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Abstract

Background. Presenting numeric data alone may result in patients underappreciating clinically significant benefits.
Contextualizing statements to counter this may raise concern about absence of neutrality. These issues arose during
construction of a decision aid for sacubitril-valsartan, a heart failure medication associated with a ; 3% absolute
reduction in 2-year mortality that carries high out-of-pocket cost. A contextualizing statement framing this as a
‘‘pretty big benefit’’ was incorporated. The impact of statements like this within decision aids is unknown. Objective.

This online Qualtrics survey sought to deepen understanding of benefit framing by testing the impact of varying con-
textualizing statements within a decision aid for sacubitril-valsartan. Design. Participants were randomly assigned to
receive one of six abbreviated versions of a decision aid for sacubitril-valsartan that varied only by contextualizing
statement (ranging from strongly neutral to strongly positive and using relative and absolute risk reductions).
Participants were asked to answer questions regarding the likelihood of taking the medication at a cost of $50/month
and their perception of the drug’s benefits. Results. A total of 1873 participants who were demographically similar to
the heart failure population completed the survey. Fifty-four percent were willing to take sacubitril-valsartan at $50/
month. Each of the five experimental contextualizing statements was compared with the baseline version; no signifi-
cant differences were observed in reported likelihood of taking sacubitril-valsartan. After controlling for demo-
graphics and covariates, group assignment did not predict likelihood of taking the medication. Higher income, better
self-reported health status, and younger age were associated with increased likelihood of taking sacubitril-valsartan.
Limitations. This study used a hypothetical scenario and evaluated one method of delivering contextualizing state-
ments. Conclusions. Contextualizing statements as tested within this decision aid did not affect decision making.
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Introduction

Effective shared medical decisions integrate medical evi-
dence with patients’ preferences, values, and circum-
stances. Engaging patients in this process requires
communicating information regarding relevant benefits
and placing this information in the appropriate context.

The process can go wrong if patients recall medical facts
but fail to grasp their proper meaning or implications.1
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It is also well-known that framing of medical informa-
tion can profoundly influence patient perceptions and
ultimate decisions.2 The use of survival-based versus
death-based framing, absolute versus relative risks, and
different time frames have all been shown to affect
patients’ assessments of particular clinical benefits.3–5

Other contextualizing or labelling statements—such as
labeling results as normal or abnormal—have also been
shown to affect decisions and interpretation of quantita-
tive information.6–8

There has been debate in the context of shared deci-
sion making as to whether ideal benefit communication
involves providing patients with numerical data only or
numerical data accompanied by contextualizing lan-
guage. To provide patients with numerical benefit infor-
mation only and allow them to interpret this information
on their own may be seen as more neutral and less biased,
but this approach may not optimize comprehension or
provide appropriate context for patients.5,9,10 In contrast,

providing contextualizing statements along with numeri-
cal data may enhance their ability to use the information
in shared decisions but may exert too strong an influence
and bias their interpretations.11,12 Although there is some
support for adding textual contextualization to numerical
data within decision aids to enhance understanding of
probabilistic information, the impact of contextualizing
language on patients’ decisions is in many instances still
unknown.13 It has not been studied whether varying
forms of contextualization influence how patients make
tradeoffs involving cost and benefit, for example.

Sacubitril-valsartan is a guideline-directed medical
therapy for heart failure and provides an ideal case in
which to study the impact of contextualizing statements.
This drug has demonstrated significant reductions in
morbidity and mortality compared with generic alterna-
tives (e.g., angiotensin-converting enzyme [ACE] inhibi-
tors and angiotensin receptor blockers).14,15 Despite its
benefits, however, the higher out-of-pocket cost associ-
ated with sacubitril-valsartan can make this decision
preference-sensitive for many patients.16,17 A decision
aid was created for sacubitril-valsartan presenting its
benefits and risks and highlighting cost as an important
consideration.18 During development of the decision aid,
clinicians expressed concern that patients would under-
value the drug—even if they correctly understood the
numeric benefit—if presented only with a pictographic
demonstration of a 3% absolute risk reduction of mor-
tality over 2 years. To address these concerns and com-
municate the perspective of many clinicians, the decision
aid incorporated a contextualizing statement describing
this as a ‘‘pretty big benefit’’ compared with many other
treatments.19 This study was designed to examine how
changes in benefit framing and contextualization affect
patient decisions by testing the impact of various contex-
tualizing statements within this decision aid on individuals’
likelihood of taking sacubitril-valsartan and perceptions of
the drug’s benefits.

Methods

Design

We conducted an online survey during July 2020.
Participants were randomly assigned to receive one of six
versions of a contextualizing statement within an abbre-
viated version of the currently available DA for sacubitril-
valsartan (Table 1). The contextualizing statement
included in the actual decision aid for sacubitril-valsartan
was considered the baseline (‘‘Compared to other medi-
cines, this is actually a pretty big benefit’’). The experimen-
tal contextualizing statements differed in several domains,
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including the strength of the medical recommendation and
the inclusion of relative versus absolute risk information.
Participants were instructed to imagine themselves as
patients diagnosed with heart failure who were making
medication decisions with their doctor. The study was
determined to be exempt from review by the Emory
University IRB Institutional Review Board.

Setting and Participants

The survey was conducted by Qualtrics, which aggre-
gates multiple online panels to recruit respondents and
uses a quota-based sampling strategy. Participants were
drawn from a general public sample, but demographic
quotas for age (10% 30-44; 30% 45-64; 60% .65), race/
ethnicity (30% African American, 51% White, 14%
Hispanic, 4% Asian, 0.5% American Indian/Alaska
Native), and sex (50% female) were chosen to reflect the
heart failure patient population, with oversampling of
African Americans because African Americans bear dis-
proportionate levels of mortality and morbidity related
to cardiovascular disease.20,21

Panelists received payment from Qualtrics. No identi-
fiable information was collected.

Survey Development

The survey (Appendix 1) was developed by the investiga-
tors and presented to participants with an abbreviated
version of the currently available DA focusing on bene-
fits of sacubitril-valsartan (Appendix 2). The baseline
DA displayed a pictographic representation of the drug’s

absolute mortality risk reduction of 3% over a 2-year
period with a contextualizing statement immediately adja-
cent to the figure containing the language, ‘‘Compared to
other medicines, this is actually a pretty big benefit.’’ For
this study, five experimental contextualizing statements
were created. The statements varied in their presentation
of sacubitril-valsartan’s benefit data, employing differing
combinations of textual restatement of absolute versus
relative mortality risk reduction and/or adding a qualify-
ing sentence (which varied in valence).

All five experimental statements included a textual
restatement of the numerical risk reduction data presented
in the pictographic. Four of the five statements presented
the absolute risk reduction associated with sacubitril-val-
sartan, while one used relative risk reduction in order to
test the documented phenomenon of relative risks being
interpreted as more significant. In order to evaluate the
impact of restating the absolute risk, one statement added
re-statement of absolute risk reduction to the baseline
statement, while another presented absolute risk reduction
alone without the baseline statement. Finally, in order to
examine the impact of the strength or valence of the con-
textualizing statement, one statement presented absolute
risk plus a strong positive valence (‘‘Most doctors consider
this to be a very significant improvement.’’), while another
used a qualifying sentence with a strongly neutral valence
(‘‘You can decide whether this is a significant benefit for
you.’’). We intentionally tested experimental statements
that many may consider to run counter to IPDAS guide-
line recommendations to avoid bias.22

Each participant was randomized to receive the DA
with one of six different contextualizing statements

Table 1 The Six Versions of the Contextualizing Statement Included in the Decision Aid

Version Statement

#1: Baseline ‘‘Compared to other medicines, this is actually a pretty big
benefit.’’

#2: Re-statement of Absolute Risk Reduction + Baseline ‘‘This means 3 (out of 100) fewer patients died after two years
on Entresto. Compared to other medicines, this is actually a
pretty big benefit.’’

#3: Re-statement of Absolute Risk Reduction-Alone ‘‘This means 3 (out of 100) fewer patients died after two years
on Entresto.’’

#4: Re-statement of Absolute Risk Reduction + Physician
Recommendation

‘‘This means 3 (out of 100) fewer patients died after two years
on Entresto. Most doctors consider this to be a very
significant improvement.’’

#5: Re-statement of Absolute Risk Reduction + Neutral
Patient Preference Statement

‘‘This means 3 (out of 100) fewer patients died after two years
on Entresto. You can decide whether this is a significant
benefit for you.’’

#6: Re-statement of Relative Risk Reduction + Baseline ‘‘This means 15% fewer patients died after two years on
Entresto. Compared to other medicines, this is actually a
pretty big benefit.’’

Thomson et al. 3



(baseline or an experimental statement) placed next to
the pictograph (Table 1). All other content was identical.
The survey used the trade name of sacubitril-valsartan
(Entresto) and a single ACE inhibitor (Enalapril) to
avoid acronyms and increase readability for participants.
The survey was pretested using Amazon Mechanical
Turk and CloudResearch to assess comprehension and
to solicit feedback.23 Questions were edited to minimize
misunderstanding, and further pretesting was conducted
to ensure adequacy of administration and accuracy of
quota-based sampling.

Survey Administration

Self-reported demographic data were obtained to facili-
tate quota-based sampling. Participants who met demo-
graphic requirements were randomly assigned to receive
one of the six contextualizing statements within the DA
followed by the rest of the survey. As an attention check,
participants were asked to identify the disease treated by
these medicines. To ensure quality, we excluded partici-
pants who incorrectly answered the attention check ques-
tion,24 completed the survey in less than 1.75 minutes
(one half of the median response time), or did not com-
plete the entire survey.

Outcome and Measurements

The primary outcome was self-reported likelihood of tak-
ing sacubitril-valsartan at a price of $50 per month (the
approximate median out-of-pocket cost for Americans
covered by Medicare Part D who are taking this drug),16

as assessed by the question,

Based on what you read, if your insurance covers Entresto
and you would need to pay $50 per month for it (versus no
co-pay for Enalapril), how likely would you be to take
Entresto if your doctor recommended it?

Participants were asked to respond using a 4-point
Likert-type scale in which 1 indicated very likely and 4
indicated very unlikely. Participants were able to refer
back to the decision aid with the data display while
answering this question.

Secondary outcome measures included perception of
the relative value of sacubitril-valsartan over ACE inhibi-
tors, decisional conflict, and comprehension of the benefit
of sacubitril-valsartan versus ACE inhibitors. Decisional
conflict was assessed using the Uncertainty Subscale of
the Decisional Conflict Scale.25,26 Comprehension of ben-
efit was assessed using a single open-ended question in
which participants were asked to identify and provide the
absolute risk reduction cited in the decision aid.

Additional potential predictor measures were assessed,
including age, gender, race, educational attainment, and
income. Participants were also asked about their financial
situation, self-reported health status, and the number of
medications they take daily. Finally, participants’ approach
to medical decision making was assessed using a 6-point
Likert-type scale in which 1 was labelled ‘‘Lean toward wait-
ing and seeing’’ and 6 was labelled ‘‘Lean toward taking
action’’ (with lower scores indicating being a ‘‘medical mini-
mizer’’ and higher scores being a ‘‘medical maximizer’’).27,28

Statistical Analysis

The primary, prespecified analysis included five pairwise
chi-square tests to determine whether stated likelihood
of taking sacubitril-valsartan was different between those
participants presented with the original contextualizing
statement and those presented with each of the five experi-
mental contextualizing statements.29 A sample size of 1800
participants was chosen to provide 80% power to detect
a 10% difference in any of these comparisons (adjusted
for multiple comparisons using Bonferroni correction).
Likelihood of taking sacubitril-valsartan was dichotomized
into ‘‘likely’’ (1–2) and ‘‘unlikely’’ (3–4) for this analysis.

To test the null hypothesis of no impact of contextua-
lizing statements on decisions, Bayes factors were calcu-
lated for each of the pairwise comparisons.30–32 A Bayes
factor was calculated for each pairwise comparison using
the R package ‘‘BayesFactor,’’ which is a ratio of the like-
lihood probability of the alternative hypothesis to the
likelihood probability of the null hypothesis. Under the
null hypothesis, the same multinomial probabilities of
taking sacubitril-valsartan were assumed between groups.
A lower Bayes factor indicates a higher degree of evidence
for the null hypothesis.

In addition, the impact of each contextualizing state-
ment was examined using a non-dichotomized primary
outcome (an ordinal variable with four levels) to assess
for more subtle effects on likelihood of taking sacubitril-
valsartan using ordinal logistic regression. Chi-square
tests and ANOVA were conducted to assess the impact
of contextualizing statements and participant character-
istics on participants’ attitudes and understanding about
sacubitril-valsartan. Logistic regression models were con-
structed to adjust for key demographic characteristics
(age, race, sex, income, and education) and other covari-
ates (self-rated health status and approach to medical
decision making) hypothesized to affect decision making.

Finally, we compared the impact of contextualizing
statement on the likelihood of taking sacubitril-valsartan
within quartiles of time to completion in order to assess
whether there were time-dependent effects present for
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the primary outcome. All analyses were conducted using
SAS 9.4 (Cary, NC) and R 4.0.3. P values less than 0.05
were considered as statistically significant.

Results

Participants

The survey completion rate was 61.5% (1873 of 3048
randomized participants; Figure 1); 258 survey responses
were excluded due to a failed attention check and 917
due to incomplete data. As specified in the quota-based
sampling approach, participants reflected the age and
sex distribution of the national heart failure population,
with planned overrepresentation of African Americans
(59.9% 65 years or older; 30.1% African American,
50.9% White; Table 2). Educational attainment among
participants was relatively high, with 48.9% of partici-
pants having a bachelor’s degree or higher, compared
with 36% of the US population 25 and older.33 Income
was well-distributed. Just under 20% reported fair or
poor health status, and 48% reported taking three or
more medications daily. All participant characteristics
were well-balanced across the six groups.

Impact of Contextualizing Statements on
Likelihood of Taking Sacubitril-Valsartan

Overall, 54.2% of participants reported they would likely
take sacubitril-valsartan at $50/month, with a range
across the varying contextualizing statements (CS) from
52.5% (CS#4, Re-statement of Absolute Risk Reduction
+ Physician Recommendation) to 57.3 (CS#6, Re-state-
ment of Relative Risk Reduction + Baseline; Table 3).
Among the pairwise comparisons between the baseline
contextualizing statement and each of the five experimen-
tal contextualizing statements, there were no significant
differences. Bayes factors ranged from 0.09 to 0.13, indi-
cating support for the null hypothesis (Table 4). There
were no statistically significant effects observed by con-
textualizing statement when examining responses using
the entire ordinal scale (Figure 2; P = 0.18).

In multivariable analysis, after controlling for demo-
graphics and covariates, none of the experimental con-
textualizing statements were significant predictors of
likelihood of taking sacubitril-valsartan when compared
with the baseline (Table 5).

Impact of Contextualizing Statements on
Perceptions of Benefit

Overall, 41.1% of participants correctly identified that
three more people out of 100 would be alive after taking

sacubitril-valsartan for 2 years, and participants’ identifi-
cation of this benefit did not differ between variations in
the contextualizing statement (P = 0.72; Table 3). Among
participants who correctly identified the benefit, there was
no significant difference in likelihood of taking sacubitril-
valsartan between participants exposed to any of the experi-
mental contextualizing statements compared to the baseline
statement (baseline CS#1 53.5%, range 49.2% to 61.6%).

Only the contextualizing statement with a deliberately
neutral statement (CS#5) demonstrated a statistically sig-
nificant reduction compared to the baseline contextualiz-
ing statement (CS#1) in participants’ assessment of ‘‘how
much better’’ sacubitril-valsartan is compared to enala-
pril (mean 5.8 [CS#5] v. 6.3 [CS#1], P = 0.01).

Predictors of Likelihood of Taking
Sacubitril-Valsartan

In multivariable logistic regression analysis, survey
respondents who leaned more toward taking action when
making medical decisions (‘‘medical maximizers’’)28 were
more likely to take sacubitril-valsartan than those who
leaned more toward waiting and seeing (‘‘medical mini-
mizers’’; Table 5). On a single-item self-rated health sta-
tus, participants who described their health status as
‘‘Excellent,’’ ‘‘Very good,’’ or ‘‘Good’’ were also more
likely to take sacubitril-valsartan (odds ratio: 1.4, 95%
confidence interval = 1.1–1.8), compared with those
with fair or poor health. Higher income and age less than
45 years old were also positively associated with likeli-
hood of taking sacubitril-valsartan. Race, sex, and edu-
cation were not statistically significant predictors of
likelihood of taking sacubitril-valsartan.

To examine whether there were differences in likeli-
hood of taking sacubitril-valsartan based on the time to
complete the survey, time was divided into quartiles.
There were no significant differences in likelihood among
quartiles (P = 0.23).

Discussion

The impact of different forms of contextualizing lan-
guage on patients’ understanding of benefits and medical
choices is not well understood. A currently available
decision aid for patients considering sacubitril-valsartan
explicitly includes a contextualizing statement that was
added due to clinicians’ concern that patients would fail
to appreciate the significance of a 3% absolute risk
reduction in mortality over 2 years.16 These data provide
novel insights into whether this or other contextualizing

Thomson et al. 5
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statements might be effective tools in decision aid
construction.

Overall, these data suggest that the contextualizing
statements we used within a traditionally constructed
decision aid had no discernable impact on patient deci-
sion making. Despite testing contextualizing statements
with markedly different language and valence, varying
from outright positive (Most doctors consider this to be
a very significant improvement) to strongly neutral (You
can decide whether this is a significant benefit for you),
we saw no significant impact on likelihood of taking
sacubitril-valsartan, a drug associated with a benefit
most clinicians consider to be important. Even factors
typically found to influence and drive benefit perception,
such as presentation of relative risk reduction versus
absolute risk reduction, had minimal effect on the pri-
mary outcome in our analysis. Only the strongly neutral
contextualizing statement had an impact on the per-
ceived benefit of the drug. In addition to the absence of
any significant relationship in the primary analysis,
Bayes factors ranging from 0.09 to 0.13 indicate evidence
in favor of the null hypothesis, that there is no associa-
tion between willingness to take sacubitril-valsartan and
group assignment.

The finding that these contextualizing statements
had minimal impact on decisions in this context is hum-
bling. Significant time and effort goes into creating
decision aids in order to optimally present treatment

options to patients in ways that promote value-choice
concordance. Relevant decisions include what data to
present, what to leave out, and what contextual infor-
mation is most helpful. These results suggest some of
the details on which decision aid constructors spend
considerable effort, and about which strong assump-
tions may exist, may not influence actual decisions in
predicted ways. In this study, even objectively nonneu-
tral contextualizing statements—which would likely
raise concern as out of line with standards such as the
International Patient Decision Aid Standards (IPDAS)
criteria due to potential bias—did not affect likelihood
of taking sacubitril-valsartan.22 Other ways to contex-
tualize these data and other ways to integrate these
statements may have more significant impact, and we
did not assess whether no contextualizing statement at
all would change decisions. However, these findings
reinforce the importance of empirical evaluation of
decision aid construction rather than relying on con-
ventional wisdom or assumptions about the impact of
language choice.

In addition to having no discernible impact on deci-
sions themselves, different contextualizing statements did
not significantly affect comprehension of numerical ben-
efits, in contrast to other studies that have found decision
aid components to significantly influence comprehen-
sion.34,35 Regardless of how the benefit of sacubitril-
valsartan over ACE inhibitor was contextualized, there

Participants that 
started the 

survey
(n = 7022)

Participants excluded by 
screening questions

(n = 3974*)

Randomized: 
Contextualizing Statement 

Version
(n = 3048)

Contextualizing 
Statement

#1
(n = 303)

Participants excluded due to 
Failed attention check (n = 258)

Incomplete Survey (n = 917)

Contextualizing 
Statement

#2
(n = 315)

Contextualizing
Statement

#3
(n = 308)

Contextualizing 
Statement

#4
(n = 318)

Contextualizing 
Statement

#5
(n = 313)

Contextualizing 
Statement

#6
(n = 316)

Figure 1 Participant enrollment and exclusion.
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was an overall low level of correct identification of bene-
fit data. Increasing benefit comprehension is an impor-
tant goal of decision aids. Our results suggest that
contextualizing statements about the magnitude of health
benefit, at least as tested here, may not be a particularly
effective mechanism for accomplishing this goal.

Although various contextualizing statements had no
significant differential impact on the likelihood of taking
sacubitril-valsartan at a $50 per month price point,
younger age and better self-reported health status were
statistically significant predictors of likelihood of taking
the medication. Individuals with worse self-reported
health status might be predicted to have an increased
appreciation for their own mortality risks. However, in
this study, they were less likely to take sacubitril-valsar-
tan. These findings echo a prior study of heart failure
patients regarding this decision and may have implica-
tions for clinicians.17 Specifically, these results suggest a

need for careful discussion of this medication with older
and sicker patients to ascertain whether decreased will-
ingness to take the medication is a function of differen-
tial valuation of the benefits, concerns about cost,
general views about medications, or a combination of
those considerations. In contrast, the higher likelihood
of taking sacubitril-valsartan in higher income groups is
not surprising but further demonstrates increased cost-
sensitivity among patients with lower income.17

Several limitations of this study must be acknowl-
edged. First, this study involved a hypothetical scenario;
the results may not reflect the choices of actual patients
with heart failure with reduced ejection fraction making
actual decisions about their health or the way such
patients would actually read or use a decision aid.
Second, selection bias could be present with the use of
an online panel of respondents, though our sample con-
tained well-balanced subgroups and utilized participant-

Table 4 Pairwise Comparisons between Contextualizing Statement on Likelihood of Taking sacubitril-valsartan

Contextualizing Statement Comparison Percent Likely Comparison Chi-square P Value Bayes Factors

CS #1 v. CS #2 53.47 v. 53.97 0.90 0.10
CS #1 v. CS #3 53.47 v. 53.90 0.92 0.09
CS #1 v. CS #4 53.47 v. 52.52 0.81 0.10
CS #1 v. CS #5 53.47 v. 53.99 0.90 0.10
CS #1 v. CS #6 53.47 v. 57.28 0.34 0.13
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Figure 2 Likelihood of taking sacubitril-valsartan by contextualizing statement.
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level randomization. Third, the study featured a brief
description of the considerations associated with choos-
ing to start sacubitril-valsartan over an ACE inhibitor.
Participants may have lacked sufficient topical experi-
ence to understand the nuances involved in the decision
to start sacubitril-valsartan. We deliberately shortened
the decision aid to focus on the quantitative benefit
information, but it still contained an appreciable amount
of information in the form of text and multiple images.
Fourth, we did not explore general attitudes toward tak-
ing medications among participants as a possible expla-
nation for why certain demographic groups were more
or less likely to take the medications. Finally, only one
mechanism of inserting a contextualizing statement (a
box adjacent to a pictograph) was assessed at one price
point, and we did not test a decision aid in which no con-
textualizing statement was present. Other displays could
be more impactful, and contextualizing statements may
play a different role in other types of decisions or at

different prices. However, the persistent null result among
participants who correctly identified the 3% mortality
reduction, strongly negative Bayes factors, and the fact
that the study did detect other predictors of likelihood of
taking sacubitril-valsartan (i.e., higher income and younger
individuals were more likely to pay for sacubitril-valsar-
tan), adds strength to the overall null result regarding the
impact of contextualizing statements as studied.

Conclusion

Despite null results, this study provides important insights.
Specifically, it raises questions regarding the limitations of
manipulating contextualizing statements as a tool for
framing benefits within decision aids. It may assuage con-
cerns that these statements are heavy-handed or too
strongly influential, but it suggests they may not be par-
ticularly meaningful, at least as implemented in this con-
text. In this respect, continued reflection, evaluation, and

Table 5 Multivariable Logistic Regression Model of Likelihood of Taking Sacubitril-Valsartan (n = 1796)

Effect

Sacubitril-Valsartan

Odds Ratio

95% Confidence Limit

Lower Higher

Contextualizing statement
CS #2 v. CS #1 1.124 0.801 1.578
CS #3 v. CS #1 1.012 0.72 1.422
CS #4 v. CS #1 1.005 0.718 1.407
CS #5 v. CS #1 0.979 0.698 1.374
CS #6 v. CS #1 1.276 0.908 1.792

Age
\45 v. 65+ 2.772 1.84 4.177
45–64 v. 65+ 1.308 1.023 1.673

Gender
Male v. Female 1.15 0.92 1.438

Race
Black v. White 1.128 0.88 1.447
Hispanic v. White 1.007 0.716 1.414
Other v. White 0.88 0.55 1.407

Income
25,000–50,000 v. \25,000 1.424 1.052 1.926
50,000–100,000 v. \25,000 1.703 1.263 2.298
.100,000 v. \25,000 2.122 1.474 3.056

Education
Some college v. High school or less 0.861 0.635 1.168
Bachelor’s degree v. High school or less 0.906 0.652 1.257
Graduate degree v. High school or less 1.034 0.718 1.491

Self-rated health
Excellent/very good/good v. Fair/poor 1.403 1.096 1.796

Medical decision approach (minimizer, maximizer)
2 or 3 v. 1 2.18 1.525 3.116
4 v. 1 2.735 1.886 3.966
5 or 6 v. 1 3.76 2.608 5.422
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humility are needed to learn more about what does and
does not impact patients’ decisions and perceptions.
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