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ABSTRACT 

 

Shared decision-making (SDM) is a tool suggested for improving patient-doctor 

relationships, health decision satisfaction, and health outcomes in all patient populations. The 

assumption that older patients desire purely directive care is a widespread misconception that 

is inconsistent with patient-centered care. To better understand how older adults might 

participate in and benefit from SDM, it is important to examine their preferences for SDM, 

and their opportunities to participate. This study aimed to analyze health care decision-

making processes with older and younger patients to point out any inequalities. To examine 

factors that contribute to SDM preferences, and to assess perceived opportunities for SDM, 

96 participants aged 20-79 years were recruited from two medical clinics in Kansas 

University Medical Center. Participants completed a 45-minute self-report battery. It was 

hypothesized that individual differences in preference for SDM would be explained by a 

person’s health anxiety, information monitoring behaviors, self-efficacy of health literacy, 

and actual health literacy; differences in preference would not be explained by age. It was 

further hypothesized that perceived opportunities to participate in SDM would be negatively 
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related to age. We found that, as predicted, age was not related to patient preference for 

SDM. However, health anxiety, information monitoring behaviors, confidence to participate, 

and health literacy were also found to have no relationship with SDM preferences. Contrary 

to hypothesis two, we found that all patients perceived equal opportunities to participate in 

SDM. Follow up analyses were conducted to inspect potential demographic differences of 

SDM preferences and opportunities.  
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CHAPTER 1 

OVERVIEW 

Understanding how shared decision-making (SDM) occurs as patients age can enable 

healthcare providers to tailor services for each patient, and improve the quality and 

satisfaction of healthcare. Older and younger patients face many different health concerns 

and may have different health goals. However, SDM is a tool suggested for improving 

patient-doctor relationships, health decision satisfaction, and health outcomes in all patient 

populations.  

Hoving, Visser, Mullen, and Van Den Borne (2010) suggest that health researchers 

should assess SDM’s relevance and fit in the field. Assessing SDM can ensure it is being 

used with patients equally, and only when patients wish to engage. SDM can also be assessed 

to determine if it is useful to clients. To better understand how older adults might participate 

in and benefit from SDM, it is important to examine their preferences for SDM, confidence 

in their ability to participate, and their opportunities to participate. 

The literature review that follows has been structured to provide basic background 

information on SDM, and on patient experiences with SDM. To illustrate these experiences, 

the literature has been separated into an SDM overview that discusses SDM generally, and a 

more specific review that focuses on SDM with older adults. The literature review then 

focuses on three critical constructs: preferences, confidence in ability to participate, and 

opportunities to participate in SDM.  
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CHAPTER 2 

REVIEW OF THE LITERATURE 

Shared Decision Making (SDM) addresses a challenge faced by many healthcare 

providers: providing quality care for their patients. It does so by increasing patient-centered 

care, an attempt to focus on patients’ experiences and preferences (Spatz & Spertus, 2012). 

Because each individual has different values and experiences, the best plan of treatment will 

not be the same for each patient. According to Spatz and Spertus (2012) SDM involves a 

bidirectional transfer of treatment specific knowledge. Providers must convey the risks and 

benefits of the patient’s treatment options, and the patient must share their preferences for 

different outcomes. This knowledge transfer allows for a collaborative treatment plan that 

aligns with each patient’s goals and values.  

Over the years healthcare has evolved, steadily becoming more patient centered. Until 

the 1960s healthcare was predominately directive, with the doctor serving as the authority in 

most treatment decisions (Hoving, Visser, Mullen, & Van Den Borne, 2010). Since the 1980s 

SDM has been suggested as the best approach to making healthcare decisions and has been 

encouraged by both the Institute of Medicine and the U.S. Preventive Services Task Force 

(Shay & Laffata, 2015). Patients became more engaged in their healthcare decisions 

throughout the 1990s, and there is now an understanding that treatment plans can be 

ineffective if they do not take into account a patient’s background, values, and goals 

(Hoving, Visser, Mullen, & Van Den Borne, 2010).  

Within the shift towards patient centered care, SDM has become an important part of 

treatment planning in a variety of contexts. It can be used in nearly any healthcare treatment 

decision, including cancer, cardiac, psychological, and hormonal treatment decisions 
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(Ananian et al, 2004; Burton, Blundell, Jones, Fraser, & Elwyn, 2010; Clever et al, 2006; 

Deinzer, Veelken, Kohen, & Scmieder, 2009; Gattellari, Butow, & Tattersall, 2001; Legare 

et al, 2003; Mahone, 2008). It can be used in settings such as primary care, emergency, and 

behavioral health (Elston Laffata, Brown, Pignone, & Shay, 2017; Lerman et al, 1990; Platts-

Mills et al, 2012).  SDM research has been conducted on a wide variety of ailments including 

diabetes, asthma, chronic pain, epilepsy, HIV, and serious injuries (Chambers, Markson, 

Diamond, Lasch, & Berger, 1999; Heisler et al, 2003; Janssen, Ommen, Pfaff, Lefering, & 

Neugebaur; 2009 Johnson, Sevelius, Dilworth, Saberi, & Neilands, 2012; Thapar & Roland, 

2005). SDM is a general tool that can be used across settings and ailments. 

The case of chronic pain provides a good example of the potential of SDM to 

improve care. Patients with chronic pain and their healthcare providers are likely to have 

opposing attitudes and goals (Frantsve & Kerns, 2007). This can lead to frustration, and 

untreated or over-treated patients. Typically, patients want their pain concerns legitimized, 

while healthcare providers place greater focus on treatment than quality of life concerns 

(Frantsve & Kerns, 2007). SDM allows the patient and doctor to work together to accomplish 

both of these goals. Together, the varied literature suggests that SDM is a generic healthcare 

tool that can usefully be applied in a variety of settings. 

SDM Outcomes 

 SDM increases patient knowledge, while reducing regional variations in healthcare 

costs – which are believed to be driven by the physician’s preferences (Spatz & Spertus, 

2012). SDM is associated with increases in patient satisfaction with the health knowledge 

received. Patients who engage in SDM also enjoy better affective and cognitive outcomes 

(e.g. less decisional conflict; Shay & Laffata, 2015). SDM gives patients a greater sense of 
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control, lower illness anxiety, less discomfort and greater symptom improvement (Brody, 

Miller, Lerman, Smith, & Caputo, 1989). It has been found to increase medication and 

treatment adherence (Chambers, Markson, Diamond, Lasch, & Berger, 1999; Loh, Leonhart, 

Wills, Simon, & Harter, 2007; Mahone, 2008). Finally, SDM is associated with a better 

doctor-patient relationship and greater overall trust in one’s physician (Ommen, Theum, 

Pfaff, & Janssen, 2011; Thum et al, 2012). In brief, SDM is associated with many positive 

psychological and physical health outcomes 

Older Patients and SDM 

With poly-pharmacy, medical comorbidities, low health literacy, and stigmatization 

occurring in higher rates among older adults, their healthcare is generally more complicated. 

For example, following surgical procedures older patients are likely to experience 

complications, functional decline, increased care needs, and decreased independence (Adam, 

McDonald, Heflin, & Lagoo-Deenadavalan, 2016). The process of SDM between a patient 

and their physician allows for the identification of risk factors preoperatively, permitting 

prevention strategies to mitigate risk, and translating into more optimal postoperative 

outcomes (Adam, McDonald, Heflin, & Lagoo-Deenadavalan, 2016). For example, if a 

patient who is being treated for pancreatic cancer must choose between surgery and chemo-

therapy, the patient and doctor should discuss the risk factors and prognosis of each option. If 

both options have similar prognoses, but one’s side effects are worse it may be obvious 

which route the patient will prefer. However, if prognoses are different, patients may weigh 

the benefits and risks, and assess their support systems to pick their treatment. A person with 

less physical support may want to try chemo-therapy before surgery since it requires less 
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down time. Using SDM, a doctor and patient can weigh the pros and cons of treatment 

options to ensure the best plan is put into place.  

Another example of SDM benefiting older adults can be seen in pain medication 

decisions. Pain management in older adults can be more complicated than in younger adults. 

Physicians must weigh the risks of adverse events due to drug–drug and drug–disease 

interactions against the benefits of pain medication when they are planning treatment 

regimens (Cullison, Carpenter, Milne, & Choo, 2016). If physicians and older patients 

together discuss side effects, patient responsibilities, and the pain medication’s effectiveness 

before finalizing a pain treatment plan, positive outcomes are likely to be maximized.    

There are many positive outcomes for older adults who are engaged in SDM. 

Research suggests that SDM with older adults is associated with greater satisfaction upon 

discharge and greater symptom reduction (Cullison, Carpenter, Milne, & Choo, 2016; Hogan 

et al, 2016). One study reported that older patients who engaged in SDM were more likely to 

report satisfaction with pain medication than those who did not (Isaacs et al, 2013). Another 

benefit of SDM with older adults is the increase in medication adherence associated with 

SDM (Chambers, Markson, Diamond, Lasch, & Berger, 1999; Mahone, 2008). Older adults 

tend to have low rates of medication adherence. They often discontinue medications due to 

unexpected, undesirable side effects (Hogan et al., 2016). SDM enables the doctor and 

patient to identify appropriate treatments to mitigate side effects or allow older adults to 

anticipate side effects (Hogan et al, 2016). For example, if an older adult is aware a 

medication may raise their heart rate, they may not excessively worry about a slightly 

elevated heart rate and quit taking their medication. Additionally, if they know an elevated 
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heart rate would be too worrisome for them, their doctor could select a different medication 

without that specific side effect.  

Engaging older patients in SDM can make healthcare easier for the patient and the 

physician. It provides an important opportunity to improve care management of complex 

chronically ill older adults with the promise of substantial benefits to patients, clinicians, and 

society (Naylor, Hirschman, O’Connor, Barg, & Pauly, 2013). The few studies that have 

been conducted on SDM in older adults suggest that being engaged in SDM is rewarding for 

the patient and the physician, and that older patients feel empowered during SDM.   

Preferences for SDM 

In light of the benefits of SDM, it is interesting to note that patients vary in their 

preferences about participating in decision-making with their physician.  Some individuals 

want to be very involved; others prefer to leave all decisions to their physician.  Research 

suggests that these individual differences in patient preferences for SDM are not explained 

by the particular health issue that led patients to consult with their physician (Schneider et al, 

2006). This means that not all cancer patients prefer SDM while all patients with chronic 

pain avoid SDM. The severity of illness also does not explain variability in SDM 

preferences. For example, in one study it was shown that patients with less severe 

hypertension preferred SDM more than those with severe diabetes and less severe heart 

disease (Arora & McHorney, 2017). Therefore, preferences for SDM do not appear to be 

explained by the type or severity of the decision a patient faces. 

Conversely, there are factors that have been shown to predict SDM preferences. For 

example, more conservative individuals (those who hold traditional values), and those who 

view doctors as the ultimate authority, are less likely to participate in SDM (Braman & 
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Gomez, 2004). Past experiences with decision-making, whether positive or negative, also 

influence a patient’s receptiveness to SDM (Ladin et al, 2017). Negative past experiences 

with SDM may deter a patient from participating in SDM, and positive SDM experiences 

may push a patient to prefer SDM. SDM preferences seem to be affected by both values and 

experience.  

Personality also appears to affect preferences for participation in SDM. Though little 

research has been done in this area, one study found that patients who engage in active 

coping strategies had higher odds for preferring an active role in their health (Arora & 

McHorney, 2017). Another study assessed type of information-seeking patients participate 

in, and the relationship patients prefer with their doctors. This study found that patients who 

reported more information-seeking behaviors were more assertive with their physicians and 

had greater self-efficacy (Braman & Gomez, 2004). Increased information-seeking may lead 

to more rapport with the physician, and an increased chance of SDM. However, more 

research is needed to better understand how personality traits affect an individual’s 

preference for SDM.  

Demographic variables have also been shown to be related to SDM preferences. For 

example, women, educated individuals, and healthier individuals typically prefer to 

participate in SDM (Cullati, Courvoisier, Charvet-Berard, & Perneger, 2010; Holland et al, 

2016; Levinson, Kao, Kuby, & Thisted, 2005). Those who are white and/or middle-class also 

likely prefer SDM (Braman & Gomez, 2004).  Additionally, individuals with adequate health 

literacy have been shown to prefer SDM (Seo, Goodman, Politi, Blanchard, & Kaphingst, 

2016). However, there is little consensus in the literature about the most relevant 

demographic variables.  A summary of studies (see Table 1) shows that even those assessing 
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similar demographic variables report varying conclusions. This indicates that demographic 

variables are not the only factors influencing SDM preferences.  

Aging and Preferences for SDM 

Age is a demographic variable of particular interest in the present project. Cullati, 

Courvoisier, Charvet-Berard, & Perneger (2010) surveyed adults aged 30 to 60 and found 

that on average patients favor active involvement in their healthcare decisions. The 

stereotype of adults older than this is that they prefer to defer to their physicians, and many 

physicians assume this is true.  However, recent work contradicts this assumption.  For 

example, in a study consisting only of older adults, it was found that 80% of patients want to 

make their own health decisions (Moorman, 2011). This research suggests that healthy aging 

has no effect on an individual’s preferences to participate in SDM. Still another investigation 

asked older adults about their preferences for healthcare decision making and found that 87% 

of patients wanted their healthcare decision to be either collaborative or entirely patient-

directed (Dardas, Stockburger, Boone, An, & Calfee, 2016). This study also noted that 67% 

of patients cited an entirely physician-directed approach as their least preferred model of 

decision-making (Dardas, Stockburger, Boone, An, & Calfee, 2016). Some studies have even 

found that older adults prefer SDM more than younger adults do (O’Neal et al, 2008). 

Together, this research contradicts the assumption that older patients simply do not want to 

participate in decision making (Benbassat, Pilpel, & Tidhar. 1998). This assumption is also 

inconsistent with patient-centered models of care. For example, Politi et al, put forward the 

position that patients should have the options to decide for themselves if they want to 

participate in SDM (2013), regardless of age.  This position seems most consistent with 

current emphases on patient-centered care. 
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Table 1 

This table shows participant demographics along with their preference outcomes. All studies included reported self-report data.  

 

 

Demographic Variable Literature Review 

Study Participant Demographics Outcome 

Dardas, 

Stockburger, 

Boone, An, & 

Calfee, 2016 

N= 99; english speaking adults aged 65+; able 

to complete surveys with minimal assistance.  

81% of patients wanted an active role in 

decision making.  

O’Neal et al, 

2008 

N=64; 32 adults age 50+ and 32 adults <49 

with serious mental illness, 100% White, 48.4 

% had at least some college 

The majority of participants desired an 

active role in decision making. 

Arora & 

McHorney, 

2017   

N=2472, mean age 57.2, mean years of 

education 13.2, 80% white 

69% of patients preferred to leave their 

medical decisions to their physicians.  

Levinson, Kao, 

Kuby, & 

Thisted, 2005 

N=2765, mean age 46.3, 78% White, 53.8% 

completed high school, 83% rated their health 

good to excellent.  

96% of respondents preferred to be offered 

choices when making healthcare decisions. 

However, over half wanted the final 

decision to be up to the doctor.  

Holland et al, 

2016 

N=94, adults aged 60+, 74% white, 27% 

college graduates, 73% not at risk for poor 

health literacy 

53% wanted to participate in decision 

making. 

Moorman, 2011 N=4500, healthy, white, Midwestern, high 

school graduates in their mid-60s.  

79.6% preferred to make their decisions on 

their own. 

Cullati, 

Courvoisier, 

Charvet-Bérard, 

& Perneger 

2010 

N=2348, mean age 44.8 years, 28% graduated 

college, 83.2% gainfully employed, 92.7% 

rated their health good to excellent.  

Most participants preferred to be involved 

in healthcare decisions. 

 

Xie, Wang, 

Feldman, Zhou 

(2012),  

N= 438 individuals, including 

226 undergraduates and 212 community-

dwelling older adults. 

Participants expressed higher levels of 

preference for information than for 

participation in decision making on six of 

seven subscales.  

Smith, Pandit, 

Rush, Wolf & 

Simon, 2016 

N=3400, aged 18+, 77.5% white, 56.9 had 

some at least some college, 83.4% rated their 

health good to excellent.  

53.1% believed SDM was beneficial when 

deciding the necessity of a diagnostic test, 

71.8% believe SDM was beneficial when 

making lifestyle changes. 
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SDM Preference and Health Literacy 

Other factors that may be important to preference for SDM are health literacy and 

self-efficacy of health literacy. When making a healthcare decision it is important that a 

patient understands the choices they are making. They should be aware of their treatment 

options, side effects, medications, and so forth. Health literacy involves the skills to obtain, 

understand and use health information. Many researchers agree that it is an important part of 

the SDM process (Galesic & Garcia-Retamero, 2011; Goggins et al, 2014; Naik, Street, 

Richard, Castillo, Abraham, 2011; Sak, Rethenfluh, & Schulz, 2017; Seo, Goodman, Politi, 

Blanchard, & Kaphingst, 2016; Smith, Simpson, Trevena, & McCaffery, 2014; Yin et al, 

2012). Having a higher health literacy allows patients to fully understand and manage their 

healthcare decisions.  

Confidence in one’s ability to participate in decision-making also seems relevant to 

preferences for shared decision-making.  In other contexts, it has been shown that confidence 

on a given task can impact actual performance on tasks in ways that cannot be explained by 

their actual skill level (Hess, Emery, & Queen, 2009; Steel, 1997). For example, people’s 

confidence in their memory abilities play a role in their actual performance on memory tasks 

(Cavanaugh, 2000). This confidence is typically referred to as self-efficacy (Bandura, 1977).  

In the context of preferences for SDM, Donovan-Kicken, Mackert, Tollison, Breckinridge, & 

Pont (2012) found that individuals with lower self-efficacy report feeling less informed about 

and unprepared for medical procedures, as well as confused about associated risks.  In this 

case it seems likely that individuals with lower self-efficacy of health literacy may prefer the 

physician to direct treatment rather than engage in SDM.  Thus, confidence may be another 

important factor that plays a role in preferences relating to SDM.  
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SDM Opportunities 

In addition to preferences, analyzing opportunities for engaging in SDM may allow 

us a fuller understanding of age-related differences in SDM participation.  Although 

relatively little research has been conducted to assess SDM opportunities experienced by 

older adults, the data that do exist suggest that physicians may be offering the opportunity to 

engage in SDM only irregularly. For example, Isaacs et al, (2013) reported that only 52% of 

older patients recounted receiving any information about pain medication options, and only 

31% reported participating in medication selection. These findings suggest that factors 

related to the physician may also be relevant to whether a patient engages in SDM.  

There are many reasons physicians may not initiate SDM with older patients. 

Physicians report reluctance to embrace SDM if they feel strongly about a certain treatment 

option, are concerned that presenting probabilities will feed into patient fears, or if they find 

SDM to be disruptive to their clinic - taking too much time and not yet being reimbursable 

(Spatz & Spertus, 2012) Though older adults have access to more health information than 

ever before (i.e. medical books, magazines, and online sources) some doctors consider it less 

helpful and even report becoming annoyed if older patients insist on their preferences and 

doubt their recommendations (Hamann et al, 2012). Additionally, physicians may choose 

whether to initiate SDM based on the patient’s life expectancy and/or their functional status 

(Breslau et al, 2016). Another reported barrier is the assumption that older patients do not 

wish to participate in SDM, leading to a “doctor knows best” paradigm (Spatz & Spertus, 

2012). Because of these, and other reasons, older adults’ clinicians may simply be not 

offering SDM as an option.  



  

12 
 

 

A final physician-influenced barrier to SDM is that physicians may believe SDM is 

occurring when it is not. Even when physicians are interested in engaging in SDM, they may 

not fully understand that SDM includes a bidirectional exchange of information and 

collaborative decision-making based on patient’s preferences; therefore, physicians may 

perceive patient interactions as more collaborative than they are (Dodds et al, 2016). The 

most efficient way to confirm that SDM occurred is to ask patients about the decision-

making process itself (Spatz & Spertus, 2012). The opportunities for SDM need to be 

examined through the patient’s perspective to determine if older and younger patient 

populations perceive the same healthcare opportunities.  

The Current Study 

This study evaluated the SDM experiences of older and younger adult patients. This 

study aimed to examine factors that contribute to patient preferences for SDM, confidence in 

ability to participate in SDM, and opportunities given to participate in SDM. Given the noted 

ways that SDM is linked to a more positive patient-doctor relationship, better quality of care, 

and higher rates of patient satisfaction, it is important to understand both perceived 

(confidence in ability) and actual (preferences, opportunities) barriers patients face. This 

study sought to uncover reasons behind the variety in patients’ preferences and confidence in 

their abilities in order to inform current SDM frameworks and aid in providing patients with 

quality person-centered care. Finally, this study aimed to discover whether the rate of 

opportunities given to younger and older patients along the aging spectrum are equal, to 

provide a glimpse into the current state of age bias within SDM processes. This study 

analyzed how aging, among other factors, influences preferences for SDM.  
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Hypotheses 

Hypothesis One   

H1: Individual differences in preference for SDM will be explained by a person’s 

health anxiety level, information monitoring behaviors, confidence to participate, and health 

literacy; differences in preference will not be explained by age.  

Hypothesis Two   

H2: Perceived opportunities to participate in SDM will be negatively related to age. 
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CHAPTER 3 

METHODOLOGY 

Participants 

 Participants were recruited from a clinical sample of patients from two medical 

clinics in Kansas University Medical Center. Participants were recruited from Urology and 

Family Medicine Department clinics. Participants include adult men and women aged 20 to 

79 years who were seeking healthcare services for chronic and acute health concerns. 

Exclusionary criteria for the study included patients whose appointment did not include a 

health care decision. The literature suggested that preferences for SDM should have at least a 

medium association with coping skills, and health anxiety (Edne et al, 1989; Seo, Goodman, 

Politi, Blanchard, & Kaphingst, 2016) and at least a small association with health anxiety and 

self-efficacy (Braman & Gomez, 2004; Moorman, 2011). Thus, it is safe to assume, when 

combined these variables will produce at least a medium effect. A power analysis revealed 

that to detect at least a medium effect with a statistical power of .80 I need to analyze 91 

participants. In total, 96 participants were recruited including 16 participants in their 20s, 

30s, 40s, 50s, 60s, and 70s.  

Measures 

The Autonomy Preference Index (Edne et al, 1989)  

The Autonomy Preference Index (API) is the primary outcome measure in this study. 

It consists of two scales, the Decision-making preferences scale (DMP) and the Information 

seeking preferences scale (ISP). The DMP is a 15-item scale on decision making preferences 

as they relate to healthcare decisions. It includes six general items and nine items related to 

clinical vignettes. The ISP includes 8-items which inquire about the level of information the 
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participant feels they should receive. Preferences for decision making and information 

seeking in the context of healthcare are determined by adding the scores of the items within 

the respective scales. This assessment has been validated, and is reliable (α =0.82). 

The Facilitation of Patient Involvement Scale (Martin, DiMatteo, & Lepper, 2001)  

The Facilitation of Patient Involvement Scale (FPIS) is a nine-item measure of the 

degree to which patients perceive their physicians actively encourage them to participate in 

their healthcare decisions. It is a validated and highly reliable measure (α=.90) of a patient’s 

perception of physician facilitation.  

The Health Anxiety Questionnaire (Lucock & Morley, 1996) 

 The 21-item Health Anxiety Questionnaire (HAQ) is made up of four subscales: The 

Health and Worry Preoccupation scale (HWP), Fear of Illness and Death (FID), Reassurance 

Seeking behavior (RS), and the Interference with Life scale (IWL). The HAQ is a reliable 

(α=0.92) and valid measure of level of concern about an individual’s own health.  

Self-Efficacy of Health Literacy (Tiznado & Clark, 2014) 

 The Self-Efficacy of Health Literacy (SEHL) assesses an individual’s confidence in 

three health domains: understanding medical information, understanding risks and statistics, 

and finding health information. Each specific item is rated from zero (cannot do at all) to four 

(highly certain I can do). This measure was developed locally and has not been fully 

validated.  However, because there are no alternative measures of self-efficacy of health 

literacy, it has been included here as the best available measure.   

The General Self-Efficacy Scale (Schwarzer & Jerusalem, 1995) 

The General Self-Efficacy Scale is a 10 item self-report measure of self-efficacy. 

Scores range from 10-40 with higher scores representing a higher level of self-efficacy. It has 
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been shown to be a valid measure with high reliability (Cronbach’s alphas range between .76 

and .90) (Schwarzer & Jerusalem, 1995). 

The Miller Behavioral Style Scale (Miller, 1987) 

The Miller Behavioral Style Scale (MBSS) is a questionnaire designed to measure an 

individual’s inclination to seek out or avoid threatening information (Miller, 1987). The scale 

consists of four hypothetical stress-evoking scenarios (dentist, hostage, dismissal, and 

airplane), each of which is followed by eight coping options. Four options represent 

information seeking or “monitoring”, whereas the other four are avoidant or “blunting” 

options. The MBSS has been used in many studies with reported alphas ranging from .41 to 

.90.   

The Newest Vital Sign (Pfizer Inc., 2011) 

The Newest Vital Sign (NVS) is a six-item assessment that evaluates an individuals’ 

health literacy and numeracy skills. The first four items ask the participant nutritional 

questions to assess their understanding of a provided food label. The following two items 

inquire about ingredients on the label in relation to allergies. Each item receives a score of 

zero or one, with six being the maximum score. The raw scores are used to place the 

participant’s health literacy and numeracy skill into one of the following levels: (1) high 

likelihood of limited literacy, (2) possibility of limited literacy, or (3) adequate literacy.  

Procedure 

 Participants in this study were recruited from Kansas University Health Center’s 

Urology and Family Medicine department clinics. The Protocol was organized into two 

phases: (1) screening and consent, and (2) paper and pencil self-report measures. In phase 

one participants were screened and consented for participation. Participants were then 
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scheduled for phase 2. Participants had three options for completing the second phase of the 

protocol: (1) Complete the assessment directly after their appointment in a private room at 

the clinic, (2) Complete the assessment online, or (3) Complete the assessment at UMKC's 

Psychology Department at a later date.  

Participants who chose to complete phase 2 online (35 young adults, 30 old adults) 

were given a link to the battery and were asked to complete the survey within one week. 31 

participants who took the survey in person (13 young adults, 18 old adults) with a student 

researcher. The student researcher administered all of the paper and pencil measures via a 

structured interview. This phase of data collection required approximately 30 minutes to 

complete. At the end of the second phase, participants were fully debriefed about the study, 

given their honorarium (in cash if present, or via Zelle if online), and if applicable were 

escorted back to their parking place.  

Statistical Analysis 

 The current study aimed to better understand which factors influence a patient’s 

preferences for SDM and understand whether age is related to perceptions of SDM 

opportunities.   

Hypothesis One 

 In order to test H1 - the hypothesis that differences in preference for SDM will be 

explained by a person’s health anxiety level, information seeking behaviors, confidence to 

participate, and health literacy skill, and not by age – a multiple regression analysis was 

planned. The predictors in the multiple regression included the HAI, MBSS, SEHL, NVS, 

and age. Years of education years were included in this analysis as a control variable. The 

outcome variable was the score on the API. In order to support this hypothesis, the HAI, 
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MBSS, SEHL, and the NVS should significantly predict API score. Additionally, age should 

not significantly predict API score.  

Hypothesis Two 

To test H2, the hypothesis that adult age is related to perceived opportunity to 

participate in SDM, a correlational analysis was conducted on FPIS score and age. In order to 

support this hypothesis there should be a significant negative correlation between scores on 

the FPIS and age.    
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CHAPTER 4 

RESULTS 

Demographics 

 The sample for this study included 96 medical patients, 49 male and 47 female. 16 

patients in their 20s, 30s, 40s, 50s, 60s and 70s completed phase 1 and phase 2 of this study. 

Table 2 below presents the patient demographics.  

 

 

 

Table 2 

 Demographic Characteristics  

Participants  n=96 

Race/Ethnicity n(%) 

 Black 

 Hispanic  

 White  

 Other 

 

26(27.08%) 

5(5.21%) 

62(64.58%) 

3(3.13%) 

Years of Formal Education n(%) 

 <9 Years    

 9-12 Years   

 13-14 Years 

 15+ Years 

 

4(4.17%) 

26(27.08%) 

22(22.92%) 

44(45.83%) 

Relationship Status n(%) 

 Single 

 Married 

 Separated/Divorced 

 Widowed 

                                  

                           

21(21.88%) 

52(54.17%) 

16(16.67%) 

6(6.25%) 

Employment Status n(%) 

 Part-time/Full time  

 Unemployed 

 Retired 

 Disabled 

                            

                         

57(59.38%) 

4(4.17%) 

24(25.00%) 

11(11.46%) 
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Data Screening 

Using procedures outlined by Warner (2012), no participant data points were 

identified as significant univariate or multivariate outliers across all variables. There were 

several cases where participants did not fully complete the assessments: NVS (n=1), SEHL 

(n=27), API (n=14), FPIS (n=4), and HAQ (n=6). These participants therefore did not have 

data available for hypothesis testing. Means and standard deviations for predictor outcome 

variables used are reported below (Table 3).  

 

 

Table 3  

Variable Means 

Measures N M±SD 

Preferences  

 Autonomy Preference Index 

 

Opportunities  

 Facilitation of Patient Involvement  

 

82 

 

 

92 

 

87.35±8.80 

 

 

47.99±7.05 

 

Individual Characteristics  

 Monitoring and Blunting Subscale 

 

96 

 

1.54±2.39 

 General Self-Efficacy  

 Self-Efficacy of Health Literacy 

 Newest Vital Sign  

 Health Anxiety Questionnaire  

91 

69 

96 

90 

32.97±4.53 

317.74±.49.45 

3.77±1.76 

18.16±13.11 
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OLS Assumptions 

OLS regression assumptions were examined for exploratory analysis. Assumptions 

for linearity, independence of errors, homoscedasticity, and normality of distribution were 

inspected to assess the need for transformations in the event that any of the assumptions were 

not met (Tabachnick & Fiddell, 2012). Linearity was examined by examining scatter plots 

and ensuring non-significant correlations between the predicted and observed values. For 

each of the regressions conducted below all predictor variables were found to have linear 

relationships with their corresponding dependent variables. The normality of OLS regression 

residuals assumption was determined via skewness and kurtosis statistics and histograms, 

both of which indicate a normal distribution of regression residuals when a linear relationship 

is present.  All variables used in analyses were found to be normally distributed. 

Homoscedasticity was determined by the symmetrical distribution around the slope observed 

in a scatterplot between predicted and residual values.  In addition to assumptions, the 

Variance Inflation Factor (VIF) was also analyzed to ensure correlations between the 

independent variables are not artificially increasing predicted estimates on the dependent 

variable. Using guidelines by Robinson & Schumaker (2009), VIF was determined to be in 

an acceptable range, VIF<10, indicating no significant inflation of estimates on the dependent 

variable for each exploratory multiple regression analyzed.   

Analysis 

Hypothesis One 

 The first hypothesis stated that differences in preference for SDM would be explained 

by a person’s health anxiety level (HAQ), information seeking behaviors (MBSS), 

confidence to participate (SEHL), and health literacy skill (NVS), and not by age. Contrary 
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Table 4. 

 H1 Correlation Table Among Demographics, Preferences, Health Anxiety, Health Literacy, and Health Behaviors 

 1 2 3 4 5 6 7 8 9 10 

Demographics 
          

1. Age           

2. Race -.095          

3. Education .095 -.245*         

Preferences           

4. API .072 -.081 .204        

5. DMP .090 .013 .240* .883**       

6. ISP -.029 -.071 -.087 .610** .167      

Health Anxiety           

7. HAQ -.221 .214* -.328** -.033 .094 -.027     

Health Literacy           

8. NVS -.241* -.223* .354** .003 .072 -.112 -.171    

9. SEHL -.080 .910 .111 -.032 -.016 .033 .062 .202   

Health Behaviors 
          

10. MBSS -.090 -.036 .130 -.030 .078 -.028 .183 .132 -.057  

11. GSE -.051 .091 -.017 -.124 -.148 -.026 -.084 .178 .295* .053 

*=P<.05 **=p<.01 
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to expectations, the predictor variables proposed for hypothesis one were not correlated with 

SDM preferences. API was not significantly correlated with education r(81)=.204, p=.066, 

the HAQ r(75)=-.033, p=.775, MBSS r(81)=-.030, p=.792, SEHL r(59)=-.032, p=.810, or 

NVS r(81)=.003, p=.981.  As predicted, age was not related to API, r(81)=.072, p=.518. 

Because predictors are not correlated with API, a multiple regression is not justified, and 

these variables can be assumed not to be predictors of API.  

Hypothesis two 

Hypothesis two stated that age would be related to perceived opportunity to 

participate in SDM. A bivariate correlational analysis was conducted to analyze the 

correlation between age and perceived physician engagement (FPIS). Contrary to the stated 

hypothesis, the FPIS total score and Age were not significantly correlated, r(95)=.105, p=.31. 

Follow Up Analysis 

The pattern of results just reported are not consistent with current literature 

suggesting that health anxiety, information seeking, and health literacy should have been 

related to SDM preference. To further investigate this unexpected pattern of results, we 

repeated the analyses reported above, separately for young patients, old patients, minority 

patients, and non-minority patients.  
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Table 5 
Hypothesis 1 Analyses Summary 

Analysis (n) Age 

Relationship 

Individual Difference 

Variable Relationship 

M±SD 

Full sample (96) n.s. n.s. 87.36±6.89 

Age Analysis 

50+ (48) +0.41 n.s. 86.79±8.03 

<50 (48) n.s. n.s. 87.86±5.71 

Race/Ethnicity Analysis 
 

Minority (34) n.s. n.s. 86.90±6.94 

Majority (62) n.s. n.s. 87.60±6.91 

Race/Ethnicity by Age Analysis 

Old Majority (33) +0.43 n.s. 87.36±8.40 

Old Minority (17) n.s. NVS -0.78 85.79±7.52 

Young Minority(17) n.s. n.s. 87.93±6.43 

Young Majority (33) n.s. n.s. 87.82±5.41 

 

Table 6 

Hypothesis 2 Analyses Summary 

Analysis (n) Age Relationship M±SD 

Full sample (96) n.s. 47.99±7.05 

50+ (48) n.s. 47.27±7.46 

<50 (48) n.s. 48.68±6.65 

Minority (34) -.37 47.26±7.09 

Majority (62) n.s. 48.41±7.06 

Old Majority (33) n.s. 48.93±6.57 

Old Minority (17) n.s. 44.53±8.21 

Young Minority (17) n.s. 50.00±4.51 

Young Majority (33) n.s. 47.93±7.57 

 

 

Age Analysis  

First, to examine whether the pattern of correlations would be the same for younger 

and older adults separately, the sample was split by age. To maintain equal sample sizes, I 
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conducted a median split. The Young group consisted of 48 men and women who were 20 to 

49 years of age. The Old group consisted of 48 men and women who were 50-79 years of 

age. Hypothesis one and two were re-examined for each group.  

Hypothesis 1. For hypothesis 1, the Young Group’s results were similar to original 

findings. API was not significantly correlated with education r(42)=.294, p=.056, the HAQ 

r(39)=-.061, p=.708, MBSS r(42)=-.201, p=.195, SEHL r(32)=.110, p=.543, or NVS 

r(42)=.010, p=.952.  As predicted, age was not related to API, r(42)=.093, p=.553. Because 

predictors are not correlated with API, a multiple regression is not justified, and these 

variables can be assumed not to be predictors of API. In contrast, the Old group’s results 

were different in one way relative to the original findings. Although API was not 

significantly correlated with education r(38)=.153, p=.353, the HAQ r(35)=-.038, p=.825, 

MBSS r(38)=.127, p=.442, SEHL r(32)=-.165, p=.410, or NVS r(38)=-.035, p=.83 for the 

older adults, age was significantly positively correlated to API, r(38)=.414, p=.009. Because 

only age is related to API, a multiple regression is not justified, and the uncorrelated 

variables can be assumed not to be predictors of API.  

Hypothesis 2. For hypothesis 2, both the Young and Old groups’ results were similar 

to the original findings. The FPIS total score and Age were not significantly correlated in the 

young group r(46)=-.038, p=.800, or the old group r(44)=.184, p=.23. 

Minority Status Analysis  

For this analysis, the sample was split by majority and minority status. The Majority 

group included 62 white individuals and the Minority group included 34 non-white 

individuals. Hypothesis one and two were re-examined separately for each group.  
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Hypothesis 1. For hypothesis 1, the Majority group’s results were similar to original 

findings. API was not significantly correlated with education r(52)=.233, p=.094, the HAQ 

r(50)=-.034, p=.811, MBSS r(52)=.032, p=.819, SEHL r(35)=-.009, p=.958, or NVS 

r(52)=.102, p=.467.  As predicted, age was not related to API, r(52)=.172, p=.219.  

The Minority group’s results were also similar to the original findings. API was not 

significantly correlated with education r(28)=.123, p=.525, the HAQ r(24)=-.016, p=.941, 

MBSS r(28)=-.187, p=.331, SEHL r(23)=-.087, p=.685, or NVS r(28)=-.217, p=.259.  As 

predicted, age was not related to API, r(29)=-.110, p=.509. Because predictors are not 

correlated with API, a multiple regression is not justified for either group and these variables 

can be assumed not to be predictors of API.  

Hypothesis 2. For hypothesis 2, the Majority group’s results were similar to the 

original findings. The FPIS total score and age were not significantly correlated r(57)=.132, 

p=.322. In contrast, for the Minority group the total FPIS score and age were significantly 

negatively correlated, r(33)=-.367, p=.03. 

Age by Minority Status Analysis 

For this analysis, the sample was split by minority status and age into four groups. 

Although these groups were relatively small, exploratory correlational analyses were 

conducted.  The Old-Majority group included 31 members aged 50-79. The Old-Minority 

group included 17 older individuals aged 50-79. The Young-Majority group included 31 

majority younger individuals aged 20-49. The Young-Minority included 17 individuals aged 

20-49.  Hypothesis one and two were re-examined for each group. 

Hypothesis 1. For hypothesis 1, results for the Old-Majority group did not replicate the 

findings for the complete sample. In this case, the pattern of findings was the opposite of 
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initial predictions. That is, API was not significantly correlated with education r(24)=.221, 

p=.288, the HAQ r(23)=-.135, p=.530, MBSS r(24)=.121, p=.565, SEHL r(16)=-.105, 

p=.689, or NVS r(24)=.223, p=.284, but age was related to API, r(24)=.425, p=.034. Because 

all predictors, except age, were not correlated with API, a multiple regression is not justified, 

and these unrelated variables are assumed not to be predictors of API. 

Similarly, for the Old-Minority group API was not significantly correlated with 

education r(13)=-.034, p=.908, the HAQ r(11)=.284, p=.370, MBSS r(13)=.127, p=.665, and 

SEHL r(9)=-.423, p=.224. This group’s API score was not related to age r(13)=.410, p=.145. 

However, for this group API and NVS were significantly related, r(13)=-.779, p=.001. 

Because only the NVS is related to API, a multiple regression is not justified, and the 

uncorrelated variables are assumed not to be predictors of API.  

The Young-Minority and Young-Majority groups’ results were similar to the original 

findings for hypothesis one. For the Young-Minority group API was not significantly 

correlated with education r(14)=.402, p=.137, the HAQ r(12)=-.397, p=.180, MBSS r(14)=-

.399, p=.141, SEHL r(13)=-.059, p=.842, NVS r(14)=.174, p=.536, or age, r(14)=-.321, 

p=.243. For the Young-Majority group API was not significantly correlated with education 

r(27)=.280, p=.149, the HAQ r(26)=.044, p=.829, MBSS r(27)=-.088, p=.657, SEHL 

r(18)=.145, p=.554, or NVS r(27)=-.101, p=.609 or age, r(27)=.306, p=.113. For both the 

Young-Minority and Young-Majority groups, because predictors are not correlated with API, 

a multiple regression is not justified and these variables can be assumed to not be predictors 

of API. 

Hypothesis 2. For hypothesis 2, all group’s findings were similar to the original 

findings. The FPIS total score and Age were not significantly correlated in the Old-Majority 
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Group r(27)=.341, p=.076, Old-Minority Group r(16)=-.045, p=.865, Young-Majority Group 

r(16)=-.059, p=.822, or the Young-Minority Group r(29)=-.023, p=.904. 

Sex Analysis  

For this analysis, the sample was split by male and female. The Male group included 

49 individuals and the Female group included 47 individuals. Hypothesis one and two were 

re-examined separately for each group.  

Hypothesis 1. For hypothesis 1, the Male group’s results were similar to original 

findings. API was not significantly correlated with education r(41)=..217, p=.168, the HAQ 

r(39)=.083, p=.610, MBSS r(41)=.064, p=.687, SEHL r(26)=.120, p=.552, or NVS r(41)=-

.02, p=.48.  As predicted, age was not related to API, r(42)=.112, p=.479.  

The Female group’s results were also similar to the original findings. API was not 

significantly correlated with education r(39)=.189, p=.243, the HAQ r(35)=-.217, p=.204, 

MBSS r(39)=-.135, p=.407, SEHL r(32)=-.243, p=.173, or NVS r(39)=-.243, p=.259.  As 

predicted, age was not related to API, r(39)=.014, p=.173. Because predictors are not 

correlated with API, a multiple regression is not justified for either group and these variables 

can be assumed not to be predictors of API.  

Hypothesis 2. For hypothesis 2, both the Male and Female group’s results were 

similar to the original findings. The FPIS total score and Age were not significantly 

correlated in the male group r(46)=.006, p=..970, or the female group r(44)=-.110, p=.474. 
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CHAPTER 5 

DISCUSSION  

SDM Preferences 

The purpose of this study was to examine the role of age in SDM preferences and 

opportunities. Hypothesis one of this study was that individual differences in preference for 

SDM would be explained by a person’s health anxiety level, information monitoring 

behaviors, confidence to participate, and health literacy; differences in preference would not 

be explained by age. As predicted in hypothesis one, age did not predict preferences for 

SDM. However, because preferences were also unrelated to any of the other predictor 

variables, this result should be interpreted with caution. Still, it appears that although 

healthcare can be more difficult for older patients, it is not true that this leads them to prefer 

directive care. This point is magnified by looking at the group of older adults aged 50+. 

Within this age group, older adults appear to prefer SDM more as they age.  

Unlike past studies, this study found the predictor variables health literacy, self-

efficacy of health literacy, health anxiety, and health information seeking were not associated 

with SDM preferences. There are a variety of possible reasons these factors were not found 

to be related to preferences. It may not be necessary for patients to understand all aspects of 

their health care in order to prefer to be engaged in SDM. Though individuals with lower 

self-efficacy report feeling unprepared and confused about medical procedures (Donovan-

Kicken, Mackert, Tollison, Breckinridge, & Pont, 2012), they may not wish to relinquish 

their role in making their health care decisions. This could explain why health literacy and 

self-efficacy of health literacy are not related to preferences in this study. Additionally, 

health anxiety may be unrelated to preferences as it can cause a variety of reactions in 
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patients. Some highly anxious patients may choose coping techniques such as avoidance of 

health decision making, while other highly anxious patients may heavily monitor their 

healthcare.  Finally, health information seeking behaviors may vary based on locus of 

control, anxiety, past experiences, or individual beliefs about who is in charge of the 

individual’s healthcare. Thus, information-seeking behaviors are clearly not the best 

predictors of preferences. Preferences may still vary based on a variety of demographic and 

personal factors that have yet to be explored. 

The sample used in this study was more varied, and therefore more representative of 

current patient populations. Past studies analyzing older adults SDM preferences have 

utilized non-representative samples. Most of these studies have only included older patients, 

having no comparison group of younger patients (Arora & McHorney, 2017; Dardas, 

Stockburger, Boone, An, & Calfee, 2016; Holland et al, 2016; Moorman, 2011). One study 

that did utilize a younger comparison group had a disproportionate number of females (i.e. 

70%; Xie, Wang, Feldman, Zhou, 2012). This study’s sample may have been biased toward 

preferring SDM as women tend to prefer SDM (Cullati, Courvoisier, Charvet-Berard, & 

Perneger, 2010; Levinson, Kao, Kuby, & Thisted, 2005; Holland et al, 2016). Additionally, 

samples used in previous studies included 80-100% white participants (Arora & McHorney, 

2017; Dardas, Stockburger, Boone, An, & Calfee, 2016; Moorman, 2011; O’Neal et al, 2008; 

Smith, Pandit, Rush, Wolf & Simon, 2016). This leaves out information on the entire cultural 

aspect associated with SDM. Finally, many studies have been conducted with 83.4-100% of 

patients who were considered healthy or rated their own health as good to excellent (Cullati, 

Courvoisier, Charvet-Bérard, & Perneger 2010; Levinson, Kao, Kuby, & Thisted, 2005; 
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Moorman, 2011). This leads to limited results that may not extend to other patients. Pasts 

studies’ results are contingent upon these limited samples.  

Though this current study’s sample was not perfect, it was more representative than 

previous studies of aging and SDM. Different kinds of patients will have different past 

healthcare experiences, and these experiences will impact their preferences for SDM (Ladin 

et al, 2013). The sample used in this study was 64% white patients, and 36% minority 

patients. The female to male ratio was nearly equal, and it utilized a younger comparison 

group. Additionally, there were a variety of health presentations in this study; health 

concerns ranged from having a cold to removing cancerous tumors. This representative 

sample allowed for a realistic look at SDM processes with patient populations and is 

therefore a more general assessment of SDM preferences.  

Analysis of possible demographic differences revealed younger patients’ preferences, 

regardless of their minority or majority status, were not predicted by health anxiety, health 

literacy, self-efficacy of health literacy, education, information seeking behaviors, or age.  

However, analyses revealed that within patients older than 50 age is positively related to 

preference; this means older patients are more likely to prefer SDM. This finding matches 

other studies that have only assessed older patient SDM preferences (Dardas, Stockburger, 

Boone, An, & Calfee, 2016; Holland et al, 2016; Moorman, 2011). Though minority analyses 

showed no significant differences, an analysis of age and minority status revealed an 

interaction. Similar to the age analysis, older majority member patients were more likely to 

prefer SDM as they aged. Dissimilarly, older minority patients’ preferences for SDM are not 

related to their age, and were instead related to health literacy.   
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Opportunities for SDM Engagement  

Hypothesis two of this study was that perceived opportunities to participate in SDM 

would be negatively related to age. Though current literature suggests physicians may be 

offering older patients the opportunity to engage in SDM irregularly, the hypothesis that 

older patients overall perceive less opportunity to engage in SDM was not supported. 

However, our analysis of participants at the intersection of age 50+ and minority membership 

revealed a perception of less SDM engagement opportunity. This group of participants may 

have perceived less engagement from physicians for a variety of reasons. There may be an 

intersection of provider biases (i.e ageism and racism) that led doctors to assume that older 

non-white individuals would prefer more directive care, and so they engaged older minorities 

less than their white counterparts. Alternatively, cultural factors may have produced different 

expectations for SDM among older minority patients. This means SDM engagement may 

need to look different for this patient population. These possibilities will need to be explored 

more fully in future research. 

Conclusion 

The overarching goal of this study was to assess equality in SDM processes with 

older and younger patients and to point out any inequalities. Previous studies conducted on 

SDM preferences in older adults have had mixed findings that are likely due to limited 

samples. While it is true healthcare can be more difficult for older patients it is untrue that 

this leads them to prefer directive care. In fact, the assumption that older patients desire 

purely directive care is inconsistent with patient-centered models of care. This suggests that 

factors that influence preferences should be assessed to get a clearer understanding of how 

SDM can be used correctly for each patient. 
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Additionally, we found that within minority patients as individuals age they perceive 

less SDM opportunities. Even though findings suggest older adults may prefer SDM, these 

inequalities in the way healthcare is delivered may still create barriers for this patient 

population. This suggests that actual opportunities should be assessed to get a clearer 

understanding of patient treatment and to uncover potential inequalities of treatment.  

Limitations 

This study had many strengths, but also a few limitations. First, the sample was a 

convenience sample. Second, patients were recruited from two clinics, and clinic 

demographic differences exist. The Urology clinic had more whites, older patients, and 

males, and the Family Medicine clinic had more minorities, females, and younger patients. 

However, it is important to note that no other variables or measures differed by clinic. In 

addition, the exploratory analyses with Minority status, age and Minority status by age were 

conducted with small samples. 

There were also limitations with the selected measures. First, the measures were not 

all validated for diverse populations, they were chosen due to a lack of diverse measures. The 

API did not list participant races for validation studies. Additionally, the FPIS was normed 

on a predominately white, predominately female sample. Therefore, there is a risk they may 

incorrectly assess cultural and racial differences in the patient population. Second, the SEHL 

was not sensitive enough to gauge self-efficacy of health literacy in this patient population 

and therefore the measure had celling effects. Third, self-reported data is often open to errors 

and may be influenced by a variety of factors. The desirability factor may explain why scores 

on the SEHL were clustered around the ceiling, as it is possible patients’ desire to appear 

skilled may have interfered with answering truthfully. Finally, participants were asked what 
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the reason for their medical appointment was in order to assess and compare severity of their 

health concerns. To allow for personal responses this question was answered with a text 

response. Unfortunately, responses to this question were too vague and could not be used.   

Future Studies 

 Future studies in this area can focus on additional individual characteristics that may 

predict, or contribute to, SDM preferences. In particular, race/ethnicity variables and their 

interaction with age appear to be a fruitful avenue for further investigation. These studies 

should also examine the influence preferences for SDM may have on an individual’s 

perception of SDM occurrences. It may be true that the more a person prefers SDM the more 

they perceive being engaged. On the other hand, the less they prefer SDM the easier it is for 

their SDM needs to be met and for them to perceive SDM occurred.  

Among all patients there are clearly a myriad of different preferences for healthcare 

and parsing out the cause of these differences will allow for greater tailoring to patients’ 

specific needs and better collaborations between doctors and their patients.  Finally, because 

actual occurrences of SDM may vary based on the age of the patient, future studies should 

analyze actual occurrences- especially in older minority patients- of SDM.  Assessing actual 

occurrences, as opposed to perceived occurrences, will produce a more detailed picture of 

SDM opportunities in the medical setting.  
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APPENDIX 

SDM Demographics 

1. What is your age: ____________________ 

 

2. What is your race (Circle all that apply): 

White                       Black or African American          American Indian or Alaska 

Native             Asian            

Native Hawaiian or Pacific Islander              Other  

____________________________________ 

 

3. What is your sex (Circle One):  Male     or     Female  

 

4.  What is your marital status (Circle one): 

Married            Never Married          Widow           Divorced          Separate 

 

5.  How many years of formal education do you have (Circle one):  

Less than 9                9-12              13-14               15-16                     17+ 

 

6. What is your current employment status (Circle one): 

 Part-time         Full-time          Unemployed          Retired         Disabled            Student   

       

7.  When was your most recent medical appointment? ___________________________ 

8. What was your doctor’s name?  _______________________________ 

9. What was the reason for your medical visit? ______________________ 

10.  What changes to your treatments/new treatments were created at your most recent 

appointment?_________________________________________________________ 
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The Autonomy Preference Index 

 

 
Strongly 
agree 

Somewhat 
agree 

Neither 
agree nor 
disagree 

Somewhat 
disagree 

Strongly 
disagree 

The important medical decisions should be 
made by your doctor, not by you.  o  o  o  o  o  

You should go along with your doctor's 
advice even if you disagree with it.  o  o  o  o  o  

When hospitalized you should not be making 
decisions about your own care.  o  o  o  o  o  

You should feel free to make decisions about 
everyday medical problems.  o  o  o  o  o  

If you were sick, as your illness became 
worse you would want your doctor to take 

greater control.  o  o  o  o  o  
You should decide how frequently you need 

a checkup.  o  o  o  o  o  
 

 

 

Suppose you developed a sore throat, stuffy nose, and cough that lasted for three days. You are 

about to call your doctor on the telephone. Who should make the following decisions? 

 
You 

alone 
Mostly you 

The doctor 
and you 
equally 

Mostly the 
doctor 

The doctor 
alone 

Whether you should 
be seen by the doctor  o  o  o  o  o  
Whether a chest x-ray 

should be taken.  o  o  o  o  o  
Whether you should 

try taking cough 
syrup.  o  o  o  o  o  
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Suppose you went to your doctor for a routine physical examination and he or she found that 

everything was alright except that your blood pressure was high (170/100). Who should make the 

following decisions? 

 
You 

alone 
Mostly you 

The doctor 
and you 
equally 

Mostly the 
doctor 

The doctor 
alone 

When the next visit to 
check your blood 

pressure should be.  o  o  o  o  o  
Whether you should 

take some time off work 
to relax.  o  o  o  o  o  

Whether you should be 
treated with medication 

or diet.  o  o  o  o  o  
 

 

 

 

 

Suppose you had an attack of severe chest pain that lasted for almost an hour, frightening you 

enough so that you went to the emergency room. In the emergency room the doctors discover that 

you are having a heart attack. Your own doctor is called and you are taken up to the intensive care 

unit. Who should make the following decisions? 

 
You 

alone 
Mostly you 

The doctor 
and you 
equally 

Mostly the 
doctor 

The doctor 
alone 

How often the nurses 
should wake you up to 

check your temperature 
and blood pressure.  

o  o  o  o  o  
Whether you may have 
visitors aside from your 

immediate family.  o  o  o  o  o  
Whether a cardiologist 
should be consulted.  o  o  o  o  o  
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Select how much you agree or disagree with the following statements. 

 
Strongly 
disagree 

Somewhat 
disagree 

Neither 
agree nor 
disagree 

Somewhat 
agree 

Strongly 
agree 

As you become sicker you 
should be told more and 
more about your illness.  o  o  o  o  o  
You should understand 

completely what is 
happening inside your 

body as a result of your 
illness.  

o  o  o  o  o  

Even if the news is bad, 
you should be well 

informed.  o  o  o  o  o  
Your doctor should explain 

the purpose of your 
laboratory tests.  o  o  o  o  o  

You should be given 
information only when you 

ask for it.  o  o  o  o  o  
It is important for you to 

know all of the side effects 
of your medication.  o  o  o  o  o  

Information about your 
illness is as important to 

you as treatment.  o  o  o  o  o  
When there is more than 

one method to treat a 
problem, you should be 

told about each one.  
o  o  o  o  o  
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Facilitation of Patient Involvement Scale 

 

 
None of 
the time 

A little of 
the time 

Some of 
the time 

A good bit 
of the time 

Most of 
the time 

All of the 
time 

My doctor gives me all 
of the information that I 

need to make the 
decisions that are right 

for me.  

o  o  o  o  o  o  

My doctor ignores my 
opinion about treatment 

options.  o  o  o  o  o  o  
When prescribing a new 

medication my doctor 
asks if I have any 

questions about the 
medication(s) and 

possible side effects.  

o  o  o  o  o  o  

My doctor discourages 
my questions.  o  o  o  o  o  o  

My doctor explains all 
the treatment options to 
me so that I can make 
an informed choice.  

o  o  o  o  o  o  

My doctor strongly 
encourages me to 
express all of my 

concerns about the 
prescribed treatment.  

o  o  o  o  o  o  

My doctor discourages 
me from expressing my 
personal opinion about 
my medical treatment.  

o  o  o  o  o  o  

My doctor's office staff 
makes it hard for me to 
be involved in my own 

medical care.  
o  o  o  o  o  o  

My doctor makes it 
difficult for me to 
communicate my 
concerns about 

treatment decisions.  

o  o  o  o  o  o  
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Miller Behavioral Style Scale 
1. Vividly imagine that you are afraid of the dentist and have to get some dental work done.  Which of the following 

would you do? Check all of the statements that might apply to you. 

___     I would ask the dentist exactly what work was going to be done. 

___     I would take a tranquilizer or have a drink before going. 

___     I would try to think about pleasant memories. 

___     I would want the dentist to tell me when I would feel pain. 

___     I would try to sleep. 

___     I would watch all the dentist's movements and listen for the sound of the drill. 

___     I would watch the flow of water from my mouth to see if it contained blood. 

___     I would do mental puzzles in my mind. 

2. Vividly imagine that you are being held hostage by a group of armed terrorists in a public building. Which of the 

following would you do? Check all of the statements that might apply to you. 

___     I would sit by myself and have as many daydreams and fantasies as I could. 

___     I would stay alert and try to keep myself from falling asleep. 

___     I would exchange life stories with the other hostages. 

___     If there was a radio present, I would stay near it and listen to the bulletins about what the police were  

doing. 

___     I would watch every movement of my captors and keep an eye on their weapons. 

___     I would try to sleep as much as possible. 

___     I would think about how nice it's going to be when I get home. 

___     I would make sure I knew where every possible exit was. 

3. Vividly imagine that, due to a large drop in sales, it is rumored that several people in your    department at work 

will be laid off. Your supervisor has turned in an evaluation of your work for the past year.  The decision about 

layoffs has been made and will be announced in several days. Check all of the statements that might apply to you. 

___    I would talk to my fellow workers to see if they knew anything about what the supervisor evaluation of  

me said. 

___     I would review the list of duties for my present job and try to figure out if I had fulfilled them all. 

___     I would go to the movies to take my mind off things. 

___     I would try to remember any arguments or disagreements I might have had that would have resulted in  

the supervisor having a lower opinion of me. 

___     I would push all thoughts of being laid off out of my mind. 

___     I would tell my spouse that I'd rather not discuss my chances of being laid off. 

___     I would try to think which employees in my department the supervisor might have thought had done the  

worst job. 

___      I would continue doing my work as if nothing special was happening. 

4.  Vividly imagine that you are on an airplane, thirty minutes from your destination, when the plane unexpectedly 

goes into a deep dive and then suddenly levels off.  After a short time, the pilot announces that nothing is wrong, 

although the rest of the ride may be rough. You, however, are not convinced that all is well. Check all of the 

statements that might apply to you. 

___      I would carefully read the information provided about safety features in the plane and make sure I knew  

where the emergency exits were. 

___      I would make small talk with the passenger beside me. 

___      I would watch the end of the movie, even if I had seen it before. 

___      I would call for the flight attendant and ask what exactly the problem was. 

___      I would order a drink from the flight attendant or take a tranquilizer. 

___      I would listen carefully to the engines for unusual noises and would watch the crew to see if their  

behavior was out of the ordinary. 

___      I would talk to the passenger beside me about what might be wrong. 

___      I would settle down and read a book or magazine or write a letter. 
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Health Anxiety Questionnaire 
Below is a list of questions about health anxiety.  Please carefully read each item on the list.  Indicate how often 

you have been bothered in this way during the past week, including today (or other agreed time period), by 

placing an x in the appropriate space in the columns to the right of each question.  
 

 

not at 

all or 

rarely 

Some-

times 
often 

most of  

the time 

Do you ever worry about your health?     

Are you ever worried that you may get a serious illness in 

the future? 

    

Does the thought of a serious illness ever scare you?     

When you notice an unpleasant feeling in your body, do 

you tend to find it difficult to think of anything else? 

    

Do you ever examine your body to find whether there is 

something wrong? 

    

If you have an ache or pain do you worry that it may be 

caused by a serious illness? 

    

Do you ever find it difficult to keep worries about your 

health out of your mind? 

    

When you notice an unpleasant feeling in your body, do 

you ever worry about it? 

    

When you wake up in the morning do you find you very 

soon begin to worry about your health? 

    

When you hear of a serious illness or death of someone 

you know, does it ever make you more concerned about 

your own health? 

    

When you read or hear about an illness on tv or radio does 

it ever make you think you may be suffering from that 

illness? 

    

When you experience unpleasant feelings in your body do 

you tend to ask friends or family about them? 

    

Do you tend to read up about illness and diseases to see if 

you may be suffering from one? 

    

Do you ever feel afraid of news that reminds you of death 

(such as funerals, obituary notices)? 

    

Do you ever feel afraid that you may die soon?     

Do you ever feel afraid that you may have cancer?     

Do you ever feel afraid that you might have heart disease?     

Do you ever feel afraid that you may have any other 

serious illness? Which illness? 

    

Have your bodily symptoms stopped you from working 

during the past six months or so? 

    

Do your bodily symptoms stop you from concentrating on 

what you are doing? 

    

Do your bodily symptoms stop you from enjoying yourself?       
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Self-Efficacy of Health Literacy 
Rate your degree of confidence by recording a number from 0 to 10 

 

1. How confident are you that you can understand: Medical forms? 

2. How confident are you that you can understand: Medication labels? 

3. How confident are you that you can understand: Directions on medication bottles? 

4. How confident are you that you can understand: Health educational materials? 

5. How confident are you that you can understand: Clinic or hospital directional signs? 

6. How confident are you that you can understand: Information on medication side effects? 

7. How confident are you that you can understand: Printed information from your health care provider? 

8. How confident are you that you can understand: Information about medical conditions? 

9. How confident are you that you can understand: Medical instructions from health care providers? 

10. How confident are you that you can understand: Your health risks? 

11. How confident are you that you can understand: What behaviors can reduce your risk of illness? 

12. How confident are you that you can understand: Information regarding your health risks? 

13. How confident are you that you can understand: Educational materials given to you by a health care provider? 

14. How confident are you that you can understand: Why a health care provider may refer you to another health care provider? 

15. How confident are you that you can understand: What health care providers are asking you? 

16. How confident are you that you can understand: Lifestyle change recommendations from a health care provider? 

17. How confident are you that you can understand: Health statistics? 

18. How confident are you that you can understand: Statistics regarding your chance of developing an illness? 

19. How confident are you that you can understand: Information regarding health insurance? 

20. How confident are you that you can understand: The process of health insurance in paying for medical expenses? 

21. How confident are you that you can understand: The probability that you may be at risk for a health condition? 

22. How confident are you that you can: Take medication correctly? 

23. How confident are you that you can: Fill out medical forms by yourself? 

24. How confident are you that you can: Follow instructions provided on the medication bottle? 

25. How confident are you that you can: Look up health information online? 

26. How confident are you that you can: Ask your health care providers questions about my health? 

27. How confident are you that you can: Describe health symptoms to your health care providers? 

28. How confident are you that you can: Make an informed medical decision? 

29. How confident are you that you can: Understand health information presented in a graph? 

30. How confident are you that you can: Understand information on health risks presented in a graph? 

31. How confident are you that you can: Ask for a medication refill? 

32. How confident are you that you can: Look for information regarding your health risks? 

33. How confident are you that you can: Look for information regarding a health diagnosis? 
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General Self-Efficacy Scale 
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Newest Vital Sign 

 

 
 

1. If you eat the entire container, how many calories will you eat? – A: 1,000 

2. If you are allowed to eat 60 grams of carbohydrates as a snack, how much ice cream 

could you have? A: 1 cup or Half the container 

3. Your doctor advises you to reduce the amount of saturated fat in your diet. You usually 

have 42 g of saturated fat each day, which includes one serving of ice cream. If you stop 

eating ice cream, how many grams of saturated fat would you be consuming each day? A: 

33 

4. If you usually eat 2,500 calories a day, what percentage of your daily value of calories 

will you be eating if you eat one serving? A: 10%  
Pretend you are allergic to the following substances: penicillin, peanuts, latex gloves, and bee stings. 

5. Is it safe for you to eat this ice-cream? A: No 

6. (Asked only if the patient answers 5 correctly) Why not? A: Because it has peanut oil. 
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