (0.11) (0.12)
Income Fluctuated Over Time 0.79* 0.61*** 0.93 0.89 0.99
(0.07) (0.05) (0.09) (0.08) (0.10)
Change in Self-reported Health from
2012-2018 (No Change ret.)
Health Improved Over Time 1.17 .32%%* 1.15 1.03 1.21
(0.11) (0.10) (0.12) (0.10) (0.14)
Health Declined Over Time 1.23%** 1.39%** 1.37%* 1.27* 1.47%%*
(0.08) (0.11) (0.13) (0.12) (0.14)
Health Fluctuated Over Time 1.41%%** 1.36%** 1.43%%* 1.28%** 1.32%%
(0.09) (0.09) (0.11) (0.11) (0.11)
Constant 0.00%** 12.25%** 0.18%** 0.00*** 0.00%**
(0.00) (2.08) (0.07) (0.00) (0.00)
N 15,445 15,428 8,588 8,579 8,574

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Appendix C: Supplemental Tables for Chapter 5

Table C.1. Pearson Correlation Coefficient Matrix for Associations between End-of-Life Planning Measures using Prolific Data, 2023
(n=1,083)

Valid Will Life Power of Written Discussed Discussed  Worried about
Insurance  Attorney Instructions = EOL Care ACP with a Family
Preferences Doctor Interference
Valid Will 1.00
Life Insurance 0.30%** 1.00
Power of Attorney 0.51%** 0.21%** 1.00
Written Instructions 0.51%** 0.18%** 0.66%** 1.00
Discussed EOL Care 0.19%** 0.09** 0.34%** 0.42%%* 1.00
Preferences
Discussed ACP witha  (0.33%** 0.]13%** 0.39%** 0.46%** 0.27%%* 1.00
Doctor
Worried about Family  0.03 0.04 0.08** 0.03 0.07* 0.05 1.00
Interference

Note: *** p<0.001, ** p<0.01, * p<0.05
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Table C.2. Sensitivity Analysis (Firth’s Logistic Regressions) for Odds of Engaging in Measures of EOL Planning by Sexual Identity
and Gender among Sexual Minority Respondents using Prolific Data, 2023 (n = 1,083)

Valid Life Power of Written Ever Discussed Family
Will Insurance  Attorney  Instructions  Discussed with a Interference
Doctor
Sexual Identity (Gay/Lesbian
ref.)
Bisexual 0.81 0.95 0.88 0.72 1.07 0.72 0.96
(0.14) (0.15) (0.15) (0.13) (0.16) (0.13) (0.16)
SOSI 0.49%** 0.81 0.66 0.76 1.26 0.46%** 1.13
(0.12) (0.16) (0.16) (0.18) (0.24) (0.12) (0.23)
Gender (Woman ref.)
Man 2.19%** 1.57%%* 1.69%* 1.63** 0.88 1.64** 0.57%**
(0.34) (0.22) (0.27) (0.27) (0.12) (0.29) (0.09)
Another Gender 0.98 0.71 0.63 0.81 0.65 0.95 1.08
(0.31) (0.19) (0.22) (0.26) (0.16) (0.34) (0.27)
Trans Identity (No ref.)
Yes 1.34 1.10 1.34 1.38 1.32 1.03 1.76*
(0.35) (0.26) (0.36) (0.37) (0.30) (0.31) (0.41)
Constant 0.30%** 0.59%#* 0.27%** 0.27%** 1.07 0.25%** 0.57%**
(0.05) (0.09) (0.05) (0.05) (0.16) (0.05) (0.09)

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Table C.3. Sensitivity Analysis (Firth’s Logistic Regressions) for Odds of Engaging in Measures of EOL Planning by
Sociodemographic Characteristics among Sexual Minority Respondents using Prolific Data, 2023 (rn = 1,083)

Valid Life Power of Written Ever Discussed Worried about
Will Insurance  Attorney  Instructions  Discussed with a Family
Doctor Interference
Sexual Identity (Gay/Lesbian
ref.)
Bisexual 0.75 0.98 0.92 0.78 1.21 0.84 0.92
(0.16) (0.18) (0.18) (0.16) (0.20) (0.17) (0.16)
SOSI 0.63 1.31 0.83 0.96 1.49 0.62 1.09
(0.18) (0.30) (0.22) (0.25) (0.31) (0.18) (0.23)
Gender (Woman ref.)
Man 1.53* 1.24 1.31 1.28 0.75 1.32 0.63%*
(0.28) (0.20) (0.23) (0.23) (0.11) (0.25) (0.10)
Another Gender 1.03 0.69 0.67 0.88 0.73 1.13 1.04
(0.38) (0.20) (0.24) (0.30) (0.19) (0.43) (0.26)
Trans Identity (No ref.)
Yes 2.36%* 1.38 1.94%* 2.19%* 1.47 1.41 1.71%
(0.76) (0.38) (0.58) (0.65) (0.36) (0.47) (0.41)
Race/Ethnicity (White, non-
Hispanic ref.)
Black, non-Hispanic 1.59* 1.62%* 0.92 0.94 0.62%* 2.06%* 1.13
(0.38) (0.34) (0.21) (0.22) (0.11) (0.48) (0.22)
Hispanic/Latine 0.89 0.94 0.95 0.97 0.75 1.37 1.63*
(0.24) (0.21) (0.24) (0.25) (0.15) (0.39) (0.32)
Asian, non-Hispanic 0.31%* 0.97 0.62 0.40%* 0.37%** 1.24 1.22
(0.14) (0.26) (0.22) (0.18) (0.10) (0.48) (0.31)
SOR, non-Hispanic 1.90* 0.88 1.17 1.55 0.81 1.51 2.16%*
(0.55) (0.24) (0.33) (0.43) (0.19) (0.47) (0.52)

Household Income (Middle-
income ref.)
Poor 0.55 0.42%** 0.51* 0.77 0.68 0.88 1.04
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Low-income
High-income

Education Level (BA/BS ref.)
HS Diploma/GED or Less ref.

Some College
AA/AS
Graduate Degree
Employment Status (Employed
full-time ref.)
Employed part-time
Self-employed
NIW/Unemployed
Marital Status (Single, never
married ref.)
Married
Cohabiting
Divorced/Separated/Widow

Partnered, not cohabiting

(0.18)
1.13
(0.26)
1.52
(0.33)

0.65
(0.22)
0.46%*
(0.12)
1.03
(0.29)
1.46
(0.34)

0.38%#*
(0.11)
0.66
(0.19)
0.49%*
(0.12)

3. 74%%x
(1.00)
1.90*
(0.52)

1.45
(0.54)
1.99*
(0.58)

(0.10)
0.87
(0.16)
1.37
(0.26)

0.76
(0.20)
0.91
(0.18)
0.87
(0.22)
1.51
(0.33)

0.33%*
(0.07)
0.23%%%*
(0.06)
0.24%%
(0.05)

2.10%*
(0.47)
1.56*
(0.33)
0.66
(0.23)
1.60*
(0.35)

(0.15)
0.95
(0.21)
1.28
(0.26)

0.55
(0.20)
0.73
(0.17)
1.44
(0.38)
1.51
(0.33)

0.76
(0.19)
0.62
(0.18)
0.77
(0.18)

2.63%**
(0.66)
1.44
(0.37)
1.92
(0.65)
1.48
(0.40)
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(0.22)
1.23
(0.28)
1.05
(0.23)

0.46*
(0.17)
0.72
(0.17)
1.38
(0.37)
1.33
(0.30)

0.57*
(0.16)
0.71
(0.20)
0.84
(0.20)

2.55% %
(0.65)
1.45
(0.39)
1.76
(0.59)
1.84%
(0.52)

(0.14)
0.90
(0.16)
1.07
(0.20)

0.84
(0.19)
1.05
(0.18)
1.51
(0.36)
1.07
(0.22)

1.03
(0.21)
1.24
(0.28)
1.51%
(0.27)

2.64%%*
(0.56)
1,98
(0.38)
1.66
(0.48)
1.57*
(0.31)

(0.26)
1.28
(0.31)
0.98
(0.23)

0.44%
(0.18)
0.64
(0.16)
0.87
(0.26)
1.15
(0.27)

1.03
(0.28)
0.84
(0.25)
1.07
(0.26)

1.32
(0.36)
1.15
(0.32)
1.34
(0.46)
1.25
(0.37)

(0.22)
1.01
(0.19)
0.96
(0.18)

0.84
0.21)
1.34
(0.24)
1.20
(0.29)
1.64*
(0.34)

0.83
(0.17)
0.92
0.21)
0.76
(0.14)

0.95
0.21)
1.15
(0.23)
1.29
(0.38)
1.70%*
(0.34)



Parental status (No ref.)
Yes

Age Group (35-44 reft.)
18-24

25-34
45-54
55-64
65+

Constant

1.60*
(0.33)

1.23
(0.40)
0.86
(0.24)
1.70%
(0.43)
2.93%*x
(0.86)
3.76%*
(1.58)
0.14%%*
(0.05)

0.99
(0.19)

1.35
(0.33)
0.75
(0.17)
1.75%
(0.41)
1.62
(0.45)
1.11
(0.45)
0.71
(0.21)

0.94
(0.19)

0.97
(0.31)
1.04
(0.28)
1.58
(0.39)
2.5 %%
(0.70)
2.13
(0.84)
0.18%**
(0.06)

0.98
(0.20)

0.52
(0.17)
0.58
(0.16)
1.50
(0.36)
2.15%*
(0.58)
2.95%
(1.14)
0.19%*
(0.07)

0.79
(0.14)

0.53%*
(0.12)
0.71
(0.14)
0.98
0.21)
1.47
(0.37)
1.24
(0.47)
0.95
(0.26)

1.34
(0.29)

0.46*
(0.17)
0.73
(0.22)
2.26%*
(0.59)
2.94%%*
(0.86)
3.20%*
(1.29)
0.12%**
(0.04)

0.94
(0.17)

2.02%*
(0.46)
1.13
(0.24)
1.52
(0.34)
1.43
(0.38)
0.83
(0.36)
0.30%*
(0.09)

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group

325



Table C.4. Sensitivity Analysis (Firth’s Logistic Regressions) for Odds of Engaging in Measures of EOL Planning by

Sociodemographic Characteristics and Selected Variables among Sexual Minority Respondents using Prolific Data, 2023 (n = 1,083)

Valid Life Power of Written Ever Discussed Family
Will Insurance  Attorney  Instructions Discussed with a Doctor Interference
Sexual Identity (Gay/Lesbian ref.)
Bisexual 0.80 0.97 1.29 1.03 1.47* 1.09 1.02
(0.19) (0.20) (0.29) (0.23) (0.28) (0.25) (0.20)
SOSI 0.69 1.32 1.25 1.28 1.88%* 0.81 1.21
(0.21) (0.32) (0.36) (0.36) (0.43) (0.25) (0.29)
Gender (Woman ref.)
Man 1.45 1.12 1.44 1.36 0.75 1.45 0.70%*
(0.28) (0.19) (0.27) (0.26) (0.12) (0.29) (0.12)
Another Gender 1.00 0.70 0.62 0.84 0.77 1.11 0.87
(0.38) (0.21) (0.24) (0.31) (0.21) (0.44) (0.23)
Trans Identity (No ref.)
Yes 2.36%* 1.40 1.69 2.15% 1.55 1.14 1.04
(0.82) (0.41) (0.55) (0.69) (0.40) (0.40) (0.27)
Race/Ethnicity (White, non-Hispanic
ref.)
Black, non-Hispanic 1.33 1.46 0.78 0.75 0.56** 1.76%* 0.99
(0.33) (0.31) (0.19) (0.19) (0.11) (0.44) (0.21)
Hispanic/Latine 0.89 0.91 0.97 0.98 0.76 1.37 1.61%*
(0.25) (0.20) (0.26) (0.27) (0.15) (0.41) (0.34)
Asian, non-Hispanic 0.42 1.05 0.80 0.51 0.43%* 1.94 1.13
(0.20) (0.29) (0.29) (0.24) (0.12) (0.79) (0.31)
SOR, non-Hispanic 2.21%* 0.88 1.17 1.53 0.79 1.51 1.88%*
(0.66) (0.25) (0.35) (0.45) (0.20) (0.49) (0.49)
Household Income (Middle-income
ref.)
Poor 0.58 0.40%** 0.48* 0.79 0.69 0.77 0.80
(0.19) (0.10) (0.15) (0.24) (0.15) (0.24) (0.18)
Low-income 1.14 0.85 0.94 1.33 0.90 1.34 0.97
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(0.27)

High-income 1.64%*
(0.37)
Education Level (BA/BS ref.)
HS Diploma/GED or Less ref. 0.64
(0.22)
Some College 0.46%*
(0.12)
AA/AS 1.00
(0.29)
Graduate Degree 1.36
(0.33)
Employment Status (Employed full-
time ref.)
Employed part-time 0.39%#*
(0.11)
Self-employed 0.82
(0.24)
NIW/Unemployed 0.59*
(0.15)
Marital Status (Single, never married
ref.)
Married 3.8 #*
(1.17)
Cohabiting 1.65
(0.49)
Divorced/Separated/Widow 1.41
(0.54)
Partnered, not cohabiting 1.98%*
(0.61)
Parental status (No ref.)
Yes 1.52

(0.16)
1.35
(0.26)

0.71
(0.20)
0.87
(0.17)
0.87
(0.23)
1.49
(0.33)

0.33%*
(0.07)
0.23%%*
(0.06)
0.25%%*
(0.05)

1.78*
(0.46)
1.29
(0.30)
0.61
(0.22)
1.42
(0.33)

0.97

(0.22)
1.46
(0.32)

0.56
(0.20)
0.69
(0.17)
1.35
(0.37)
1.57
(0.37)

0.78
0.21)
0.69
0.21)
0.93
(0.23)

2.37%*
(0.70)
1.01
(0.29)
2.17*
(0.78)
1.39
(0.41)

0.87
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(0.32)
1.19
(0.27)

0.42%*
(0.16)
0.64
(0.16)
1.27
(0.36)
1.28
(0.31)

0.60
(0.17)
0.88
(0.26)
1.07
(0.27)

1.91%
(0.57)
0.97
(0.29)
1.72
(0.60)
1.64
(0.50)

1.01

(0.17)
1.08
0.21)

0.78
(0.19)
1.03
(0.19)
1.50
(0.37)
1.07
(0.23)

1.04
(0.22)
1.47
(0.35)
1.62%
(0.31)

1.75%
(0.43)
1.36
(0.29)
1.70
(0.52)
1.22
(0.26)

0.78

(0.34)
1.07
(0.26)

0.38*
(0.16)
0.56*
(0.15)
0.77
(0.23)
1.10
(0.27)

1.06
(0.30)
1.05
(0.34)
1.36
(0.35)

1.43
(0.45)
1.06
(0.32)
1.43
(0.52)
1.40
(0.45)

1.31

(0.19)
1.01
(0.20)

0.90
(0.24)
1.33
(0.26)
1.14
(0.30)
1.56*
(0.35)

0.79
(0.17)
0.83
(0.20)
0.70
(0.14)

0.78
(0.20)
0.84
(0.20)
1.26
(0.40)
1.28
(0.29)

1.04



Age Group (35-44 reft.)
18-24

25-34
45-54
55-64
65+
Current Health (Good/Very
Good/Excellent ref.)
Poor/Fair
NOS — Disclosure (0-100)

NOS — Concealment (1-11)

State-Level Protections (High ref.)
Medium

Fair
Low
Negative
Everyday Discrimination Scale (1-4)

Healthcare Stereotype Threat (1-5)

(0.33)

1.14
(0.39)
0.85
(0.25)
1.59
(0.42)
2.73% %
(0.83)
3.67%*
(1.61)

0.95
0.21)
1.00
(0.00)
1.04
(0.04)

0.87
(0.29)
1.79%
(0.43)
1.37
(0.31)
2.00
(0.96)
1.19
(0.20)
0.98

(0.19)

1.45
(0.37)
0.77
(0.18)
1.72%
(0.41)
1.45
(0.41)
1.05
(0.44)

0.95
(0.17)
1.00
(0.00)
1.04
(0.03)

1.06
(0.29)
1.33
(0.27)
1.35
(0.25)
1.28
(0.57)
1.16
(0.16)
0.96

(0.19)

1.21
0.41)
1.29
(0.36)
1.52
(0.40)
2.23%x
(0.66)
1.84
(0.78)

1.54%
(0.32)
1.01*
(0.00)
1.00
(0.03)

0.40%*
(0.14)
0.98
(0.23)
0.99
0.21)
1.22
(0.56)
1.10
(0.17)
1.09
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(0.22)

0.66
(0.24)
0.71
(0.21)
1.47
(0.37)
1.92%
(0.55)
2.87%*
(1.16)

1.25
(0.26)
1.01*
(0.00)
1.00
(0.03)

0.72
(0.24)
1.20
(0.29)
1.14
(0.25)
1.34
(0.60)
1.12
(0.17)
0.98

(0.15)

0.54%*
(0.13)
0.74
(0.16)
0.94
(0.21)
1.31
(0.35)
1.17
(0.46)

1.27
(0.21)
1.00
(0.00)
0.98
(0.03)

0.76
(0.19)
1.13
(0.21)
0.99
(0.17)
0.99
(0.40)
1.31%
(0.16)
0.98

(0.30)

0.62
(0.24)
0.85
(0.26)
2.07%*
(0.57)
2.50%*
(0.77)
2.68*
(1.14)

2.17%%x
(0.46)
1.01%*
(0.00)

1.04
(0.04)

0.58
0.21)
1.23
(0.31)
1.33
(0.30)
1.90
(0.84)
1.20
(0.20)
1.02

0.21)

2.23%x
(0.56)
1.26
(0.29)
1.44
(0.35)
1.61
(0.46)
0.88
(0.40)

1.25
(0.21)
1.00
(0.00)
1.04
(0.03)

0.82
(0.22)
0.81
(0.17)
1.12
(0.20)
1.01
(0.41)
].54%%
(0.20)
].34%%



Experienced Death of Family/Friend
Since Age 10 (No ref.)

Yes
Experienced Death of Family/Friend
due to COVID-19 (No ref.)

Yes
Experienced Death of Family/Friend
due to HIV/AIDS (No ref.)

Yes
Know Someone Living with
HIV/AIDS (No ref.)

Yes
How Serious of a Concern is
HIV/AIDS (“Not too serious” ref.)

“Not at all serious”

“Somewhat serious”

“Very serious”
MSPSS - Significant Other (1-7)
MSPSS — Family (1-7)
MSPSS — Friends (1-7)

Constant

(0.08)

0.62
(0.26)

1.58%
(0.34)

1.38
(0.38)

0.90
(0.22)

0.95
(0.23)
1.15
(0.24)
1.48
(0.43)
0.96
(0.08)
1.10
(0.08)
1.17
(0.10)
0.03%*

(0.07)

1.35
(0.43)

0.79
(0.15)

1.11
(0.29)

1.04
(0.22)

1.33
(0.26)
1.29
(0.23)
1.75%
(0.45)
1.13
(0.08)
1.05
(0.07)
0.89
(0.06)
0.20*

(0.09)

1.73
(0.91)

2.22%%*
(0.44)

2.14%*
(0.56)

0.82
(0.19)

1.13
(0.27)
1.24
(0.26)
2.03%*
(0.55)
1.15
(0.10)
1.05
(0.08)
1.00
(0.08)
0.01%%*
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(0.08)

1.49
(0.87)

2.54% %
(0.51)

1.48
(0.38)

1.39
(0.31)

1.58
(0.38)
1.63*
(0.34)
1.45
(0.42)
1.14
(0.10)
1.06
(0.08)
1.03
(0.09)
0.01%%*

(0.06)

0.78
(0.22)

1.13
(0.21)

1.83*
(0.48)

1.46
(0.30)

0.85
(0.15)
1.13
(0.19)
1.20
(0.28)
125w
(0.08)
1.14%
(0.07)
0.97
(0.06)
0.11%%*

(0.09)

3.99
(3.39)

1.63*
(0.34)

1.43
(0.38)

1.15
(0.27)

0.91
(0.24)
1.35
(0.29)
1.33
(0.38)
0.97
(0.08)
1.13
(0.09)
1.06
(0.09)

0.00%**

(0.09)

0.87
(0.24)

1.80%
(0.33)

1.11
(0.29)

0.80
(0.17)

1.07
0.21)
0.96
(0.17)
1.00
(0.25)
1.21%*
(0.08)
0.72%%*
(0.04)
1.03
(0.07)
0.08%*



(0.02)  (0.13) (0.01) (0.01) (0.07) (0.00) (0.05)

Note: Standard errors in parentheses; *** p<0.001, ** p<0.01, * p<0.05; ref. = reference group
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Appendix D: Survey Instrument

Prolific Survey
Please enter your Prolific ID to receive compensation for completing the survey:
SECTION BREAK
1. Do you currently have a will that is written and witnessed?

A will is a legal document that describes how you would like your property and
other assets to be distributed after your death.

Do not include living wills. A living will is a type of health care advance directive that
will be asked about separately.

a. Yes [SKIP TO Q3]
b. No

2. There are many reasons why people don’t have wills. Please select the reason(s) why you do
not have a will.

Select all that apply

I don’t know if I can afford it / It is too expensive
. I have other priorities right now

I don’t think I need a will

. I am not sick or dying

I don’t feel old enough to need will

I don’t know how to get a will

. I don’t understand wills well enough

. I don’t like thinking about death

I don’t have anyone to leave my assets to
I don’t have any or enough assets

. Some other reason (please specify):

AT R DR h O A0 O

3. Do you have any life insurance, including individual or group policies?
Do not include burial insurance

a. Yes
b. No [SKIP TO Q6]

4. How many different life insurance policies do you have?
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Please include individual policies, group policies, or paid-up policies.
Number of policies:

5. Who are the beneficiaries of your life insurance policy/policies? [SKIP TO Q7 IF “YES”
TO Q1 /SKIP TO Q8 IF “NO” TO Q1]

Select all that apply.

Spouse or partner

Child, child-in-law, or grandchild
Parent, guardian, or grandparent
Sibling

Other relative

Friend

Other (please specity):

©moe Ao o

6. There are many reasons why people don’t have life insurance. Please select the reason(s)
why you do not have life insurance.

Select all that apply

I don’t know if I can afford it / It is too expensive
I have other priorities right now

I don’t think I need life insurance

I am not sick or dying

I don’t feel old enough to need life insurance

I don’t know how to get life insurance

I don’t understand life insurance well enough

I don’t like thinking about death

I don’t have anyone to leave my assets to

My employer doesn’t offer life insurance

I don’t trust insurance companies or insurance agents
I don’t think I would qualify for coverage

m. Some other reason (please specify):

AT R MO A0 o

SECTION BREAK:

7. [DISPLAY IF “YES” TO Q1] There are many reasons why people write wills. Please
describe the reason(s) why you decided to write a will:

8. [DISPLAY IF “YES” TO Q3] There are many reasons why people have life insurance.
Please describe the reason(s) why you decided to get life insurance:
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SECTION BREAK:

9. Have you ever discussed with anyone the care or medical treatment you would want to
receive if you were to become seriously il1?

a.Yes
b. No

10. Have you made any legal arrangements for a specific person or persons to make decisions
about your care or medical treatment if you cannot make those decisions yourself?

This is sometimes called a “Durable Power of Attorney for Health Care” or “Medical
Power of Attorney”.

a.Yes
b.No [SKIP TO Q12]

11. Who has that authority (that is, what is their relationship to you)? [SKIP TO Q13]

AT ER MO a0 o

Select all that apply.

Spouse or partner

Child, child-in-law, or grandchild
Parent, guardian, or grandparent
Sibling

Other relative

Friend

Physician or healthcare professional
Minister, rabbi, priest, or religious advisor
Attorney/lawyer

Social worker

Other (please specity):

12. Please select the reason(s) why you do not have a “Durable Power of Attorney for Health
Care” or “Medical Power of Attorney”.

Select all that apply

I have never heard of “Durable Power of Attorney for Health Care” or “Medical Power
of Attorney” before taking this survey

I don’t know if I can afford it / It is too expensive

I have other priorities right now

I don’t think I need a “Durable Power of Attorney for Health Care” or “Medical Power
of Attorney”

I am not sick or dying
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13.

14.

15.

16.

17.

f. Idon’t feel old enough to need a “Durable Power of Attorney for Health Care” or
“Medical Power of Attorney”

g. I don’t know how to get a “Durable Power of Attorney for Health Care” or “Medical

Power of Attorney”

I don’t understand it well enough

I don’t like thinking about death

I don’t have anyone who could be my “Durable Power of Attorney for Health Care” or

“Medical Power of Attorney”

k. Idon’t trust anyone else to make healthcare decisions for me

1. Some other reason (please specify):

.;a. ra.-:t

Have you ever been worried that a parent or other family member might step in and try to
influence medical decisions if you were to become seriously i11?

a.Yes
b. No [SKIP TO Q15]

Please describe those concerns:

Have you provided written instructions about the care or medical treatment that you want to
receive if you cannot make those decisions yourself?

This is sometimes called a “Living Will” or “Physician Orders for Life Sustaining
Treatment”

a.Yes
b.No [SKIP TO Q17]

Do these instructions express a desire to limit the care or medical treatment that you receive
in certain situations? [SKIP TO Q18]

a.Yes
b. No

Please select the reason(s) why you have not provided written instructions about the care or
medical treatment that you want to receive if you cannot make those decisions yourself.

Select all that apply

a. I have never heard of a “living will” before taking this survey

b. I have never heard of “Physician Orders for Life Sustaining Treatment” before taking
this survey

I don’t know if I can afford it / It is too expensive

I have other priorities right now

e. Idon’tthink I need it

/o
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18.

19.

20.

21.

22.

I am not sick or dying

I don’t feel old enough to need it

I don’t know how to get it

I don’t understand it well enough

I don’t like thinking about death

I’'m worried I will make the wrong choice(s) about care or medical treatment
Some other reason (please specity):

— T S

Has a doctor or health professional ever discussed advance care planning or advance
directives (e.g., living wills, medical power of attorney, etc.) with you?

a. Yes
b. No

SECTION BREAK
[DISPLAY IF “YES” TO Q10 OR Q15] There are many reasons why people complete
advance care planning (e.g., living wills, medical power of attorney). Please describe the
reason(s) why you have completed some advance care planning:

SECTION BREAK
What does a “good death” mean to you? Please describe a “good death™:

SECTION BREAK
People engage in many different types of “end-of-life planning” in hopes of experiencing a
“good death”. What does “end-of-life planning” mean to you? Please describe “end-of-life-
planning”:

SECTION BREAK:

The following question is about your feelings related to end-of-life care. Please rate your
level of agreement with the following item.

If I had a disease (like cancer) that the doctors could not cure, I would want to live as long as
possible, even if I had to be on life support or a breathing machine

a. Strongly Disagree

b. Disagree

c. Neither Agree nor Disagree
d. Agree

e. Strongly Agree

SECTION BREAK:
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The following questions are about your feelings related to death and discussing death.
Please rate your level of agreement with the following items.

23. 1 feel comfortable talking about death in general

a. Strongly Disagree

b. Disagree

c. Neither Agree nor Disagree
d. Agree

e. Strongly Agree

24. 1 feel comfortable talking about my death

a. Strongly Disagree

b. Disagree

c. Neither Agree nor Disagree
d. Agree

e. Strongly Agree

25. If I were dying, I would want the doctors to tell me

a. Strongly Disagree

b. Disagree

c. Neither Agree nor Disagree
d. Agree

e. Strongly Agree

26. If I were dying and my family knew, I would want them to tell me

a. Strongly Disagree

b. Disagree

c. Neither Agree nor Disagree
d. Agree

e. Strongly Agree

27. If I were dying, I would tell my family

a. Strongly Disagree

b. Disagree

c. Neither Agree nor Disagree
d. Agree

e. Strongly Agree

28. Dying is a normal part of life
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a. Strongly Disagree

b. Disagree

c. Neither Agree nor Disagree
d. Agree

e. Strongly Agree

29. Death should be avoided at all costs

a. Strongly Disagree

b. Disagree

c. Neither Agree nor Disagree
d. Agree

e. Strongly Agree

30. I have thought about the type of medical care that [ want when [ am dying

a. Strongly Disagree

b. Disagree

c. Neither Agree nor Disagree
d. Agree

e. Strongly Agree

31. I have talked to my family about the type of medical care that I want when I am dying

a. Strongly Disagree

b. Disagree

c. Neither Agree nor Disagree
d. Agree

e. Strongly Agree

SECTION BREAK:

32. Since you were age 10, have you experienced the death of someone close to you due to any
of the following?

Select all that apply.
a. Natural causes (e.g., cardiac arrest, cancer, stroke)
b. Un-natural causes (e.g., car accident, murder or manslaughter, work accident)

c. Suicide

33. Have you experienced the death of someone close to you due to COVID-19?

a. Yes
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SECTION BREAK:

We are interested in how you feel about the following statements. Read each statement carefully.
Indicate how you feel about each statement.

34. There is a special person who is around when [ am in need.

Very Strongly Disagree
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

Very Strongly Agree

©hoe ao o

35. There is a special person with whom I can share my joys and sorrows.

Very Strongly Disagree
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

Very Strongly Agree

©hoe ao o

36. My family really tries to help me.

Very Strongly Disagree
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

Very Strongly Agree

©hoe ao o

37.1 get the emotional help and support I need from my family.

a. Very Strongly Disagree
b. Strongly Disagree

c. Disagree

d. Neutral

e. Agree

f. Strongly Agree
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g. Very Strongly Agree
38. I have a special person who is a real source of comfort to me.

Very Strongly Disagree
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

Very Strongly Agree

©moe Ao o

39. My friends really try to help me.

Very Strongly Disagree
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

Very Strongly Agree

©moe Ao o

40. I can count on my friends when things go wrong.

Very Strongly Disagree
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

Very Strongly Agree

©moe Ao o

41. I can talk about my problems with my family.

Very Strongly Disagree
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

Very Strongly Agree

©moe Ao o

42. 1 have friends with whom I can share my joys and sorrows.

a. Very Strongly Disagree
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Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree
Very Strongly Agree

43. There is a special person in my life who cares about my feelings.

©hoe ao o

Very Strongly Disagree
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

Very Strongly Agree

44. My family is willing to help me make decisions.

©hoe ao o

Very Strongly Disagree
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

Very Strongly Agree

45. I can talk about my problems with my friends.

What percent of the people in this group do you think are aware of your sexual orientation

©hoe ao o

Very Strongly Disagree
Strongly Disagree
Disagree

Neutral

Agree

Strongly Agree

Very Strongly Agree

SECTION BREAK:

(meaning they are aware of whether you consider yourself straight, gay, etc.)?

46. Members of your immediate family (e.g., parents and siblings)

0% 10%  20% 30% 40%  50%
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©) O O ©) O O O ©) O O O
47. Members of your extended family (e.g., aunts, uncles, grandparents, cousins)

0% 10%  20% 30% 40% 50% 60%  70% 80%  90% 100%
O ®) ©) ©) ®) ©) ©) O ®) ®) ©)

48. People you socialize with (e.g., friends and acquaintances)

0% 10%  20%  30% 40% 50% 60% 70% 80% 90% 100%
©) O O ©) O O O ©) O O O

49. People at your work/school (e.g., coworkers, supervisors, instructors, students)

0% 10%  20% 30% 40% 50% 60%  70% 80%  90% 100%
O ®) ®) O ®) ©) ©) O O ®) ®)

50. Strangers (e.g., someone you have a casual conversation with in line at the store)

0% 10%  20%  30% 40% 50% 60% 70% 80% 90% 100%
©) O O ©) O O O ©) O O O

How often do you avoid talking about topics related to or otherwise indicating your sexual
orientation (e.g., not talking about your significant other, changing your mannerisms) when
interacting with members of these groups?

51. Members of your immediate family (e.g., parents and siblings)

Never Half of the Always
Time
©) O @) ©) ®) @) O @) @) ©) ©)

52. Members of your extended family (e.g., aunts, uncles, grandparents, cousins)

Never Half of the Always
Time
©) O @) ©) ©) @) O @) @) ©) ©)

53. People you socialize with (e.g., friends and acquaintances)

Never Half of the Always
Time
©) O @) ©) ©) @) O @) @) ©) ©)

54. People at your work/school (e.g., coworkers, supervisors, instructors, students)
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Never Half of the Always
Time
©) O @) @) ©) @) O @) @) @) @)

55. Strangers (e.g., someone you have a casual conversation with in line at the store)

Never Half of the Always
Time
@) O @) @) O @) O @) @) @) ©)
SECTION BREAK

In your day-to-day life over the past year, how often did any of the following things happen to
you?

56. You were treated with less courtesy than other people are.

a. Never

b. Rarely

c. Sometimes
d. Often

57. You were treated with less respect than other people are.

a. Never

b. Rarely

c. Sometimes
d. Often

58. You received poorer service than other people at restaurants or stores.

a. Never

b. Rarely

c. Sometimes
d. Often

59. People acted as if they think you are not smart.

a. Never

b. Rarely

c. Sometimes
d. Often
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60. People acted as if they are afraid of you.

a. Never

b. Rarely

c. Sometimes
d. Often

61. People acted as if they think you are dishonest.

a. Never

b. Rarely

c. Sometimes
d. Often

62. People acted as if they’re better than you are.

a. Never

b. Rarely

c. Sometimes
d. Often

63. You were called names or insulted.

a. Never

b. Rarely

c. Sometimes
d. Often

64. You were threatened or harassed.

a. Never

b. Rarely

c. Sometimes
d. Often

65. [DISPLAY IF > “RARELY” IS SELECTED FOR ANY OF Q56-Q64] Would you say
these experiences happened because of your...

Please mark all that apply

Age

Sex (being male or female)
Being transgender

Gender expression or appearance
Race/ethnicity

°poos

343



T Erae

Income level or education

Sexual orientation

Physical appearance (e.g., weight, height)
Religion/spirituality

Disability

SECTION BREAK:

The following questions are about your experiences with healthcare. Please rate your level of
agreement with the following items.

66. When seeking healthcare... I worry about being negatively judged because of my sexual
orientation or gender identity

°poos

Strongly Disagree

Disagree

Neither Agree nor Disagree
Agree

Strongly Agree

67. When seeking healthcare... I worry that evaluations of me may be negatively affected by my
sexual orientation or gender identity

o foos

Strongly Disagree

Disagree

Neither Agree nor Disagree
Agree

Strongly Agree

68. When seeking healthcare... I worry that diagnoses of me/my health may be negatively
affected by my sexual orientation or gender identity

a. Strongly Disagree
b. Disagree
c. Neither Agree nor Disagree
d. Agree
e. Strongly Agree
69. When seeking healthcare... I worry that I might confirm negative stereotypes about LGBT
people
a. Strongly Disagree
b. Disagree
c. Neither Agree nor Disagree
d. Agree
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e. Strongly Agree
SECTION BREAK

70. Are you currently covered by any of the following types of health insurance or health
coverage plans?

Please mark all that apply

a. [ currently do not have health insurance

b. Insurance through my current or former employer or union

c. Insurance through my spouse/partner

d. Insurance through my parent

e. Insurance through someone other than my spouse/partner or parent

f. Insurance I purchased through Healthcare.Gov or a Health Insurance Marketplace
(sometimes called “Obamacare”)

g. Insurance I purchased directly from an insurance company

h. Medicare (for people 65 and older, or people with certain disabilities)

1.  Medicaid (government-assistance plan for those with low incomes or a disability)

j. TRICARE or other military healthcare

k. VA (including if you ever used or enrolled for VA healthcare)

1. Indian Health Service

m. Another type of health insurance or health coverage plan (please specify):

71. Is there a place that you usually go to when you are sick or need advice about your health?

a. Yes
b. No

72. Would you say in general that your health is...

a. Excellent
b. Very Good
c. Good

d. Fair

e. Poor

73. Consider your health while you were growing up, before you were 16 years old. Would you
say that your health during that time was...

a. Excellent
b. Very Good
c. Good

d. Fair

e. Poor
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74. Now thinking about your physical health, which includes physical health and injury, for how
many days during the past 30 days was your physical health not good?:

75. Now thinking about your mental health, which includes stress, depression, and problems with
emotions, for how many days during the past 30 days was your mental health not good?:

76. Are you limited in any way in any activities because of physical, mental, or emotional
problems?

a. Yes
b. No

77. Do you have any health problem that requires you to use special equipment, such as a cane, a
wheelchair, a special bed, or a special telephone? Please include occasional use or use in
certain circumstances.

a. Yes
b. No

SECTION BREAK
78. About how often do you get tested for HIV?

About once every 1 — 3 months

About once every 6 months

About once a year

About once every 2 years or less often

I would only get tested if I felt [ was at risk
I’ve never been tested for HIV

I’'m HIV-positive [SKIP TO Q81]

o Ao o

79. How often do you worry that you might get HIV?

a. Never

b. Sometimes
c. Often

d. Always

80. How likely is it that you will become HIV-positive in your lifetime?

a. Very unlikely
b. Unlikely
c. Somewhat unlikely
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81.

82.

83.

84.

85.

86.

87.

d. Likely
e. Very likely

There are medications available for people who do not have HIV to keep them from getting
HIV. Have you heard of these medicines?

a. Yes
b. No

How serious of a concern is HIV/AIDS for people you know?
a. Not at all serious
b. Not too serious
c. Somewhat serious
d. Very serious

Do you have any family members, friends, or loved ones living with HIV/AIDS?

a. Yes
b. No

Have you experienced the death of someone close to you due to HIV/AIDS?

a. Yes
b. No

SECTION BREAK
What sex were you assigned at birth, on your original birth certificate?
a. Female
b. Male
c. Not listed (please specify):

What is your current gender?

a. Woman

b. Man

c. Nonbinary

d. I use another term (please specity):

Do you identify as transgender?

a. Yes
b. No
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88. Which of the following best describes your sexual orientation?

Same-gender loving
I use another term (please specify):

a. Straight/heterosexual
b. Lesbian

c. Gay

d. Bisexual

e. Queer

f.

g.

SECTION BREAK:

89. A person’s appearance, style, or dress may affect the way people think of them. On average,
how do you think people would describe your appearance, style, or dress?

Very feminine

Mostly feminine

Somewhat feminine

Equally feminine and masculine
Somewhat masculine

Mostly masculine

Very masculine

o ae o

90. A person’s mannerisms, such as the way they walk or talk, may affect the way people think
of them. On average, how do you think people would describe your mannerisms?

Very feminine

Mostly feminine

Somewhat feminine

Equally feminine and masculine
Somewhat masculine

Mostly masculine

Very masculine

o Ao o

SECTION BREAK:

91. What is your current marital or cohabiting status?

a. Married [SKIP TO Q93]

b. Living with an unmarried partner [SKIP TO Q93]
c. Widowed

d. Divorced

e. Separated

f.

Never been married
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92. Are you currently in a relationship or feel a special commitment to someone?

a. Yes
b. No [SKIP TO Q96]

SECTION BREAK
Please answer the following questions about your current partner/spouse. If you are romantically
involved with more than one partner, answer the questions as they pertain to your primary
partner. For example, your closest relationship or the partner you spend the most time with.

93. For how many years have you been in a relationship with your partner/spouse?

If less than a year, enter 01.

94. What sex was your partner/spouse assigned at birth, on their original birth certificate?
a. Female
b. Male
c. Not listed:

95. What is your partner’s/spouse’s current gender?

a. Woman

b. Man

c. Nonbinary

d. My partner [or spouse] uses another term:

SECTION BREAK
96. What is your current age (in years)?:
97. Which of the following describes your race/ethnicity?
Please mark all that apply

American Indian/Alaskan Native
Asian/Asian American
Black/African American

Hispanic, Latino, or Spanish Origin
Middle Eastern/North African
Native Hawaiian/Pacific Islander

moe o o
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g. White
h. Other (please specify):

98. Were you born in the United States?

a. Yes
b. No

99. Did you live in the United States most of the time from age 6 to age 13?

a. Yes
b. No

100. Do you have any children?

a. Yes
b. No [SKIP TO Q103]

101.  Which of the following best describes the age of your children and their current living
arrangement?

Please mark all that apply

a. Child/Children under age 18 living with you

b. Child/Children under age 18 not living with you
c. Child/Children over age 18 living with you

d. Child/Children over age 18 living with you

102. How many children do you have?:
103.  Which of the following best describes your employment status?
Please mark all that apply

Employed full-time by an employer

Employed part-time by an employer
Self-employed

Out of work, and have been for 1 year or more
Out of work, and have been for less than 1 year
A homemaker

A student

Retired

Unable to work due to disability

FER SO a0 o

104. What is the highest degree or level of school you have completed?
350



©hoe ao o

105.

hmo o o

106.

o

107.

108.

109.

ac o

°poos

Less than high school

Some high school

High school graduate or equivalent (for example, GED)

Some college, but degree not received or is in progress
Associate’s degree (for example AA, AS)

Bachelor's degree (for example BA, BS, AB)

Graduate degree (for example master's, professional, doctorate)

What is your total annual household income before taxes during the past 12 months?

Less than $25,000
$25,000 - $49,999
$50,000 - $74,999
$75,000 - $99,999
$100,000 - $149,999
$150,000 or more

Do you own or rent your home?
“Home” is defined as the place where you live most of the time/the majority of the year.

Own
Rent
Other arrangement (please specify):

Now think about your family when you were growing up, from birth to age 16.

Would you say your family during that time was pretty well off financially, about
average, or poor?

Pretty well off financially
About average

Poor

It varied

What state do you currently reside in?:
What is your current religion, if any?

Protestant
Roman Catholic
Mormon
Orthodox
Jewish
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Muslim

Buddhist

Hindu

Atheist

Agnostic

Spiritual

Something else (please specify):
. Nothing in particular

5 — TSP

110. Aside from weddings or funerals, how often do you attend religious services?

More than once a week
Once a week

Once or twice a month
A few times a year
Seldom

Never

hmo o o

111. Have you ever served on active duty in the U.S. armed forces, reserves, or national
guard?

Never served in the military

Only on active duty for training in the Reserves or National Guard
Now on active duty

On active duty in the past, but not now

ac o
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