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ABSTRACT
Background Although medical ethicists and educators
emphasise patient-centred decision-making, previous
studies suggest that patients often prefer their doctors
to make the clinical decisions.
Objective To examine the associations between
a preference for physician-directed decision-making and
patient health status and sociodemographic
characteristics.
Methods Sociodemographic and clinical information
from all consenting general internal medicine patients at
the University of Chicago Medical Center were
examined. The primary objectives were to (1) assess the
extent to which patients prefer an active role in clinical
decision-making, and (2) determine whether religious
service attendance, the importance of religion, self-rated
spirituality, Charlson Comorbidity Index, self-reported
health, Vulnerable Elder Score and several demographic
characteristics were associated with these preferences.
Results Data were collected from 8308 of 11 620
possible participants. Ninety-seven per cent of
respondents wanted doctors to offer them choices and
to consider their opinions. However, two out of three
(67%) preferred to leave medical decisions to the doctor.
In multiple regression analyses, preferring to leave
decisions to the doctor was associated with older age
(per year, OR¼1.019, 95% CI 1.003 to 1.036) and
frequently attending religious services (OR¼1.5, 95% CI
1.1 to 2.1, compared with never), and it was inversely
associated with female sex (OR¼0.6, 95% CI 0.5 to 0.8),
university education (OR¼0.6, 95% CI 0.4 to 0.9,
compared with no high school diploma) and poor health
(OR¼0.6, 95% CI 0.3 to 0.9).
Conclusions Almost all patients want doctors to offer
them choices and to consider their opinions, but most
prefer to leave medical decisions to the doctor. Patients
who are male, less educated, more religious and
healthier are more likely to want to leave decisions to
their doctors, but effects are small.

INTRODUCTION
Among the many factors that inform decisions in
medical ethics, patient autonomy is often the most
prominent. In a memorable 1977 essay, Cassell
argued that the very function of medicine is to
preserve autonomy.1 However, concern for
autonomy raises additional issues, such as how to
balance patient and physician autonomy, how
much a patient must understand to make an choice
and whether individual patients desire to make
their own decisions about their medical care.
Several recent empirical studies have raised
questions about the role patient autonomy plays in
clinical practice. For instance, in a 2002 survey of
US adults, Levinson and colleagues reported that
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not all patients want to participate in decisions;
half of respondents preferred to leave ﬁnal decisions
to their doctors.2 A 2003 article by Joffe and
colleagues reported that patients did value being
included in the decision-making process, but
conﬁdence and trust in providers, and respectful
and digniﬁed treatment were stronger predictors of
patient satisfaction.3 In 2007, Curlin and colleagues
reported that 14% of doctors did not believe it
necessary to present all optionsdincluding morally
controversial optionsdto patients4; a practice
many considered inconsistent with respect for
patient autonomy.5 These surveys demonstrated
that a variety of covariates, such as gender, education level and religiosity, were important predictors
of prioritising patient autonomy.
This study builds from earlier surveys considering
many of the same questions, such as whether
patients want doctors to offer choices and whether
they want doctors to make medical decisions on
their behalf, but in a patient population not previously studied. While Levinson et al surveyed adults
in the general population, and Joffe et al surveyed
recently discharged patients, this study surveyed
medicine inpatients admitted to a large urban
medical centre. This is an important patient population because healthy people cannot always predict
what their preferences will be when they fall ill. We
considered demographic characteristics, religious
characteristics and patient health status as possible
predictors, since all have been found to be relevant
to debates over the role of patient autonomy in the
medical decision-making process.2 4 6 7

METHODS
Study population
Data for this study were drawn from the University of Chicago Hospitalist Study (BSD IRB
Protocol #9967). This project studies all consenting
patients admitted to the general internal medicine
service at the University of Chicago.8 Hospitalised
patients are invited to participate in a 15 min
bedside interview that is conducted within 48 h of
admission. Proxy respondents are used when
patients cannot participate directly. Interviewers
gather detailed health and socioeconomic information, and since 2006 questionnaires have included
three questions about religion. Participants in this
analysis were enrolled between January 2006 and
June 2009.

Primary measures
The primary criterion measures were patients’
preferences about having choices and making their
own medical decisions. We asked patients how
strongly they agreed or disagreed with two items:
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ﬁrst, “I prefer that my doctor offers me choices and asks my
opinion”; second, “I prefer to leave decisions about my medical
care up to my doctor”. Both questions are identical to those used
by Levinson et al,2 but we condensed their six-point response
scale to a four-point scale (deﬁnitely agree, agree somewhat,
disagree somewhat, deﬁnitely disagree).
Predictor variables included demographic and religious characteristics. Demographic information included age, sex, race/
ethnicity, marital status and level of education. Response categories are listed in table 1. Religious/spiritual characteristics
were assessed using three validated measures. Religious attendance was measured by asking, “How often do/did you/the
patient attend church, synagogue, or other religious meetings?”
Table 1

Patient

characteristics (N¼8308)*

Characteristics
Demographic characteristics
Sex
Male
Female
Race/ethnicity
White
Black/African-American
Hispanic/Latino
Other
Married
No
Yes
Education level
No high school diploma
High school diploma
Some university or junior university
University or postgraduate degree
Religious characteristics
Attendance at religious services
Never
Less than once a week
Once a week or more
Tries hard to carry religious beliefs into all other dealings in life
Disagree
Agree
Strongly agree
Self-reported spirituality
Slightly/not at all spiritual
Moderately spiritual
Very spiritual
Measures of health status
Charlson Comorbidity Index
0
1
2
3
4+
Self-reported health rating
81e100
61e80
41e60
21e40
0e20
Vulnerable Elder Score
0e3
4e7
8e11

N (%)

3338 (40)
4959 (60)
1644
6066
201
348

(20)
(73)
(2)
(4)

5794 (70)
2461 (30)
1791
2535
2180
1535

(22)
(32)
(27)
(19)

1720 (22)
3491 (44)
2767 (35)
1171 (15)
2720 (35)
3914 (50)
1578 (20)
3211 (40)
3206 (40)

2770
1456
1316
1246
1126

(35)
(18)
(17)
(16)
(14)

978
2250
2587
1149
906

(12)
(29)
(33)
(15)
(12)

3098 (67)
1182 (25)
363 (8)

*N counts do not always sum to 8308 because of partial non-response. Except where
indicated, ‘not apply’ and ‘do not know’ responses are counted as missing.
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This question has been validated as a part of the Duke Religion
Index.9 Responses were categorised as ‘never,’ ‘less than once
a week,’ and ‘once a week or more.’ Intrinsic religiosity, the
extent to which religion guides or gives purpose to one’s life,10
was assessed by asking whether patients disagreed, agreed or
strongly agreed with the statement, “I try hard to carry my
religious beliefs over into all my other dealings in life.” Responses
ranged from disagree to strongly agree. Spirituality was
measured by asking, “To what extent do you consider yourself
a spiritual person?” Response categories were slightly/not at all
spiritual, moderately spiritual and very spiritual. Both the
measures of intrinsic religiosity and spirituality have been used
in the General Social Survey11 and in a large national survey of
doctors.9 10
Other predictor variables incorporated patients’ health status.
Administrative data were used to calculate a Charlson Comorbidity Index score; an objective measure of health status where
numbers range from 0 to 10 and higher numbers indicate more
severe comorbidities.12 A self-rated health score, which is
a subjective measure of patient health, was generated by asking
patients, “On a scale of 0 to 100, with 0 being death and 100
being perfect health, how do you rate your current health?”13 14
We also used the Vulnerable Elder Score, a composite derived
from how much help a patient needs to complete several
activities of daily living. Scores range from 0 to 11, with higher
scores predicting increased risk of death or functional decline.15

Statistical analysis
First, we calculated percentages for each criterion measure and
predictor variable. We used the Pearson c2 test to examine
differences in responses to each of the primary criterion
measures according to patients’ demographic, religious and
health characteristics. We then used multivariable logistic
regression to test whether bivariate associations remained
signiﬁcant after adjustment for relevant covariates. All statistical
analyses were performed using Stata/SE10.0 (Stata Corp).

RESULTS
Study participants
Of the 11 620 patients invited to enrol in the Hospitalist Study
from January 2006 to June 2009, 1671 (14%) declined to
participate. Of the 9949 patients enrolled during that period,
religious measures were collected from 8308.
Table 1 shows the characteristics of the 8308 participants.
Notably, 73% of participants were African-American, 60% were
female and 14% were in poor health as indicated by a Charlson
Comorbidity Score of $4. Participants were fairly religious, with
35% attending services once a week or more often, half (50%)
trying hard to carry their religious beliefs into all other dealings in
life and 40% describing themselves as very spiritual. Education

Table 2

Inpatient preferences regarding medical decisions

Preferences
I prefer that my
doctor offers me
choices and asks
my opinion.
I prefer to leave
decisions about
my medical care
up to my doctor.

Strongly
agree
N (%)

Agree
N (%)

Disagree
N (%)

Strongly
disagree
N (%)

7089 (87)

778 (10)

182 (2)

128 (2)

2768 (34)

2694 (33)

1496 (18)

1190 (15)
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levels varied with race/ethnicity: 36% of white respondents had
not attended university, while 59% of African-American and 63%
of Hispanic respondents had not attended university (p<0.001).

Pearson c2 test, but they had a correlation coefﬁcient of 0.04,
indicating that they are nearly independent. Because the ﬁrst
statement had near universal agreement, subsequent analyses
focused on the second statement.

Criterion measures
Nearly all participants (97%) strongly agreed or agreed with the
statement “I prefer that my doctor offers me choices and asks
my opinion.” Two-thirds (67%) of respondents strongly agreed
or agreed with the statement, “I prefer to leave decisions about
my medical care up to my doctor.” (Table 2) The two criterion
measures were found to be signiﬁcantly associated using the

Demographic characteristics as predictors of patients’ decisionmaking preferences
Older patients were slightly more likely to prefer leaving medical
decisions to the doctor, as determined by multivariable logistic
regression using age as a linear variable (OR¼1.019; 95% CI
1.003 to 1.036). This means, for example, that if we took

Table 3 Prevalence and likelihood of preferring to leave decision to the doctor, stratified by patient demographic and religious characteristics, and
patient health
Patient prefers to leave decisions to the doctor (agree/strongly agree)
Patient characteristicsz

Nx (%)

Sex
Male
3268 (69)
Female
4869 (66)
Race/ethnicity
Black/African-American
5949 (68)
White/Caucasian
1612 (63)
Hispanic/Latino
199 (72)
Other
340 (69)
Education level
No high school diploma
1760 (75)
High school diploma
2487 (70)
Some university or junior university
2152 (63)
University or postgraduate degree
1512 (57)
Married
No
5696 (68)
Yes
2413 (64)
Attendance at religious services
Never
1672 (65)
Less than once a week
3442 (68)
Once a week or more
2720 (66)
Patient tries hard to carry religious beliefs into all other dealings in life
Disagree
1149 (63)
Agree
2686 (68)
Strongly agree
3840 (67)
Self-reported spirituality
Slightly/not at all
1548 (67)
Moderately spiritual
3162 (67)
Very spiritual
3143 (67)
Charlson Comorbidity Index
0
2728 (66)
1
1422 (67)
2
1286 (69)
3
1220 (67)
4+
1105 (69)
Self-reported health rating
81e100
967 (71)
61e80
2224 (66)
41e60
2554 (69)
21e40
1132 (63)
0e20
885 (63)
Vulnerable Elder Score
0e3
3044 (68)
4e7
1148 (71)
8e11
349 (66)

Bivariate
P (c2 )

Multivariatey
OR (95% CI)

0.013

1.0 (Referent)
0.6 (0.5 to 0.8)*

0.001

1.0 (Referent)
1.1 (0.8 to 1.5)
0.97 (0.4 to 2.2)
0.92 (0.4 to 2.2)

<0.001

1.0
0.9
0.7
0.6

<0.001

1.0 (Referent)
0.8 (0.6 to 1.1)

0.12

1.0 (Referent)
1.7 (1.2 to 2.3)*
1.5 (1.1 to 2.1)*

0.003

1.0 (Referent)
1.7 (1.1 to 2.5)*
1.4 (1.0 to 2.1)*

0.71

1.0 (Referent)
1.4 (1.0 to 1.9)
1.3 (0.9 to 1.8)

0.29

1.0 (Referent)
1.2 (0.8 to 1.7)
0.98 (0.7 to 1.4)
0.9 (0.6 to 1.3)
1.5 (1.0 to 2.2)

<0.001

0.09

1.0
0.6
0.8
0.5
0.6

(Referent)
(0.7 to 1.2)
(0.5 to 1.0)*
(0.4 to 0.9)*

(Referent)
(0.4 to 1.0)*
(0.5 to 1.2)
(0.3 to 0.9)*
(0.3 to 0.9)*

1.0 (Referent)
0.8 (0.6 to 1.1)
0.6 (0.4 to 0.8)*

*p<0.05.
yMultivariable analyses include sex, age, race/ethnicity, marital status, education level, Charlson Comorbidity Index, self-rated health score, attendance at religious services, intrinsic religiosity
and spirituality. All ORs are adjusted for covariates. However, multivariable analyses of religious parameters cannot be adjusted for other religious parameters owing to collinearity.
zMean age 56.2 years, SD 19.7. For all multivariable logistic regressions, age (in years) was treated as a linear variable (OR¼1.019; 95% CI 1.003 to 1.036).
xN counts vary slightly owing to partial non-response.
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Low religiosity

Percentage

High religiosity

0
Gender

Figure 1 Subgroup analyses for
intrinsic religiosity and preferring to
leave decision to the doctor. p Values
reflect bivariate analysis (c2) and are
therefore not adjusted for other patient
characteristics.

10

20

30

40

50

60

70

Male

p=0.018
p=0.04

Female

Race

White

p=0.332

African American

p=0.01
p=0.58

Hispanic

p=0.702

No high school degree

College or post-graduate
Unmarried
Married

Self-reported
health rating

81–100
61–80
41–60
21–40

VE Score

0–20
0 to 3
4 to 7
8 to 11

a 25-year-old patient and a 75-year-old patient (or a 50-year
increase in age), we would expect to see about a 95% increase in
the odds of preferring to leave decision to the doctor. Women
were less likely to prefer leaving decisions to the doctor (66% vs
69% of men, OR¼0.6, 95% CI 0.5 to 0.8). Educated patients
were less likely to leave their medical decisions to the doctor. For
instance, compared with patients with no high school diploma,
those with a university or postgraduate degree were less likely to
defer decisions (57% vs 75%, OR¼0.6, 95% CI 0.4 to 0.9). In
bivariate analysis, married patients and white patients were less
likely to defer to the doctor, but these ﬁndings did not remain
signiﬁcant in multivariable analysis. (Table 3)

Religious characteristics as predictors of patients’ decisionmaking preferences
In multivariable analysis, there was a small but statistically
signiﬁcant association between being religious and preferring to
leave medical decisions to the doctor. Compared with patients
who never attend services, those who attend once a week or
more were more likely to allow the doctor to make the medical
decisions (66% vs 65%, OR¼1.5, 95% CI 1.1 to 2.1). Similarly,
patients who strongly agree that they try hard to carry their
religious beliefs into all other dealings in life were more likely
(than those who disagree with the statement) to defer medical
decisions to the doctor (67% vs 63%, OR¼1.4, 95% CI 1.01 to
2.1). (Table 3)
In further subgroup analyses (bivariate), we found that the
direction of association between intrinsic religiosity and preferring a physician-directed style of decision-making was consistent
across gender, race, education, marital status, self-reported
health and Vulnerable Elder Score (ﬁgure 1), although the ﬁnd4 of 6

p=0.39

High school degree

Marital
status

Education

Other

Some college or junior college

80

p=0.63
p=0.053
p=0.091
p=0.003
p=0.165
p=0.474
p=0.252
p=0.120
p=0.269
p=0.063

p=0.362
p=0.01
p=0.083

ings rarely reached statistical signiﬁcance. In contrast, the
direction of association for attending religious services varied
across other characteristics (ﬁgure 2), yet here also the ﬁndings
were rarely statistically signiﬁcant. Those with high attendance
were more likely to prefer physician-directed decision-making if
they were female (but not if they were male), white (but not if
they were minorities) or had poor health (but not if they had
good health).

Patient health characteristics as predictors of patients’ decisionmaking preferences
In general, healthier patients were slightly more likely to prefer
leaving medical decisions to the doctor. For instance, patients
who rated their health in the 0e20 range were less likely to defer
medical decisions to the doctor (63% vs 71%, OR¼0.6, 95% CI
0.3 to 0.9) than those who rated their health from 81 to 100.
Likewise, compared with patients with a low Vulnerable Elder
Score (0e3), those with high vulnerability8e11 were less likely to
prefer leaving medical decisions to the doctor (66% vs 68%,
OR¼0.6, 95% CI 0.4 to 0.8). (Table 3)

DISCUSSION
In this large single-centre patient survey, we found that the vast
majority of patients (97%) want doctors to offer them choices
and to consider their opinions. However, most patients (67%) also
prefer to leave medical decisions to the doctor. Patients are more
likely to prefer leaving medical decisions to the doctor if they are
older, male, less educated, more religious or healthier. Each of
these predictors has a small but statistically signiﬁcant effect.
Our overall ﬁnding that patients want their opinions heard
but ultimately prefer leaving medical decisions to the doctor, is
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Low religiosity

Percentage

High religiosity

0
Gender

Figure 2 Subgroup analyses for
religious attendance and preferring to
leave decision to the doctor. p Values
reflect bivariate analysis (c2) and are
therefore not adjusted for other patient
characteristics.

10

20

30

40

50

60

70

Male

p=0.889
p=0.01

Female

Race

White

p=0.005

African American

p=0.04
p=0.42

Hispanic

p=0.780

Other
No high school degree

p=0.02

High school degree
Some college or junior college
College or post-graduate

Marital
status

Education

80

Unmarried
Married

VE Score

Self-reported
health rating

81–100

consistent with previous publications. In a 2002 nationally
representative survey of US adults (N¼2765), Levinson and
colleagues found that though 96% of participants preferred their
doctors to offer them choices and ask their opinions, 52%
preferred to leave ﬁnal decisions to the doctor.2 This pattern is
challenging to interpret in an ethical climate where patient
autonomy is given a central role. A partial explanation can be
found in a 1998 survey of Massachusetts patients (N¼12 680),
showing that ‘treatment with respect and dignity’ and conﬁdence and trust in providers were more closely associated with
patient satisfaction than adequate involvement in decisions,
leading the authors to conclude that a narrow emphasis on
autonomy and shared decision-making can be misplaced.3
Patients are well aware of the importance of a doctorepatient
dialogue, where both can weigh the various choices in light of
the patient’s wishes and personal circumstances16 17; however,
many patients are reluctant to assume ﬁnal decision-making
authority. It appears that patients highly value doctors’ clinical
expertise and want neither to be ignored, nor to be set adrift
amidst a sea of treatment options.
Religious patientsdthose who attend services frequently or
report carrying their religious beliefs into all areas of lifedwere
more likely to prefer doctors to make medical decisions on their
behalf. Of note, a previous survey revealed that religious doctors
are also more likely to prefer doctors to make medical decisions
on the patient’s behalf. In that survey, 47% of highly religious
doctors gave the patient’s expressed wishes and values the
highest possible weight, compared with 67% of non-religious
doctors.18 One possible explanation is that religious people,
whether patients or doctors, might be more comfortable with
the idea of submitting (or asking a person to submit) to
authority.

61–80
41–60
21–40
0–20
0 to 3
4 to 7
8 to 11

p=0.29
p=0.499
p=0.138
p=0.264
p=0.460
p=0.622
p=0.275
p=0.600
p=0.804
p=0.003

p=0.854
p=0.00
p=0.118

We found that women showed a stronger preference for active
involvement in clinical decision-making. This is consistent with
the ﬁnding of Levinson et al that women were more likely than
men to prefer doctors to offer choices and seek opinions, and were
less likely to leave medical decisions to doctors. Levinson et al
may be correct in concluding that “women are more likely to
prefer a collaborative style of communication with their doctors
by assuming an active role in the process of their healthcare”.2
Patients with more education were more likely to want
control over their medical decisions, a ﬁnding also observed by
Levinson et al.2 This is reminiscent of a 2006 qualitative study of
older patients. Many said they could not meaningfully participate in decisions because they lacked medical knowledge.
Alternatively, participants who believed patients can and should
participate in decisions often mentioned the patient’s responsibility to know about their medication and conditions.19 Possibly,
educated patients have greater understanding of their medical
conditions and treatment options, and so can make more decisions themselves rather than deferring to doctors.
In our study, older patients tended to prefer a physiciandirected style of care. This parallels an earlier survey where older
doctors were also inclined towards a physician-directed style of
care.18 This pattern led Kapp to suggest that many older
patients perceive decision-making to be a burden, not a right.20
Thus, older patients may welcome opportunities to share this
burden with their doctors, and older doctors may perceive it as
their duty to share the decision-making burden with patients.
Poorer health was associated with a stronger preference for
a patient-directed style of decision making. This contrasts with
Levinson et al.’s ﬁnding, where poorer health was associated
with greater preference for physician-directed decisions.2 The
discrepancy serves as a reminder that what is true for some
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populations is not necessarily true for others. One speculation
about why our results differ from Levinson’s is that inpatients
are likely to be acutely ill, whereas outpatient samples (surveyed
by Levinson) may be more likely to have chronic illness. It is
possible that chronic illness may encourage patients to learn to
put trust in the decision making of their physicians. Alternatively, or in addition, if patients with acute illness feel a greater
immediate threat to their health, they may feel a stronger urge
to make consequential health care decisions for themselves. Our
results have theoretical plausibility, for other writers have
suggested that it is most important for patients to be actively
involved in decisions when they are ill.20 21
Our study has limitations. We have no information on
patients’ religious denominations and consequently, cannot
speculate about what particular religious values might account
for our ﬁndings. The cross-sectional design of this study does not
permit causal inferences. In addition, our sample was drawn
only from patients at the University of Chicago Medical Center,
an urban hospital with a predominantly African-American
patient population. As a single-centre survey, the results cannot
be readily generalised to other patient populations.
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