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ABSTRACT

PURPOSE Understanding individuals’ preferences for participating in health care
decisions is foundational to delivering person-centered care. We aimed to (1)
explore preferences for health care decision making among older adults, and (2)
identify multimorbidity profiles associated with preferring less active, ie, passive,
participation among older US adults.

METHOD Ours was a cross-sectional, nationally representative study of 2,017
National Health and Aging Trends Study respondents. Passive decision-making
preference was defined as preferring to leave decisions to physicians. Multimor-
bidity profiles, based on 13 prevalent chronic conditions, were examined as (1)
presence of 2 or more conditions, (2) a simple conditions count, and (3) a condi-
tion clusters count. Multiple logistic regression was used with adjustment for age,
sex, education, English proficiency, and mobility limitation.

RESULTS Most older adults preferred to participate actively in making health care
decisions. Older adults with 4 or more conditions, however, and those with mul-
tiple condition clusters are relatively less likely to prefer active decision making.

CONCLUSIONS Primary care physicians should initiate a shared decision-making
process with older adults with 4 or more conditions or multiple condition clus-
ters. Physicians should anticipate variation in decision-making preferences among
older adults and adapt a decision-making process that suits individuals' prefer-
ences for participation to ensure person-centered care delivery.

Ann Fam Med 2017;15:546-551. https://doi.org/10.1370/afm.2106.

INTRODUCTION

roviding person-centered care, which reflects an individual's prefer-

ences and health outcomes goals, is central to the management of

individuals with multimorbidity, given the variation in the patterns
of coexisting conditions and the lack of empirical evidence-based guide-
lines."* Shared decision making is a useful strategy to operationalize per-
son-centeredness, seeking to align physician-patient communication with
individuals' preferences, values, and goals through a process of information
exchange, joint consensus building, and agreement on treatment choice.’
Some studies have found that shared decision making is associated with
better health outcomes, greater patient satisfaction,® and reduced health
care costs.”® Putting shared decision making in practice, however, could be
challenging because it is an iterative dynamic process that requires partici-
pation from both patient and physician.

Understanding the relationship between multimorbidity and individu-
als' decision-making preferences is particularly important, given the inher-
ent complexity of shared decision making and the increasing attention it
is receiving from payers, regulatory agencies, and other stakeholders.”!
Variation in decision-making preferences among older adults with mul-
timorbidity, however, is largely unknown. Previous studies indicate that
preference for active participation in health care decisions declines with
an increasing number of chronic conditions among older adults." This
relationship, however, may be more nuanced; certain conditions may exert
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greater influence and interact with other conditions in
shaping decision-making preferences.'>'® Our study
therefore aimed to (1) explore preferences for health
care decision making among older adults, and (2) iden-
tify multimorbidity profiles associated with preferring
less active participation among older US adults.

METHODS

Our retrospective cross-sectional study used data col-
lected in 2012 from the National Health and Aging
Trends Study (NHATYS), a US population-based lon-
gitudinal study of older adults. The NHATS study
design and procedures have been described previ-
ously."” This study sample included a random sample
of 2,017 older adults living in community settings who
completed the health care decision-making module.
We excluded participants with missing responses to the
module (n=24) and nursing home participants (n=22).
With sample weights, the study sample represented
approximately 33.0 million Medicare beneficiaries aged
65 years and older in the United States. This study
used public use files, and it was exempted from the
Johns Hopkins School of Public Health Institutional
Review Board review.

Dependent Variables

Survey respondents were asked their preferences for
making health care decisions with doctors using a
standardized question derived from existing empiri-
cal measures (Supplemental Appendix 1, available at
http:/www.annfammed.org/content/15/6/546/suppl/
DC1/).""141¢ In the preliminary analyses, we found that
older adults who preferred making decisions alone
shared similar characteristics with older adults who
preferred making decisions with doctors. We therefore
categorized preferences into 2 distinct roles: (1) active
role, in which individuals make decisions alone or
together with their physician; and (2) passive role, in

which individuals leave decisions to their physician.’'®

Independent Variables

We examined multimorbidity profiles in 3 ways to
reflect various multimorbidity measures.! We included
13 conditions: heart attack, heart diseases, hyperten-
sion, arthritis, osteoporosis, diabetes, lung disease,
stroke, cancer, vision and hearing impairment, depres-
sion, and dementia (further description in Supplemen-
tal Appendix 2, available at http://www.annfammed.
org/content/15/6/546/suppl/DC1/)."° First, we used
the presence of multimorbidity, defined as having

2 or more chronic conditions.?’ Second, we used a
simple chronic conditions count, a commonly used
approach.?’ Third, we used a count of related condition

clusters to address the limitation that a simple condi-
tions count is sensitive to the number of conditions
included (eg, study participants are likely to receive
higher condition counts on average when a study
includes more conditions). We included (1) cardiopul-
monary, (2) sensory-motor, (3) depression-dementia,
(4) arthritis-osteoporosis, and (5) cancer clusters
(Supplemental Appendix 2),>? because these sets of
clusters exhibited good predictability to future health

outcomes. 23>

Analysis

We conducted simple logistic regression models for
bivariate analysis and 3 parallel multiple logistic regres-
sion models (ie, 1 for each type of multimorbidity
profiles) to examine the relationship between multi-
morbidity profiles and passive role preferences. Using
backward elimination process, we included age, sex,
educational attainment, English proficiency, and mobil-
ity limitation in multiple regression models. We con-
ducted analyses in Stata SE 11 (StataCorp LP) using
svy commands with analytical weight adjustment and a
significance level of a=.05.

RESULTS

Approximately 1 in every 7 older adults living in com-
munity settings responded that they prefer to leave
health care decisions to their physicians, ie, a passive
role, (14.9%, 4.9 million). Older age, lower education,
lower English proficiency, and limited mobility among
older adults were associated with a passive role prefer-
ence in health care decision making (Table 1).

Of the older adults, 18.9% with multimorbidity
indicated that they preferred a passive role, which
was more than twice the odds of those that did not
have multimorbidity (8.9%, OR=2.35, P <.01) (Table
2, unadjusted odds ratios). The odds of preferring a
passive role in decision making varied by multimorbid-
ity measures (Table 2, unadjusted odds ratios). The
proportion of older adults who preferred a passive role
was higher among those with 3 or more conditions
and those with multiple condition clusters. Results
from our multiple regression models were generally
consistent with findings from simple regression models.
Having 4 or more conditions and multiple condition
clusters were associated with preferring a passive role

(Table 2, adjusted odds ratios).

DISCUSSION

Using data from a representative survey on older
adults in the United States, we found that most older
adults preferred to participate actively in making
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Table 1. Characteristics Associated With Active and Passive Decision-Making Preferences

All Active Passive Passive
Characteristic Column % Row % Row % OR (95% CI) P Value
Age, y
65-74 54.4 86.2 13.8 1 [Reference]
75-84 334 82.7 17.3 1.29 (0.91-1.84) 15
>85 12.2 71.8 28.2 2.39 (1.65-3.47) <.01
Sex
Female 57.2 85.2 14.8 1 [Reference]
Male 42.8 80.8 19.2 1.35 (0.98-1.85) .06
Racelethnicity
White, non-Hispanic 81.1 84.0 16.0 1 [Reference]
Black, non-Hispanic 8.1 79.8 20.2 1.32 (0.91-1.92) 14
Hispanic 6.1 86.3 13.7 0.84 (0.42-1.67) .61
Others 4.7 73.0 27.0 1.92 (0.90-4.08) .09
Education
>High school diploma 78.7 86.3 13.7 1 [Reference]
<High school 21.3 72.0 28.0 2.40 (1.72-3.36) <.01
Annual household income
> 300% of FPL 33.6 88.6 1.4 1 [Reference]
200% to 299% of FPL 23.2 83.1 16.9 1.56 (1.06-2.28) .02
100% to 199% of FPL 23.1 80.3 19.7 1.89 (1.18-3.00) <.01
<100% of FPL 20.1 78.0 22.0 2.16 (1.47-3.17) <.01
Marital status
Married or living with a partner 57.4 85.9 14.1 1 [Reference]
Widowed 25.9 79.5 20.5 1.56 (1.14-2.12) <.01
Separated, divorced, never married 16.7 80.3 19.7 1.48 (0.99-2.19) .05
Length of residence
us born 89.5 83.6 16.4 1 [Reference]
Move to US at age <45y 8.4 85.3 14.7 0.88 (0.49-1.56) .65
Move to US at age 245 y 2.1 64.2 35.8 2.7 (1.78-6.79) .04
English proficiency
Yes? 97.8 83.9 16.1 1 [Reference]
No? 2.2 56.0 44.0 4.02 (1.51-10.66) <.01
Functional status
No self-care limitation® 75.7 86.4 13.6 1 [Reference]
Self-care limitation® 24.3 73.6 26.4 2.23 (1.61-3.09) <.01
No mobility limitation® 70.8 87.4 12.6 1 [Reference]
Mobility limitation® 29.2 73.2 26.8 2.48 (1.81-3.40) <.01
No household limitation® 65.7 87.5 12.5 1 [Reference]
Household activities limitation® 34.3 75.2 24.8 2.27 (1.79-2.88) <.01
Physician relationship
No usual source of care 4.3 88.0 12.0 1 [Reference]
Have usual source of care 95.7 83.1 16.9 1.52 (0.74-3.10) .25
Did not see usual source of care last year 6.5 85.1 14.9 1 [Reference]
Saw usual source of care last year 93.5 83.2 16.8 1.15 (0.57-2.33) .70
No informal caregiver sit in medical visits 64.6 86.3 13.7 1 [Reference]
Informal caregiver sit in medical visit 35.4 77.8 22.2 1.78 (1.40-2.25) <.01

FPL = 2001 Federal poverty level.

Note: Unweighted random sample of 2,017 respondents. All numbers in the table are weighted estimates and not adjusted for covariates. Odds ratio estimates and cor-
responding P values were based on simple logistic regression models (ie, bivariate analyses) using svy command in Stata to adjust for sampling design.

2Survey respondents who spoke English only or who spoke English very well or well were considered as having English proficiency; those who spoke English not well or
not at all were considered as not having English proficiency.

b Survey respondents were asked how often they perform self-care activities (eating, getting cleaned up, using toilet, and getting dressed) and mobility (getting inside,
outside of house, and getting out of bed) without help in the last month. Survey respondents were considered to have limitation in self-care activities or mobility if
they reported having problems performing at least 1 activity in self-care activities or mobility, respectively, without help of any person.

<Survey respondents also were asked whether they had help doing household activities including doing laundry, shopping, preparing hot meals, handling banking and
bills, and tracking medications in the last month. Household activities limitation was identified if a respondent reported having difficulty doing at least 1 household
activity independently or having someone to do for/with for at least 1 household activity because of health reasons.
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Table 2. Odds of Passive Decision-Making Preferences by Multimorbidity Profiles

Active Passive Passive Passive AOR
Characteristic % % OR (95% CI) P Value (95% CI) P Value
No multimorbidity 91.1 8.9 1 [Reference]
Multimorbidity 81.1 18.9 2.35 (1.55-3.54) <.01 1.77 (1.15-2.71) 01
Ngmber of c_onditions
in categories
<1 91.1 8.9 1 [Reference]
2 88.3 1.7 1.35 (0.75-2.41) 31 1.31 (0.72-2.37) 37
3 84.3 15.7 1.88 (1.17-3.02) 01 1.47 (0.88-2.43) 14
4 75.5 245 3.23 (1.97-5.28) <.01 2.61 (1.58-4.31) <.01
>5 73.9 26.1 3.51 (2.26-5.44) <.01 2.21(1.38-3.52) <.01
Numbgr of condlition clus-
ters in categories
<1 90.3 9.7 1 [Reference]
2 84.4 15.6 1.71 (1.26-2.33) <.01 1.58 (1.11-2.24) 01
3 775 225 2.65 (1.85-3.79) <.01 2.05 (1.39-3.03) <.01
>4 70.4 29.6 3.81 (2.45-5.93) <.01 2.19 (1.35-3.56) <.01

AOR = adjusted odds ratio.

Note: Unweighted n = 2,017 survey respondents. All numbers in the table are weighted estimates.

2 Three parallel multiple logistic regression models were used, 1 for each of 3 multimorbidity profiles.
b Covariates adjusted in multiple regression models included age (<85 years as reference group), sex (female as reference group), educational attainment (high school
or higher as reference group), English proficiency (proficient in English as reference group), and mobility limitation (no mobility limitation as reference group).

health care decisions, a finding corresponding to the
observed greater decision-making participation among
older adults in the United States,?*?® and to the find-
ings among older adults with at least 3 conditions in
Sweden.?’ Our finding is promising for physicians,
especially those involved in innovative health care
delivery models, because shared decision making is
considered an integral component and often tied to
financial incentives in many of these models.?* For
example, engaging individuals and family to actively
participate in shared decision making is identified as 1
of the core functions in the Comprehensive Primary
Care Plus model !

Older adults with 4 or more conditions, however,
and those with multiple condition clusters were rela-
tively less likely to prefer active decision making.
Despite that a stated preference for less active partici-
pation may reflect underlying personal traits for some
individuals, it may also reflect prior medical encoun-
ters and illness experiences. Potential reasons include
patients who are less healthy and who may feel more
dependent on their physicians, to whom they del-
egate decision-making power'*'*!%, time constraints to
address multiple conditions during a single visit, which
creates a less friendly environment for shared decision
making®?°3?; and competing demands in managing
multiple conditions, which makes it harder for patients
to gain expertise and confidence to actively participate
in decision making.33¢

We also found that older age, male sex, lower edu-

cation, lower English proficiency, and limited mobility
were associated with a passive role preference in health
care decision making regardless of multimorbidity.

The findings on age, sex, educational attainment, and
language barrier were consistent with those of previous
studies in general,'>'*33% but the association between
functional status and preferences for decision making
was largely unknown.*® Older adults with mobility
limitations are likely to have informal caregivers to
transport them to obtain health care, and they may feel
more dependent on trusted caregivers or physicians
and thus wish to relinquish control to others.'

This study has several limitations. Because our
analysis was based on secondary data, the validity
partially depends on the structure of the survey ques-
tions and participant interpretation of the questions.
Multimorbidity was determined by a limited number
of self-reported diagnoses that are prevalent or have
a considerable impact causing disability among older
adults. The analysis uses a single question for decision-
making preference, as it was designed to capture
individuals' preferences for overall care." Given the
cross-sectional design, this study cannot draw causal
inferences and may reflect cohort effect.

Primary care physicians should initiate the shared
decision-making process with older adults, especially
those with 4 or more conditions or multiple condition
clusters by inviting them to participate in decision
making. Recognizing the variation in stated decision-
making preferences, physicians should anticipate that
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some older adults may be reluctant to participate
initially but will participate eventually, and some of
them may still prefer having their physicians make
decisions. For older adults who prefer less active par-
ticipation, it would still be important to elicit their
goals and outcome preferences to ensure the care plan
is person-centered, even if physicians will be making
paternalist decisions.*

Future research is needed to identify potential
barriers and facilitators to individuals” involvement in
decision making when confronting multiple condi-
tions, and such information may guide physicians in
choosing strategies to encourage individuals' active
participation.

To read or post commentaries in response to this article, see it
online at http://lwww.AnnFamMed.org/content/15/6/546.
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