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ABSTRACT 

 

 

 

The nature of the doctor-patient relationship obviously has important ramifications for patients, 

physicians and third parties such as health insurance institutions. But given the enormous 

economic implications of systematically getting it wrong, it also affects government expenditures, 

and so in the end, society in general. Research to date has identified some of the demographic 

characteristics that explain the often observed variability in perceptions of the doctor-relationship. 

In this paper we use the 2006/07 Monash Health and Social Values Survey to suggest further 

possible explanations for this variability located in the personal values of the general public, 

including ethical, political, religious and economic views, and personality type. 
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1 Introduction 

The doctor-patient relationship, and the dialogue that transpires within it, is crucial for the general 

well-being of individuals, for at some stage the conversation typically issues in decisions about 

treatment or tests that have consequences that can scarcely be under-estimated. In recent years, 

a burgeoning literature has grown up examining the doctor-patient relationship in detail, and it is 

now recognised as being multi-faceted and highly complex (for surveys, see Coulter et. al. 1997). 

A number of basic models have been proposed to characterise the relationship, both in fact and 

as an ideal, ranging from the more traditional or paternalistic, through informed consent and 

patient directed models. Somewhere in the middle, popular support has been expressed for 

versions of shared-treatment decision-making models (Charles et. al. 1999). Health economists 

and bioethicists have also visualised it in terms of agency: that is, the physician as agent acts on 

behalf of the principal (the patient). It has been noted, however, that ‘perfect agency relationships 

rarely exist in practice due to the principal’s uncertainty as to the agent’s preferences and a lack 

of incentives to uncover these fully’ (Robinson and Thomson: i35). 

The relationship is also complicated by different perspectives and attitudes held by both the 

physician and the patient. For example, it has been noted that some patients exhibit ‘cognitive 

and emotional limitations in understanding clinical information’ (Doyal 2001:i29). Further, even 

when patients do understand all viable treatment options, they do not ‘necessarily wish to make 

such choices themselves, preferring to leave final decisions in the hands of their clinicians’ (ibid). 

The work of Deber and colleagues has been quite fundamental in this regard (Deber 1994a; 

1994b). Elsewhere, shortcomings in survey questionnaires have been seen to mislead the 

research (Deber et. al. 1996). 

The research agenda, not surprisingly, has been much concerned with the extent of variability 

regarding patients’ decision-making participation preferences (Fraenkel and McGraw 2007). And 

this has led to research into the type of patient encountered and the type of medical issue 

involved (e.g. Montgomery and Fahey 2001). Some (e.g. Flynn et. al 2006) have sought to 

characterise, or rather typologise, patients, usually on the basis of either demographic cluster 

analysis and/or personality type (Flynn and Smith 2007). The latter study, for example, in the face 

of other studies to the contrary, did find that certain of the ‘five factors of personality’ correlated 

with decision-making styles. But generally, a number of studies have identified age (partly 
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confounded by the fact that older patients will experience very different health problems to the 

young), health level (to partly offset the confounding), sex, rurality, education level and other 

demographics (Robinson and Thomsen 2008; Flynn and Smith 2007) as important explanatories 

in determining aspects of the physician-patient relationship. 

In this paper, we extend research on the demographic and personality factors that are 

explanatory of differences in how the doctor-patient relationship is conceived. Using the 2006/07 

Monash Health and Social Values Survey, we present a twelve-item module that sought views on 

the physician-patient relationship. The responses are cross-tabulated with a comprehensive array 

of demographic, personality, philosophical, and socio-economic scales to examine what variables 

might need to be considered. This is because some possible effects, typically suggested in the 

literature, have not been fully exploited. One factor examined more closely in the present study is 

economic viewpoints - which may provide insight into why, for example, ‘shared-treatment 

decision models’ are seen as valuable. They not only introduce efficiencies for patients (who want 

financially efficient treatments) and physicians (whose time is scarce), but also offer benefits for 

third parties such as health insurance companies who naturally want to minimise excesses when 

paying out on claims. In addition to these, ethical and ‘locus of control’ explanations are also 

considered. 

 

Methodology 

The individual questions included on the questionnaires are explained in the relevant sections 

below. But the more unique characteristic of the project concerned the creation of a very wide 

range of value-based scales, in addition to basic demographic categories. The survey itself was 

conducted during 2006 and 2007. In brief, the aim of the project was to examine the preferences 

that exist among the general public in Australia regarding Medicare (the universal health 

insurance scheme), health care rationing and various ethical dilemmas relating to healthcare. The 

study was approved by the Monash University Ethics Committee. 

Overall, the Survey contained around 500 items. Three different questionnaires were used, with 

some items listed on only one version of the questionnaire, while others overlapped on all three. 

There were also two different kinds of supplementary questionnaires that could be used to garner 

extra information or clarifications from the initial questionnaires: these were later matched up 

using a unique pin number. The overwhelming bulk of the questionnaires comprised a substantial 

body of items designed to elicit a comprehensive picture of the philosophical, ethical and socio-

economic beliefs and values of our individual respondents. Out of these we sought substantial 

variable reduction through the production of scales (mathematically highly correlated items that 

were also grammatically and logically coherent). Thus, the aim of inspecting the overall pattern of 

correlations was to identify those explanatory variables that may produce the best-fitting models. 

Table 1 below briefly summarizes the way the items were arranged, divided into thirteen broad 

areas, or, as we have termed them, sections. We start with single item demographics in Section 

A – i.e. those personal background characteristics that formed respondents’ lives, such as sex, 

rurality, and language. Next, in Section B, come ‘lifeway demographics’ - i.e. characteristics about 

which respondents may exercise some choice, such as marriage. Then follows Section C, income 

and life satisfaction scales, and Section D, educational level and special knowledge (here, also, 

knowledge of economics, science, or medical/health-related occupation or training). For each 

section, there were usually multiple scales, and each scale – with the exception of single item 

demographics – was comprised of multiple items. For example, Section C, ‘income advancement 
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and life satisfaction’ comprised three separate scales, namely income level (based on one 

question); ‘achievement in life’ (a scale based on four items); and ‘life satisfaction’ (also based on 

four items). 

Next came economic and political outlooks in Section E, an important and conceptually wide field 

of thinking and opinion, which we arranged into five separate groups, each with several scales 

(and each scale also composed of a number of items). Column 3 of Table 1 presents the name of 

each of these sub-sections, while column 4 reports the number of scales employed for each one. 

For the politico-economic sections, for example, there were 9 scales just for Section E1 

‘economic objectives’ (for example, whether Australians were viewed by respondents as fair, 

tolerant and sharing, itself a scale composed of three items; and respondents’ preferences for 

overall social objectives – happiness, liberty, prosperity, and so on – so far as they were ranked). 

Sections E2, E3, E4 and E5 comprised respectively, 4, 7, 6 and 3 scales. Altogether, the 29 

politico-economic scales were constructed out of 63 separate questionnaire items. The number of 

questionnaire items that made up the scales for each section (or sub-section) are shown in 

Column 5. 

Then follow three separate ‘moral and social order’ groups (with, respectively, 2, 5 and 1 scales), 

then two religious affectation sections, a personal philosophical views section (4 scales from 11 

items); general ethics (forming 4 separate sections comprising, in total, 17 scales derived from 47 

items), personality (13 scales), social capital/networks (9 scales), logic and rationality (5 scales), 

and finally 5 scales covering medical and personal habits (smoker, alcohol drinker, obesity, 

possession of private health insurance, and experience of prolonged sickness from accident). 

In total, around 249 individual items were used to derive 122 demographic pairs (for example 

one-item questions such as sex or age, or multi-item scales where the scale is an average of a 

number of highly correlated items). 

The method of testing consisted in comparing the percentages of agreement (sum of ‘strongly 

agree’ and ‘agree’) of 21 health-related Likert items. In the cases where scales were involved, 

each scale was divided into a ‘high-end’ (e.g. those generally favourable to what the scale was 

measuring) and a ‘low-end’. The dividing line was in some cases the middle of the scale (thus 

approximating the ‘neutral’ option in a Likert item); but where this led to too few in one category, 

we drew the division at the mean. The testing then utilised chi-square tests of independence: 

hence, correlation is implied when the hypothesis of independence was rejected. Our 

measurement criteria therefore concerned the number of scales (or in fact, the proportion of all 

scales: in our case, usually 122) that returned statistical significance. 
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Table 1 Summary of Demographics and Scales and their Component Parts 

Section Sub-

Section 

Description No of 

Scales 

No of 

Items 

Section A   Genetic and Background Demographics 10 7 

Section B   Lifeway Demographics 2 2 

Section C   Income Advancement and Life Satisfaction 3 9 

Section D   Education and Special Knowledge 5 5 

Section E   Public Issues, Economic And Political Outlooks   

 E1      Economic Objectives 9 4 

 E2      Economic Organisation 4 11 

 E3      Social Welfare and Social Justice 7 22 

 E4      Voting Intentions and Positioning 6 5 

 E5      Government Spending Priorities 3 12 

Section F   General Moral and Social Order Outlooks   

 F1      Position and Expression 2 6 

 F2      Personal Freedom and Tolerance 5 9 

 F3      Responsibility and Meaning 1 3 

Section G   Personal Religious Views and Affectations   

 G1      General Religiosity 7 13 

 G2      Evolution, Design and Human Origins Beliefs 5 17 

Section H   Personal Philosophical Views: Sources of Authority 4 11 

Section I   General Ethics & Duty   

 I1      Utilitarianism, Kantianism and Duty 8 29 

 I2      Law, Conscience and Duty 5 6 

 I3      Relativism and Tolerance 2 7 

 I4      Environment and Animals 2 2 

Section J   Personality Factors   

 J1      ‘Big Five’ Personality Factors 5 20 

 J2      LOC (Locus of Control) 3 11 

 J3      Fatalism, Freewill and Achievement 3 4 

 J4      Personal Attributes 2 3 

Section K   Social Capital (Community Networks) 9 21 

Section L   Logic and Rationality 5 5 

Section M   Medical and Personal Habits and Characteristics 5 5 

Total   122 249 

 

Questionnaire Items and Basic Results 

In total, we used 12 individual Likert items to ask about the doctor-patient relationship. In each 

case, respondents indicated their agreement, disagreement, or neutrality on a five option Likert 

scale (strongly agree, agree, through to strongly disagree). The propositions, displayed below in 

Table 2 (Column 2), generally reproduced items well-used and well known from numerous 

studies of doctor-patient relationships. However, a few items introduced some new variations, 

and four of them were asked specifically in the context of ‘the time you last visited a medical 

doctor.’  

With so many items, it was inevitable that some would be answered similarly, and to this end we 

utilised Principal Components Analysis (or PCA) using varimax rotation to bring some order to the 

responses. Of the twelve items, one proposition (concerning ‘medically complicated services’) 

was not included in the PCA because it was not included on all questionnaires and so the 

decreased sample size would have affected the overall analysis. The factor loading matrix for the 

remaining items is included in the Appendix in Table A1. The aim of this part of the project was 
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not to determine variable reduction (and hence facilitate an averaging of highly correlated items), 

but rather to effect some order in the overall analysis. 

Next, to check that the items belonged in discrete and manageable categories we tested each of 

the items in the factors using Reliability Analysis, a measure of multi-item correlation, in this case, 

the Cronbach’s Alpha statistic. Table A2 in the Appendix gives the statistics for each factor (or 

‘scale’). The 12 doctor-patient items in Table 2 are listed within their respective factors. So for 

example, the first five items in Table 2 (items 1 to 5) belong to the first factor: the inter-correlation 

measure (standardized Cronbach Alpha) is 0.8880, by all accounts a good measure of the way 

these items ‘stick together’. In fact the minimum correlation between any two items in the group 

was 0.4525, and the average correlation was 0.6131 (see Table A2). In looking at these five 

items, all of them appeared to be concerned with aspects of patient self-determination regarding 

medical decisions, and so we discuss them under this heading further below. 

Similarly, the next four items in Table 2 (items 6 to 9) also returned an excellent Cronbach’s 

Alpha statistic (0.6366: from Table A2), with an average correlation of 0.3046. Trust in physicians 

appeared to be a suitable moniker for these items. Finally, the last two items of the PCA (items 10 

and 11 in Table 2) returned an inter-item correlation statistic of 0.4939 – normally on the low side 

– but the two items did return a correlation r coefficient of 0.3279, which was statistically 

significant at the 0.01 level. We termed this the general information factor. In this paper, we limit 

discussion to the two main scales. 

As flagged in the introductory discussion, each of the twelve Likert items were compared 

statistically between 122 pairs of demographics (e.g. males versus females) or the philosophical 

scales (e.g. ‘right-wing’ economic orientation versus ‘left-wing’, and so on). But can we discover if 

the doctor-patient Likerts were thought of as basically homogeneous, with opinion spread evenly 

throughout all strands of society? If it were, were would expect a minimal number of pairs to 

return statistical significance: the last two columns of Table 2 report the extent of this 

‘contentiousness within groups’. Column 7 gives the number of tests that returned statistical 

significance (out of a possible 122), and Column 8 converts these to percentages. As can be 

seen, these vary widely: however, some items proved to be highly contentious. Item 6, for 

example, (‘I believe it is sensible to allow a doctor to make the important decisions about all the 

medical services I receive’) showed wide differences between nearly one-third of all pairs of 

groups. 
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Table 2 Frequency Breakdowns and Measure of Contentiousness: All Physician-Patient Likert 

Items 

Item 

No. 
Item 

Sum 

Agrees 
Neutral 

Sum 

Disag 
n 

No of Stat 

Sigs 

Percent 

Signif 

 Patient Self-Determination Factor   

1 I believe I would be better off if I made all 

of the important decisions about my 

health care and a doctor provided me 

with facts and advice 

57.2 20.9 21.9 369 12 9.8 

2 I believe I should make all of the major 

decisions about my health care if a doctor 

gave me all the facts 

60.5 16.4 23.1 370 14 11.5 

3 After full consultation, I would like to 

make the final decisions about my own 

health care 

81.6 11.6 6.9 365 19 15.6 

4 I believe I could make all of the right 

decisions about my health care if a doctor 

gave me all the facts 

57.6 18.5 23.9 371 21 17.2 

5 I believe I would be better off if I made all 

of the important decisions about my 

health care and a doctor provided me 

with facts 

43.1 28.4 28.4 369 22 18.0 

 Trust in the Physician Factor   

6 I believe it is sensible to allow a doctor to 

make the important decisions about all 

the medical services I receive 

50.3 18.3 31.5 370 37 30.3 

7 in respect of the time you last visited a 

medical doctor: The doctor made most of 

the important decisions while I gave the 

doctor the information that he/she needed 

to make these decisions 

56.5 15.1 28.3 362 25 20.5 

8 in respect of the time you last visited a 

medical doctor: I believe that I made most 

of the decisions when I last visited the 

doctor 

47.7 18.5 33.7 364 18 14.8 

9 in respect of the time you last visited a 

medical doctor: My last doctors’ visit was 

too complicated for me to have made the 

decision 

14.9 9.3 75.8 266 14 11.5 

 General Information Factor   

10 In my experience, doctors do give me 

enough information and advice 

69.2 10.7 20.1 371 35 28.7 

11 in respect of the time you last visited a 

medical doctor: The main thing the doctor 

did was helping me make the important 

decisions by providing me with 

information 

64.4 12.1 23.6 363 23 18.9 

 Complicated Medical Procedures Factor   

12 I believe it is sensible to allow a doctor to 

make the important decisions about the 

medically complicated services I receive 

61.2 17.1 21.7 265 20 16.4 
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What Influences Patient Self-Determination? 

One of the main tasks of this paper is to reveal what factors influence a patient’s convictions 

concerning the aspiration for self-determination, or substantial control over their treatment. It 

would not be too surprising if findings about sex and age characteristics, common to previous 

research, were substantiated. Tables 3 and 4, respectively, report the differences between the 

demographic groups of sex and age. Females, for example, believe they are better off making 

medical decisions themselves than males: in fact for all five items in Table 3 the proportion of 

females desiring more control over medical decisions (Column 2) is both substantially higher than 

that for males (Column 4) - differences of around 10 to 20 percentage points – and also 

statistically significant for all five items (Columns 3). 

But given other important controlling variables, can we say that the characteristic of sex is itself a 

factor in the difference? For each item, we used OLS (or Ordinary Least Square) regression using 

a manageable number of controlling variables to control for gender: in this case, age, schooling 

background, a moral values scale, and whether or not the respondent had a background – in 

either training or occupation – in a medical-related discipline. Here (and elsewhere) we needed to 

be careful to avoid over-fitting the model with too many right-hand side (explanatory) variables, 

since the sample size was around 315. As Column 5 indicates, again, sex (in this case, using 

female as a dummy variable) returned high t-statistics in individual OLS regressions. In each case 

these were statistically significant. 

 

Table 3 Patient Self-Determination Factor: Percentage of respondents agreeing with Likert 

items from Factor A on health and visiting the doctor Likerts: Breakdown according to sex 

Item Females  Males Reg T-stats 

(Females) 

Better off if I made decisions: doctor provide me 

with facts and advice 

62.0 * 51.1 2.23 

I SHOULD make right decisions about my health 

care if given facts 

68.2 ** 52.9 2.56 

After consultation, I would like to make final 

decisions about my health 

88.8 ** 73.7 3.31 

I COULD make right decisions about my health 

care if given facts 

68.5 ** 44.3 3.11 

Better off if I made decisions: doctor provide me 

with facts 

52.1 ** 30.9 3.42 

Notes: Percentages (Columns 2 and 4) indicate the sum of agreement with the Likert item recorded in each row 

(Column 1).  Column 3 indicates statistically significant differences between groups in Columns 2 and 4 . It is 

significant if shown with asterisk (* for 0.05 level; ** for 0.01 level; Chi-square tests of independence). Column 5 

indicates the t-statistic returned from an OLS regression in the presence of four other key demographic variables 

(degrees of freedom: 5 for the regression and minimum of 309 for the residuals). Note that the cell will be blank if 

the F-statistic for the whole regression is not significant. If the t-statistic is statistically significant it is printed in 

bold numbers. 

 

Likewise, Table 4 reports age differences, comparing ‘fogies’ (those born between 1910 and 

1945), ‘boomers’ (1946 to 1964), and ‘generation X’ and beyond (those born in 1965 or after). 

Again, while not as clear as with sex, it is apparent that age certainly has an impact: younger 

generations wishing to exercise more control over decisions, perhaps almost to the point of being 
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the dominant partner in the physician-patient relationship. The impact of age was substantiated in 

the presence of the other explanatory variables, with statistically significant t-statistics for two out 

of five of the ‘self-determination’ items, and reasonably good t-statistics for two other items (in 

addition, the sign of the coefficients were correct). 

 

Table 4 Patient Self-Determination Factor: Percentage of respondents agreeing with Likert 

items from Factor A on health and visiting the doctor Likerts: Breakdown according to age 

groups 

Item Fogies  Boomers  GenX  Reg T-stats 

(Fogies) 

Better off if I made decisions: doctor 

provide me with facts and advice 

47.4  57.8  64.5 * -2.08 

I SHOULD make right decisions about my 

health care if given facts 

53.5  61.3  68.6 * -1.93 

After consultation, I would like to make 

final decisions about my health 

76.3  84.4  84.7  -0.79 

I COULD make right decisions about my 

health care if given facts 

42.9 ** 60.5  68.9 ** -2.49 

Better off if I made decisions: doctor 

provide me with facts 

31.1 * 46.0  50.0 ** -1.58 

Notes: Percentages (Columns 2, 4 and 6) indicate the sum of agreement with the Likert item recorded in 

each row (Column 1). Columns 3 and 5 indicates statistically significant differences between groups in 

Columns 2 and 4, and between Columns 4 and 6 respectively. Column 7 indicates statistical significance 

between Columns 6 and 2.  

 

Besides sex and age groups, other explanations were suggested when we looked at the 

differences in the proportions registering agreement with the five Likert propositions across the 

122 pairs of demographic and philosophical groups. One that stood out was the ‘Medical’ 

variable: this identified respondents who informed us they had either training or occupational 

affinity within a medical-related discipline. It does not strictly proxy for doctors, but this was not 

the purpose. It was more a case of wondering if the viewpoint from ‘within’ a medically better 

informed group was differed from the view of the patients (the general public), those on the 

‘outside’. 

Table 5 indicates that the viewpoints of those within the (broadly defined) medical community 

does differ from those who have experience only from the outside. Clearly those from within the 

medical community preferred to have a bigger role in decisions about their own health: for 

example, two-thirds thought they would be ‘better off if I made all of the important decisions about 

my health’ compared with only four in ten of the non-medics. However, the fact of being medically 

knowledgeable (although broadly defined) may not have been the true explanation: the t-statistics 

in the regression were not (with one exception) significant, meaning they were washed out by 

other variables. The exception was the item that read ‘after consultation, I would like to make final 

decisions about my health’ (third row in Table 5). Virtually all of the medically knowledgeable 

respondents agreed with this proposition (compared with 81.1 percent of the non-medics); the t-

statistic in the corresponding OLS regression was also significant indicating that any further study 

that compared groups would fairly certainly find that ‘medical knowledge’ would be a factor 

explaining variability in the physician-patient relationship. As internet resources grow, and 
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ordinary patients acquire a much greater level of medical literacy, we can expect this will have 

appreciable decision-making impacts within the common ‘visit to the doctor’. 

 

Table 5 Patient Self-Determination Factor: Percentage of respondents agreeing with Likert 

items from Factor A on health and visiting the doctor Likerts: Breakdown According to 

Occupation or Training in a Medical Related Area 

Item Medical  Non-Medical Reg T-stats 

(Medical) 

Better off if I made decisions: doctor 

provide me with facts and advice 

78.5 * 55.5 1.43 

I SHOULD make right decisions about my 

health care if given facts 

73.0  60.7 0.45 

After consultation, I would like to make final 

decisions about my health 

98.4 * 81.1 2.52 

I COULD make right decisions about my 

health care if given facts 

74.3  57.0 -0.00 

Better off if I made decisions: doctor 

provide me with facts 

66.1 * 41.5 1.44 

 

In previous studies, not much attention has been directed to whether or not the ethical views of 

the patient are an important factor characterising the physician-patient relationship. We tested 

one key scale that measured the degree of conservative values in the respondent. This scale 

averaged responses to three Likert items which probed for views about traditional or conservative 

outlooks covering ‘right and wrong’, sexual morality and marriage, and sanctity of life issues 

(abortion and euthanasia). Table 6 indicates that for three of the physician-patient items, the 

proportion agreeing with the propositions registered statistical significance between the 

‘progressive’ and ‘conservative’ groups. But more importantly, all five OLS regressions returned 

statistical significance for the ‘progressive’ dummy. The more progressive respondents were in 

terms of morality, the far more likely they were to want a greater input into decisions affecting 

their health (and believed they did have more say), and this held up strongly in the face of 

controlling variables such as age and sex, medical training background, and schooling. 

 

Table 6 Patient Self-Determination Factor: Percentage of respondents agreeing with Likert 

items from Factor A on health and visiting the doctor Likerts: Breakdown according to 

conservative or progressive in social and moral issues scale 

Item Progressive  Conservative Reg T-stats 

(Progressive) 

Better off if I made decisions: doctor 

provide me with facts and advice 

66.1 ** 49.5 3.12 

I SHOULD make right decisions about my 

health care if given facts 

65.7  59.2 2.52 

After consultation, I would like to make final 

decisions about my health 

86.3  79.0 2.81 

I COULD make right decisions about my 

health care if given facts 

62.9 * 49.6 2.19 

Better off if I made decisions: doctor 

provide me with facts 

50.4 * 36.6 4.08 
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As noted above, the Flynn and Smith (2007) study, which used the large Wisconsin Longitudinal 

Study Graduate Survey, with a sample size of 5,830, investigated the role of personality in the 

physician-patient relationship, and found that certain of the five-factors of personality were 

important. We could not replicate their results (only one of the personality groups for one of the 

items showed any statistical difference; and again only one regression returned a significant t-

statistic of the 15 we ran), but this might be no surprise given the very large data base used in the 

previous study. One of the issues with large data bases, such as the Wisconsin Survey, is that it 

is easier to get statistically significant results (rejecting the null hypotheses), and so the emphasis 

ought to fall on the extent or magnitude of the difference: is it enough to be seen as important 

(ultimately, with large and larger sample sizes that approach the population, everything will be 

‘statistically significant’). 

Nevertheless, we did test for locus of control, using Scales derived from Kenneth Wallston’s 

public access items on the web for the Multidimensional Health Locus of Control (MHLOC)
1
. Of 

the three MHLOC scales, only the ‘powerful others’ scale indicated any impact on the physician-

patient items. These are reported in Table 7. As might be expected, those who see their world 

largely controlled by other powerful influences around them tend to be less willing to take control 

in medical decision-making: the pattern is the same for all five items, with three returning 

statistically significant differences. In each case, the OLS regression t-statistics were quite high: 

one reporting significance, and two others nearly so. Clearly this is an aspect of personality that 

deserves closer attention in the research. 

Finally, while we did not include extensive questionnaire probings on respondent’s personal 

health, we did add one item asking about whether the respondent had ‘experienced a prolonged 

period of sickness or convalescence from an accident that left … [them] unable to work or resume 

normal social and household functions’. In each case, those who had experienced prolonged 

illness reported higher levels of preference for control and direction in the physician-patient 

relationship (Table 8), though none of these translated into explanations (none of the regression 

t-statistics were significant). 

 

Table 7 Patient Self-Determination Factor: Percentage of respondents agreeing with Likert 

items from Factor A on health and visiting the doctor Likerts: Breakdown according to Locus 

of Control: Powerful Others (variable LOCpw). 

Item Hi LOCpw  Low LOCpw Reg T-stats (Hi 

LOCpw) 

Better off if I made decisions: doctor 

provide me with facts and advice 

55.6  64.3 -1.83 

I SHOULD make right decisions about my 

health care if given facts 

54.6 * 68.1 -1.60 

After consultation, I would like to make final 

decisions about my health 

78.5  86.4 -1.96 

I COULD make right decisions about my 

health care if given facts 

50.8 * 62.4 -1.47 

Better off if I made decisions: doctor 

provide me with facts 

37.5 * 51.7 -2.59 

 

                                                   

1 See www.vanderbilt.edu/nursing/kwallston/mhlcscales.htm (accessed 2006). 

http://www.vanderbilt.edu/nursing/kwallston/mhlcscales.htm
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Table 8 Patient Self-Determination Factor: Percentage of respondents agreeing with Likert 

items from Factor A on health and visiting the doctor Likerts: Breakdown according to whether 

respondent has experienced prolonged period of ill-health 

Item Sickness  Wellness Reg T-stats 

(Sickness) 

Better off if I made decisions: doctor 

provided me with facts 

65.4 ** 45.8 0.19 

I SHOULD make right decisions about my 

health care if given facts 

60.4  52.3 -0.12 

After consultation, I would like to make final 

decisions about my health 

87.2  77.3 1.02 

I COULD make right decisions about my 

health care if given facts 

59.3  49.8 -0.33 

Better off if I made all of the important 

decisions about my health   

54.7 ** 31.7 1.25 

Notes: The ‘Sickness’ (dummy) variable represents respondents who answered yes to the question, ‘Have 

you ever experienced a prolonged period of sickness or convalescence from an accident that left you 

unable to work or resume normal social and household functions?’  

 

What Is Advice Worth? 

It might be noted that two of the self-determination items are quite similar: item 5 asked for a 

response to the proposition, ‘I believe I would be better off if I made all of the important decisions 

about my health care and a doctor provided me with facts’, while item 1 was identical except that 

it asked about ‘facts and advice.’ It follows that the difference between the two items concerns 

‘advice’. Who then values ‘advice’ in addition to ‘facts’? Chart A plots selected demographic 

groups according to their agreement with the ‘facts’ item (horizontal scale) and the ‘advice in 

excess of facts alone’ (vertical scale). As can be seen, these demographic groups arrange 

themselves in an interesting pattern. 

First, females require more facts from their physician than males, but men appear to want more 

actual advice than women. Second, age groups are about even regarding the value of advice, but 

as they get younger, demand more facts. Third, there is no difference between those with medical 

knowledge and those without it, but the former are far more likely to want more factual 

information. Fourth, those with conservative views of morality prefer moderate doses of facts, and 

value advice less than the average, while their more progressive counterparts value both in 

greater measure. And fifth, those who have had experience of prolonged illness ‘trade-off’ facts 

for advice with respect to those who have not experience such affliction: the former want more 

facts, but less advice on top of it. 
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Chart A. Proportions Agreeing to Facts and Advice versus Facts Alone: Selected Demographic 

and Other Groups 

 

Notes: Proportion of individual groups agreeing with the proposition, ‘I believe I would be better off if 

I made all of the important decisions about my health care and a doctor provided me with facts’ are 

shown on the horizontal scale. On the vertical scale is the difference in percentage points between 

the proposition ‘I believe I would be better off if I made all of the important decisions about my 

health care and a doctor provided me with facts and advice’ and the ‘facts’ only item. In all cases, 

the proportion for ‘facts and advice’ exceeded that for the ‘facts’ only item. Most of the groups 

indicated on this chart report statistically significant differences (chi square test of independence) 

for either the vertical, the horizontal, or both axis, when compared to their opposite (e.g. males 

versus females; radical (i.e. ‘progressive’) versus conservative; those in medical related 

occupations or study versus non-medics; those who have experienced prolonged periods of illness 

(‘sickness’) and others (‘wellness’), and of course, the various age groups. 
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What Determines Trust in Physicians? 

The second factor contains four items (see Table 2), which represent the level of trust in the 

physician. As it emerges on a separate Principal Components Factor, it will tend to orthogonality 

from the first, ‘self-determination’ factor. Thus, we should see the two factors (‘self-determination’ 

and ‘trust in physicians’) as two separate dimensions in the study. That is, a high score in one 

group of items does not necessarily imply a low score in the other. 

Nevertheless, the demographic influences are not too dissimilar from the first factor items. Tables 

9 and 10, respectively, report differences in gender and age groups. It should be noted that the 

third item (‘I believe I made most of the decisions when I last visited the doctor’ is negatively 

correlated with the other three items, and should be reversed when considering the items as a 

group. Both show appreciable impact across the four items in the scale, and reasonable t-

statistics in the OLS regressions. Males clearly scored more highly on the belief that the doctor 

took a more dominant role in their medical decision making (and that this should be the case) 

than females. And Table 11 confirms that older respondents value greater involvement of the 

doctor in decision making than baby boomers or Generation X. 

A similar story emerges in the case of those with medical (‘inside’) knowledge, though it must be 

concluded that the extent of the difference is quite dramatic. While half of non-medics believe it is 

sensible to allow a doctor to make most of the decisions about medical services the respondent 

receives, only a quarter of those with an ‘inside’ view of the workings of the medical system 

agreed. The high t-statistic for the OLS regression unequivocally confirmed this. Table 12 shows 

like evidence in regard to locus of control. Those who see their world dominated by ‘powerful 

others’ rely much more on the role of their physician in decision making. 

What else might explain why a respondent would prefer the doctor take a more dominant role in 

decision making? Table 13 canvasses the role of personal ambition in the doctor-patient 

relationship, another ‘personality’ aspect. Perhaps counter-intuitively, those who profess greater 

personal ambitions are somewhat more inclined to place trust in the doctor’s role than those with 

less ambitious (and more cooperative) make-ups. There could be a personal insecurity aspect of 

this result, but clearly it deserves more investigation. 
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Table 9 Trust in Physicians Factor: Percentage of respondents agreeing with Likert items from 

Factor B on health and visiting the doctor Likerts: Breakdown according to Sex 

Item Females  Males Reg T-stats 

(Females) 

I believe it is sensible to allow a doctor to 

make the important decisions about all the 

medical services I receive 

44.3 * 57.7 -2.70 

in respect of the time you last visited a 

medical doctor: The doctor made most of 

the important decisions while I gave the 

doctor the information that he/she needed 

to make these decisions 

49.5 ** 64.4 -1.70 

in respect of the time you last visited a 

medical doctor: I believe that I made most 

of the decisions when I last visited the 

doctor  

53.1 * 41.4 2.37 

in respect of the time you last visited a 

medical doctor: My last doctors’ visit was 

too complicated for me to have made the 

decision 

12.7  15.6 -1.25 

Notes: Column 5 indicates the t-statistic returned from an OLS regression in the presence of three other key 

demographic variables (degrees of freedom: 4 for the regression and minimum of 320 for the residuals, 

except for final row [‘last visit … too complicated’] where degrees of freedom: 4 for the regression and 236 

for the residuals). Note that the third item (‘I believe I made most of the decisions’) is negatively correlated 

with the other three items, and should be reversed when comparing the item as a group. 

Table 10 Trust in Physicians Factor: Percentage of respondents agreeing with Likert items 

from Factor B on health and visiting the doctor Likerts: Breakdown according to Age Groups 

Item Fogies  Boomers  GenX  Reg T-stats 

(Fogies) 

I believe it is sensible to allow a 

doctor to make the important 

decisions about all the medical 

services I receive 

70.1 ** 41.9  42.0 ** 4.61 

in respect of the time you last 

visited a medical doctor: The 

doctor made most of the 

important decisions while I gave 

the doctor the information that 

he/she needed to make these 

decisions 

67.2 ** 48.1  55.5  3.13 

in respect of the time you last 

visited a medical doctor: I 

believe that I made most of the 

decisions when I last visited the 

doctor 

45.2  58.5 ** 39.4  -0.78 

in respect of the time you last 

visited a medical doctor: My last 

doctors’ visit was too 

complicated for me to have 

made the decision 

12.5  7.9 ** 23.4   

Notes: The third item (‘I believe I made most of the decisions’) is negatively correlated with the other three 

items, and should be reversed when comparing the item as a group. 
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Table 11 Trust in Physicians Factor: Percentage of respondents agreeing with Likert items 

from Factor B on health and visiting the doctor Likerts: Breakdown According to Occupation or 

Training in a Medical Related Area 

Item Medical  Non-Medical Reg T-stats 

(Medical) 

I believe it is sensible to allow a doctor to 

make the important decisions about all the 

medical services I receive 

25.6 ** 51.7 -3.16 

in respect of the time you last visited a 

medical doctor: The doctor made most of 

the important decisions while I gave the 

doctor the information that he/she needed 

to make these decisions 

34.1 * 57.7 -1.85 

in respect of the time you last visited a 

medical doctor: I believe that I made most 

of the decisions when I last visited the 

doctor 

67.6 * 46.4 0.74 

in respect of the time you last visited a 

medical doctor: My last doctors’ visit was 

too complicated for me to have made the 

decision 

3.1  14.6  

Notes: The third item (‘I believe I made most of the decisions’) is negatively correlated with the other three 

items, and should be reversed when comparing the item as a group. 

 

Table 12 Trust in Physicians Factor: Percentage of respondents agreeing with Likert items 

from Factor B on health and visiting the doctor Likerts: Breakdown according to Locus of 

Control: Powerful Others 

Item Hi.LOCpw  Lo.LOCpw Reg T-stats 

(Hi.LOCpw) 

I believe it is sensible to allow a doctor to 

make the important decisions about all the 

medical services I receive 

60.6 ** 39.9 2.17 

in respect of the time you last visited a 

medical doctor: The doctor made most of 

the important decisions while I gave the 

doctor the information that he/she needed 

to make these decisions 

62.2 * 47.0 2.46 

in respect of the time you last visited a 

medical doctor: I believe that I made most 

of the decisions when I last visited the 

doctor 

48.7  50.4 -0.84 

in respect of the time you last visited a 

medical doctor: My last doctors’ visit was 

too complicated for me to have made the 

decision 

10.9  18.0  

Notes: The third item (‘I believe I made most of the decisions’) is negatively correlated with the other three 

items, and should be reversed when comparing the item as a group. 
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Table 13 Trust in Physicians Factor: Percentage of respondents agreeing with Likert items 

from Factor B on health and visiting the doctor Likerts: Breakdown According to Personal 

Ambition Scale 

Item High 

Ambition 

 Low Ambition Reg T-stats (High 

Ambition) 

I believe it is sensible to allow a doctor 

to make the important decisions about 

all the medical services I receive 

58.2 * 45.4 2.06 

in respect of the time you last visited a 

medical doctor: The doctor made most 

of the important decisions while I gave 

the doctor the information that he/she 

needed to make these decisions 

68.4 ** 45.9 3.79 

in respect of the time you last visited a 

medical doctor: I believe that I made 

most of the decisions when I last 

visited the doctor 

43.3  50.5 -1.26 

in respect of the time you last visited a 

medical doctor: My last doctors’ visit 

was too complicated for me to have 

made the decision 

19.1  10.1  

Notes: The third item (‘I believe I made most of the decisions’) is negatively correlated with the other three 

items, and should be reversed when comparing the item as a group. 

 

So Who Makes The Decision? 

Within the second ‘trust in physician’ scale, there are two items which, at first blush, ought to be 

directly inverse to one another. Item 7 in Table 2 reports that 56.5 percent of respondents 

believed that (in respect of the time they last visited a medical doctor) ‘the doctor made most of 

the important decisions while I gave the doctor the information that he/she needed to make these 

decisions’. Item 8, however, indicates that 47.7 percent thought that they, the patient, played the 

greater role in the decision. This adds up to 104.2 percent suggesting that on average it was 

conceived as a joint decision with some confusion as to who did the ‘most’. Chart B shows a 

simple cross-tabulation of the two items, displayed as a bubble chart. Each bubble represents the 

proportion of respondents found in each cell (in this case, the ‘agrees’ have been collapsed, as 

have the ‘disagree’ categories). In the four largest groups, the proportion in each cell is also 

reported. So we can see that 28.1 percent of all respondents agreed that the doctor made most of 

the decisions, and disagreed that the patient (in this case, themselves) played the greater role. 

Another 23.0 percent told us that they made most of the decisions, and not the doctor. But 17.0 

percent agreed with both propositions. 

In Chart C, we have plotted the proportions claiming ‘most decisions’ were made by the doctor 

(horizontal axis) with that of the patients (vertical axis). A 45 degree ‘trade-off’ slope is also 

shown, which would correspond to an exact total of one hundred percent. As can be seen, most 

key demographic groups are above or outside this slope, indicating that most groups exceed the 

one hundred percent decision sum. At one level, travelling down the slope (from left to right) we 

can see the gradient of groups as they go from high patient decision-making (e.g. Green voters, 

those born overseas etc) down to groups who believe the doctor made most of the decisions (e.g. 

Generation X, males, those born in Australia). But while most demographic groups in this chart lie 

on a diagonal of their own, parallel to and slightly pushed out from the one hundred percent line, 
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some (green voters, those with independent school backgrounds, and Generation X) are well 

inside the main line, while a few (those born before 1945, for example, are well beyond the line. 

While not wishing to force any conclusions about this result, it does point to the need for further 

research to look at those who are somehow ‘over-decided’, that is, who may not be exactly clear 

on what a decision is and when it is made - and on the other hand, ‘under-deciders’. For if 

respondents are telling us that neither they nor their doctor is making ‘most ‘ of the decisions, 

then the question arises as to how they are conceiving the decision-making process. 

 

Chart B. Who Decides: The Doctor or Me? Bubble Chart Illustrating Size of Groups in the 

Cross-Tabulation of Items Concerning Doctor Making Most Decisions Versus the Patient. 

 

 



 

Conversations with the doctor: Patient perspectives and the 18  

demographic determinants of medical decision making 

Chart C. Who Decides: The Doctor or Me? Plot of Patient Making Most of the Decisions Versus 

the Doctor, According to Selected Key Demographic Groups. 

 

Notes: The 45 degree line represents a sum of the percentages of the vertical and horizontal axis. 
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Conclusion 

The nature of the doctor-patient relationship obviously has important ramifications for patients, 

physicians and third parties such as health insurance institutions. But given the enormous 

economic implications of systematically getting it wrong, it also affects government expenditures, 

and so in the end, society in general. In this paper we have aimed to identify some characteristics 

of patients that may explain the variability observed in conceptions of the doctor-patient 

relationship. We hope the results contribute to a better understanding of the factors that influence 

how different groups within the Australian population (and, we suspect, other populations with 

similar social set-ups) view the doctor-patient relationship – particularly how the medical decision 

making burden is currently shared and how it should be shared between patient and professional, 

what determines the level of trust within the patient-physician relationship from the patient’s point 

of view, and what factors explain why some individuals want a greater say in decisions affecting 

their own health. Making significant changes to improve the public health system without 

understanding such matters runs the risk, potentially, of disenfranchising large sections of the 

population. 

 

 

 



 

Conversations with the doctor: Patient perspectives and the 20  

demographic determinants of medical decision making 

Bibliography 

Charles, Cathy, Amiram Gafni, and Tim Whelan (1999), ‘Decision-making in the physician-patient 

encounter: revisiting the shared treatment decision-making model’, Social Science & Medicine 

(49), pp. 651-661. 

Coulter, A (1997), ‘Partnerships with patients: the pros and cons of shared clinical decision 

making’, Journal of Health Service Research Policy (2), pp. 112-121. 

Deber, R. (1994a), ‘The patient-physician relationship: 7. Changing roles, and the desire for 

information’ Can Med Assoc J (151), pp. 171-176. 

Deber, R (1994b), ‘Physicians in health care management. 8. The patient-physician partnership: 

decision making, problem solving and the desire to participate’, Can Med Assoc J (151), pp. 423-

427. 

Deber, R.B., N. Kraetschmer, and J. Irvine (1996), ‘What role do patients wish to play in treatment 

decision making?’, Arch Intern Med (156), pp. 1414-1420. 

Doyal, L (2001), ‘Informed consent: moral necessity or illusion?’, Quality in Health Care, 10 

(Suppl1), pp. i29-i33. 

Flynn, Kathryn E., Maureen A. Smith, and David Vanness (2006) ‘A typology of preferences for 

participation in healthcare decision making’, Social Science & Medicine (63), pp. 1158-1169. 

Flynn, Kathryn E., and Maureen A. Smith (2007) ‘Personality and Health Care Decision-Making 

Style’, Journal of Gerontology (62B), September, pp. 261-267. 

Fraenkel, Liana, and Sarah McGraw (2007), ‘Participation in Medical Decision Making: The 

Patient’s Perspective’, Medical Decision Making (27) Sep-Oct, pp. 533-538. 

Montgomery, A.A. and T. Fahey (2001), ‘How do patients’ treatment preferences compare with 

those of clinicians?’, Quality in Health Care, 10 (Suppl I), pp. i39-i43. 

Richardson, J. and J. McKie (2005), ‘Empiricism, Ethics and Orthodox Economic Theory: What is 

The Appropriate Basis for Decision-Making in The Health Sector?’ Social Science and Medicine 

60(2): 265-275. 

Robinson, A and R. Thomson (2001), ‘Variability in patient preferences for participating in medical 

decision making: implications for the use of decision support tools’, Quality in Health Care, 10 

(Suppl I), pp. i34-i38. 

 

 



 

Conversations with the doctor: Patient perspectives and the 21  

demographic determinants of medical decision making 

Appendix 

Table A.1 Principal Components Factor Loadings: The Twelve Physician-Patient Relationship 

Likert Items 

Item 

No. 

Item Factor 1 Factor 2 Factor 3 

1 I believe I would be better off if I made all of 

the important decisions about my health care 

and a doctor provided me with facts and 

advice 

.8599   

2 I believe I should make all of the major 

decisions about my health care if a doctor 

gave me all the facts 

.8818   

3 After full consultation, I would like to make the 

final decisions about my own health care 

.7059 -.2691  

4 I believe I could make all of the right decisions 

about my health care if a doctor gave me all 

the facts 

.7825   

5 I believe I would be better off if I made all of 

the important decisions about my health care 

and a doctor provided me with facts 

.8582   

6 I believe it is sensible to allow a doctor to 

make the important decisions about all the 

medical services I receive 

-.3444 .5289 .5238 

7 in respect of the time you last visited a 

medical doctor: The doctor made most of the 

important decisions while I gave the doctor 

the information that he/she needed to make 

these decisions 

 .7421 .3100 

8 in respect of the time you last visited a 

medical doctor: I believe that I made most of 

the decisions when I last visited the doctor 

 -.7044  

9 in respect of the time you last visited a 

medical doctor: My last doctors’ visit was too 

complicated for me to have made the decision 

 .6009  

10 In my experience, doctors do give me enough 

information and advice 

  .7966 

11 in respect of the time you last visited a 

medical doctor: The main thing the doctor did 

was helping me make the important decisions 

by providing me with information 

 -.2714 .7692 

Notes: Varimax rotation used in the analysis. 

 

Table A.2 Reliability Analysis for the Three Scales 

Factor No of Items No of Cases Std Alpha Ave Corr Min Corr 

A 5 352 0.8880 0.6131 0.4525 

B 4 261 0.6366 0.3046 0.1877 

C 2 355 0.4939* 0.3279 0.3279 

Notes: The column labels ‘Std Alpha’ is the standardized Cronbach’s Alpha statistic. 

 * The two items return a correlation r coefficient of 0.3279, which was statistically significant at the 0.01 

level. 


