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Default options and neonatal resuscitation decisions
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ABSTRACT
Objective To determine whether presenting delivery
room management options as defaults influences
decisions to resuscitate extremely premature infants.
Materials and methods Adult volunteers recruited
from the world wide web were randomised to receive
either resuscitation or comfort care as the delivery room
management default option for a hypothetical delivery of
a 23-week gestation infant. Participants were required to
check a box to opt out of the default. The primary
outcome measure was the proportion of respondents
electing resuscitation. Data were analysed using c2 tests
and multivariate logistic regression.
Results Participants who were told the delivery room
management default option was resuscitation were
more likely to opt for resuscitation (OR 6.54 95% CI 3.85
to 11.11, p<0.001). This effect persisted on multivariate
regression analysis (OR 7.00, 95% CI 3.97 to 12.36,
p<0.001). Female gender, being married or in
a committed relationship, being highly religious,
experiences with prematurity, and favouring sanctity of
life were significantly associated with decisions to
resuscitate.
Discussion Presenting delivery room options for
extremely premature infants as defaults exert
a significant effect on decision makers. The information
structure of the choice task may act as a subtle form of
manipulation. Further, this effect may operate in ways
that a decision maker is not aware of and this raises
questions of patient autonomy.
Conclusion Presenting delivery room options for
extremely premature infants as defaults may
compromise autonomous decision-making.

BACKGROUND AND SIGNIFICANCE
Decisions regarding delivery room management for
extremely preterm infants are complicated by the
medical uncertainty of the infant’s health
outcomes and the significant health burdens that
can ensue.1e3 Given this level of future ambiguity,
guidelines emphasise a shared decision-making
process between parents and physicians to enable
parents to make decisions consistent with their
own personal values while maintaining goals that
are in the best interests of the infants.4e7 In
neonatology, two models of counselling have been
proposed by different committees within the
AAP,7 8 an expertise model and a negotiated model for
decision-making, both which have been shown to
be operational in the neonatal setting.8 Recently
a third model of shared decision-making, informed
non-dissent9 or default framing,10 has been proposed
under certain circumstances in neonatology. It has
been suggested that this model may alleviate some
of the decisional burden felt by families making

these difficult choices for their imperilled
newborns; some have suggested that these deci-
sional burdens may be overwhelming for parents
and, thus, medical professionals have the obligation
to constructively support the decision-making
process.11 12 All models support an active exchange
of medical information by the physician for infor-
mation about parental values relevant to the deci-
sion,4 13 14 but vary to the extent with which
choices are offered neutrally.
Defaults have been shown to strongly influence

healthcare decisions15e19 and should be used with
caution. Defaults, although rarely labelled as such,
are effectively practiced every day in critical care
medicine; for example, in the absence of a living
will, previous conversations or advance directives,
physicians will resuscitate dying individuals. In
most circumstances, this is the appropriate default
option because the safest assumption is that the
patients would want to be resuscitated if they were
able to express their wishes. However, under
conditions where values and medical uncertainty
influence decision-making, the power of the default
needs to be critically evaluated and used judiciously.
It has been shown in surveys of geriatric popula-
tions and younger individuals that defaults strongly
influence preferences for end of life care.20e22

Studies have also highlighted the effect of defaults
on organ donation.15 16 Parallel studies in neonatal
medicine have not been performed.

OBJECTIVE
The primary objective of this investigation was to
examine the effect of defaults on treatment choice
for delivery room management for an extremely
preterm infant. The null hypothesis is that
presenting the course of action as a default would
not impact decisional outcomes. A secondary
analysis investigated whether the delivery room
management option itself (eg, resuscitation care or
comfort care) influenced the likelihood of accepting
default options.

MATERIALS AND METHODS
This Institutional Review Board approved study
was conducted using confidential survey method-
ology. It was administered to adult volunteers via
the world wide web, recruited by the Center for
Decision Sciences at Columbia University. Existing
participants from the Center for Decision Sciences
database, a sample which is representative of US
adult population demographics within 5%, were
invited to participate in the study by email. New
participants were recruited through advertisements
on websites as well. All participants were required
to be at least 18 years old and participation was
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Zurich, Switzerland
3Department of Pediatrics,
Columbia University College of
Physicians and Surgeons, New
York, New York, USA

Correspondence to
Dr Marlyse Frieda Haward,
Neonatal Office, The Valley
Hospital, 223 North Van Dien
Avenue, Ridgewood, NJ 07450,
USA; mhaward@aol.com

Received 15 August 2011
Revised 2 April 2012
Accepted 9 April 2012

Clinical ethics

J Med Ethics 2012;38:713–718. doi:10.1136/medethics-2011-100182 713

▸ http://dx.doi.org/10.1136/
medethics-2012-100724
▸ http://dx.doi.org/10.1136/
medethics-2012-100725

 group.bmj.com on March 31, 2014 - Published by jme.bmj.comDownloaded from 

http://dx.doi.org/10.1136/medethics-2012-100724
http://dx.doi.org/10.1136/medethics-2012-100725
http://jme.bmj.com/
http://jme.bmj.com/
http://group.bmj.com/
http://group.bmj.com/


voluntary. There were no exclusion criteria. This study was
included with other unrelated studies and was presented before
other research content. Randomisation was computer controlled
on a secure server using the PHP programming language. There
were no restrictions or blocking.

The surveys depicted a hypothetical vignette of an impending
delivery of a 23-week gestational age infant with a treatment
option (either resuscitation or comfort care) presented as the
default. The vignettes were constructed to be identical regarding
general information about prematurity and descriptions of
severe disability in lay terms. Care was taken to ensure that no
framing bias was inadvertently incorporated into the general
content, which had been previously shown to be operative in
a study conducted by the investigators.23 Participants were
instructed that intensive care meant that infants received
‘resuscitation and intensive care after birth’. Comfort care
meant that the infants were ‘allowed to die on their own after
birth’. After reading this information the participant was then
given a hypothetical vignette with prognostic information in
terms of survival and survival without severe disability. Partici-
pants were randomly assigned to receive either the resuscitation
default or the comfort care default vignette. The resuscitation
default vignette read as follows: ‘The doctor goes on to say that
at this hospital infants born at 23 weeks will receive resuscita-
tion, unless their parents object. If you decline resuscitation
please check the box below’. The comfort care default read
as follows: ‘The doctor goes on to say that at this hospital
infants born at 23 weeks will receive comfort care, unless their
parents object. If you decline comfort care, please check the box
below’.

Participants were then asked to provide information about
demographics and potential covariates. Variables to be investi-
gated for their relation to the treatment decision were chosen
based on the premise that pre-existing perceptions and context
cannot be ignored in investigating decisions.19 24e29 As there
were few studies demonstrating what other factors may be
important in parental decisions for resuscitation of premature
infants at the time this research was undertaken,27 30 the
authors previously specified variables to be tested for association
with these decisions a priori.23 In addition, experience with
disability was included as a potential covariate.

Questions enquired whether sanctity of life or quality of life
should be most important in making this decision as well as
whether the participants preferred a paternalistic or autono-
mous decision-making style. The Duke Religion Index Scale31

was used to investigate individual differences in religiousness.
There were yes/no questions about marital status, parenthood,
experiences with prematurity, experiences with disability and
pregnancy status. Participants were given the option to elabo-
rate on the specific disabling conditions with which they had
had experiences. Demographic informationdincluding gender,
immigration status and ethnicitydwas also collected. Identi-
fying information was kept in a separate secure database and not
linked to the survey responses.

On average, time taken to complete this study was <15 min;
no participant took more than 1 h. The participants were paid
$4 after completion of the survey. Participants were invited to
contact the investigators with any comments or concerns, for
example, anxiety or discomfort with the survey. No concerns
were expressed by participants in this study.

In the primary analysis, the assigned default group was the
independent variable and the decision of whether to initiate
resuscitation was the dependent variable. In the secondary
analysis, the assigned default group was the independent

variable and the tendency to accept or reject the default action
was the dependent variable.
For the primary analysis, whether default framing would

impact decisions to resuscitate, a sample size of 192 subjects was
calculated to be necessary to detect an absolute difference
between the two survey groups as small as 30%, estimating that
60% of participants in one of the groups would choose resusci-
tation,30 with a p value of 0.05 and a power of 80%. The esti-
mate that approximately 60% of the participants would choose
resuscitation regardless of birth weight and gestational age was
based on the study by Streiner et al.30 A difference of 30% was
chosen as the minimum difference to be detected between
proportions based on the seminal experiments performed by
Tversky and Kahneman.32e35

Descriptive responses to the questionnaire are reported for the
5-point Likert Scale in the following manner: for sanctity of life,
participants scoring 1 or 2 were considered to favour sanctity of
life, participants scoring 4 or 5 favoured quality of life and
participants scoring 3 did not favour one over the other; for
decision-making style, participants scoring 1 or 2 were consid-
ered to favour paternalism, those scoring 4 or 5 favoured
autonomy and those scoring 3 were interpreted as being indif-
ferent between one decision-making style over another. For
statistical analyses, these Likert Scale responses were trans-
formed to binary variables in the following manner: for sanctity
of life, participants were considered either to favour sanctity of
life (scoring in categories 1 or 2) or not to favour sanctity of life
(categories 3e5); for decision-making style, participants either
favoured paternalism by scoring in categories 1 or 2 or did not
favour paternalism by scoring in categories 3e5. In order to be
considered as highly religious, participants had to score within
the top two response categories for each question from the Duke
Religion Index Scale.
Univariate comparisons were made using c2 analysis. Multi-

variate logistic regression analyses incorporated all variables
associated with treatment decision at a p value of <0.10 in
univariate analyses. Backwards Wald elimination with all the
variables was used to confirm this process. In addition, an
interaction term was included in the separate analysis to test
whether religiousness modifies susceptibility to the default
effect. All analyses were performed using SPSS V.19.

RESULTS
A total of 600 subjects were recruited for the study in the spring
of 2007. Two hundred and ninety-one people completed the
study, of which 144 were randomly assigned to the resuscitation
default and 147 to receive the comfort care default. The sample
size was larger than anticipated because recruitment for partic-
ipation was sent out in sequential waves; in order to meet our
sample size, two waves were sent out. The approximately 50%
response rate was in part due to the fact that participants
received an invitation to participate twice (ie, a reminder invi-
tation), but computer tracking ensured that only a participant’s
first response was included in the results.

Sample characteristics and demographics
As shown in table 1, the majority of respondents were female, of
reproductive age, married or in a committed relationship,
parents, not pregnant, US born, and Caucasian. Most were not
highly religious. Most had experience with prematurity and
experience with disability. There were no significant differences
between the randomly assigned groups other than for parental
status.
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As a whole, 20% felt that preservation of life was the most
important factor in the decision, 29% felt that quality of life was
most important, and 51% of the sample felt that both sanctity
of life and quality of life were equally important. Forty per cent
of the sample population preferred autonomous decision-
making, 30% preferred paternalistic decision-making and 30%
did not favour one over the other.

Likelihood of choosing resuscitation
In univariate analyses, resuscitation was significantly more
likely to be chosen when it was presented as the default option
(80% chose resuscitation) than when comfort care was
presented as the default option (39% chose resuscitation; OR
6.54, 95% CI 3.85 to 11.11, p<0.001). Gender, being married or
in a committed relationship, being highly religious, experience
with prematurity, and predominance of the importance sanctity
of life in the decision were all significantly associated with the
choice to resuscitate (table 2).

In a multivariate logistic regression model controlling for
gender, marital status, religiousness, experience with prematu-
rity and the predominance of sanctity of life (table 3), the
resuscitation default, the predominance of sanctity of life and
(less so) religiousness were significantly associated with the
decision to resuscitate.

Likelihood of accepting the default option
In univariate analyses, participants who received the resuscita-
tion default were more likely to accept the default treatment
presented (81%) compared with participants who received the
comfort care default (61%; OR¼2.62, 95% CI 1.55 to 4.46,
p<0.001). Those participants who were a parent, were born in
the USA, and had experience with prematurity, or had experi-
ence with disability were more likely to opt out of the proposed
default action (table 4).

In a multivariate logistic regression model including all the
terms found to be significant in the univariate analyses at
p<0.10, participants who received the resuscitation default
remained more likely to accept the default option than those

who received the comfort care default. Those participants who
were parents and those with experience with disability remained
more likely to opt out of the proposed default (table 5).

DISCUSSION
Delivery room resuscitation was twice as likely to be chosen
when it was presented as the default option. This effect on
delivery room management decisions was greater than that of
outcome framing in our previous study using the same type of
decision vignette,23 demonstrating that default effects are
important influences on choices impacting autonomous
decision-making models in neonatal resuscitation decisions.
This effect should not be dismissed by suggesting that

delivery of a 23-week infant is a novel clinical context for which
true preferences must be constructed on the spot and, therefore,
autonomous choice does not exist. First, deeply held values help
guide preference formation. Research has suggested this to be
the case for this specific clinical scenario,36 and this perspective
is consistent with the idea that ‘First, values existdlike body
temperaturedand people perceive and report them as best they
can, possibly with bias. Second, people know their values and
preferences directlydas they know the multiplication table.
Third, values or preferences are commonly constructed in the

Table 1 Sample demographics

n (%) Of
respondents

Resuscitation
default

Comfort
care default p Value

Female* 179 (63) 89 90 0.84

Reproductive age* 192 (67) 96 96 0.93

Married/committed
relationship

190 (65) 93 97 0.80

Parents 202 (69) 89 113 0.005

Pregnanty 1 (0.3) 1 0

US born* 259 (90) 126 133 0.30

Strongly religious 90 (31) 52 38 0.06

Experience with
prematurity

188 (65) 96 92 0.47

Experience with
disability

188 (65) 90 98 0.46

Ethnicity*

Caucasian 229 (79) 115 114 0.79

African
American

29 (10) 12 17 0.34

Asian 13 (5) 7 6 0.77

Hispanic 10 (3) 6 4 0.51

Other 4 (1) 2 2 0.73

*Some participants declined to answer these questions; therefore, the denominator for
these variables was less than that the number of the total sample of 291.
Bold values represent significance with p value #0.05.
yToo small to calculate p values.

Table 2 Bivariate relations with choosing resuscitation

Covariate
n (%) Of respondents
choosing resuscitation OR (95% CI) p Value

Female 179 (64) 1.63 (1.00 to 2.65) 0.05

Resuscitation presented
as the default

144 (80) 6.54 (3.85 to 11.11) <0.001

Reproductive age 192 (61) 1.31 (0.80 to 2.17) 0.29

Married/committed
relationship

190 (64) 1.65 (1.01 to 2.70) 0.044

Parents 202 (59) 0.99 (0.60 to 1.65) 0.98

Pregnant* 1

US born 259 (60) 1.04 (0.47 to 2.33) 0.92

Strongly religious 90 (74) 2.61 (1.51 to 4.51) <0.001
Experience with
prematurity

188 (64) 1.67 (1.02 to 2.71) 0.040

Experience with
disability

188 (59) 0.91 (0.57 to 1.48) 0.73

Caucasian 229 (62) 1.41 (0.79 to 2.55) 0.25

African American 29 (52) 0.676 (0.31 to 1.46) 0.32

Asian 13 (62) 1.05 (0.34 to 3.31) 0.93

Hispanic 10 (70) 1.56 (0.39 to 6.15) 0.52

Other* 6 (16)

Preferred paternalism 88 (59) 0.98 (0.59 to 1.63) 0.94

Predominance of sanctity
of life

58 (84) 4.79 (2.25 to 10.20) <0.001

All ethnicity: p¼0.18.
Bold values represent significance with p value #0.05.
*Too small to calculate statistics.

Table 3 Multiple regression model of significant bivariate associations
with choosing to resuscitate

OR (95% CI) p Value

Resuscitation default 7.00 (3.97 to 12.36) <0.001
Female 1.29 (0.71 to 2.34) 0.40

Married/committed relationship 1.35 (0.74 to 2.50) 0.33

Strongly religious 2.03 (1.07 to 3.85) 0.03

Experience with prematurity 1.16 (0.63 to 2.13) 0.64

Predominance of sanctity of life 4.40 (2.00 to 10.20) <0.001

Bold values represent significance with p value #0.05.
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process of elicitation.’37 Second and more importantly, regardless
of whether a person has perfectly predetermined preferences,
a decision maker should be afforded opportunities to make
informed healthcare decisions unimpeded by the structure of the
choice environment; this is a viewpoint widely supported by the
AAP and other professional organisations.4e7 Decisions to forgo
participation in decision-making is entirely acceptable and
should be accommodated, but this abdication of responsibility
must itself be an informed decision. Defaults jeopardise this
process by subtly, but significantly, manipulating the percep-
tions of options without providing additional clarity or infor-
mation to aid decision makers in making informed and value
consistent decisions.

Several theories have been proposed to explain default effects.
It may be that default options can be perceived as less effortful,
wherein the participant chooses not to oppose a course of action
already suggested; psychologically decisional avoidance has
advantages in relieving the stress in complicated situations.
Another possibility is that defaults may implicitly be interpreted
as status quo; opposing the status quo may be considered a loss.
It has been shown that people in general try to avoid losses and
are asymmetrically sensitive to the potential downside of a risky
choice.32e35 Another possible explanation for why defaults
produce such strong effects may be that defaults are viewed as
actual recommendations or the correct courses of action.15e19 In
instances where people have less well defined preferences,
defaults can exert more influence. Even when people have well-
defined goals or values, they may not have clear ideas of how
these end-states should be manifest as preferences or they may
have strong but conflicting goals. Under these circumstances

defaults could also influence decisions.37 These potential mech-
anisms by which default effects operate might well constitute
inappropriate external influences on decision-making that
compromise autonomy. In any case, it behoves medical practi-
tioners to be aware of the potential influence that defaults can
have on decisions makers.
At a societal level, it has been suggested that ‘(d)efault options

may be set to serve several healthcare goals: to promote the use
of interventions that improve healthcare, to reduce the use of
interventions that place patients at risk, and to serve broader
social agendas such as cost containment.’17 It assumes that one
option is far more superior, justified by arguments of benefi-
cence. However absent such a clear specification of the right
choice for most people, setting a default one way or another is
unlikely to promote the interests of overwhelming majorities of
people faced with this decision; it is difficult to justify any
particular default option.17 In neonatology the benefits of
resuscitation at extremes of prematurity are uncertain, difficult
to predict and highly dependent on the decision makers values.
Under limited circumstances, Feudnter and Kon9 10 suggest an
informed non-dissent or default model for decision-making to
help parents with decisions to withdraw life-sustaining therapy
for neonates. However, in the absence of imminent death
despite life-sustaining treatment or when parental preferences
are not yet formulated or unclear, presenting either option as
a default might be inappropriate if doing so, in and of itself,
influences the parental decision. Therefore, under these condi-
tions, it is important to evaluate how the potential use of
defaults could ‘influence behavior and of the ethical issues
involved in intentionally setting them.’17

In order to understand the ethical issues involved in default
consultation, it is helpful to explore issues related to coercion,
manipulation and persuasion. Several frameworks of coercion
exist. Ripstein argues that ‘(a)nything another person does that
interferes with the capacity to set ends for yourself is therefore
coercive, because it makes the question of which ends you will
pursue depend upon the choice of that person.’38 Faden and
Beauchamp argue that decisions can be shaped by a spectrum
of influences ranging from coercion to manipulation and
persuasion.39 Boundaries between these categories can be diffi-
cult to define, but coercion is always considered a controlling
influence that compromises autonomy, whereas persuasion is
considered a non-controlling influence that appropriately facili-
tates choice by explicitly promoting specific concerns. Unlike
persuasion and coercion, manipulation can represent degrees of
controlling or non-controlling influences along a continuum.
Faden and Beauchamp define manipulation as ‘any intentional
and successful influence of a person by non-coercively altering
the actual choices available to the person or by non-persuasively
altering the person’s perceptions of those choices.’39 They
described three general categories of manipulating influences
which variably affect autonomy: manipulation of information,
manipulation of options or psychological manipulation.39

Although decision makers may receive essential information
required in an informed consent model, even when default
framing is used, we argue that intentionally manipulating the
perception of options by way of using defaults compromises
decision-making autonomy.
There are other findings in this study of interest. First, reli-

gious concerns are frequently cited as important determinants of
parental decisions to withdraw care.27 28 30 40 In traditional
framing experiments, contextual effects exert influences only
when values are somewhat uncertain.32 34 35 Therefore, it is
noteworthy that in even highly religious respondents whose

Table 4 Bivariate relations to accepting the default option

Covariate
n (%) Of respondents
following the default OR (95% CI) p Value

Female 179 (69) 0.75 (0.44 to 1.29) 0.30

Resuscitation presented
as the default

144 (81) 2.62 (1.55 to 4.46) <0.001

Reproductive age 192 (69) 0.72 (0.41 to 1.27) 0.26

Married/committed
relationship

190 (68) 0.71 (0.41 to 1.23) 0.22

Parent 202 (65) 0.34 (0.18 to 0.65) 0.001

Pregnant* 1 (100)

US born 259 (69) 0.18 0.04 to 0.77) 0.01

Religiousness 90 (70) 0.94 (0.55 to 1.63) 0.84

Experience with prematurity 188 (66) 0.50 (0.28 to 0.87) <0.014
Experience with disability 188 (64) 0.35 (0.19 to 0.64) 0.001

Caucasian 229 (69) 0.54 (0.26 to 1.11) 0.09

African American 29 (83) 2.07 (0.76 to 5.61) 0.15

Asian 13 (92) 5.09 (0.65 to 39.7) 0.09

Hispanic 10 (70) 0.94 (0.24 to 3.73) 0.93

Prefer paternalism 88 (69) 0.90 (0.52 to 1.56) 0.72

Predominance of
sanctity of life

58 (69) 0.90 (0.48 to 1.68) 0.73

*Numbers too small to calculate.
Bold values represent significance with p value #0.05.

Table 5 Multiple regression model: likelihood of accepting the default

OR (95% CI) p Value

Resuscitation default 2.54 (1.42 to 4.55) 0.002

Parent 0.39 (0.20 to 0.79) 0.08

US born 0.25 (0.06 to 1.12) 0.12

Experience with disability 0.35 (0.18 to 0.67) <0.002
Experience with prematurity 0.54 (0.28 to 1.04) 0.07

Bold values represent significance with p value #0.05.

Clinical ethics

716 J Med Ethics 2012;38:713–718. doi:10.1136/medethics-2011-100182

 group.bmj.com on March 31, 2014 - Published by jme.bmj.comDownloaded from 

http://jme.bmj.com/
http://jme.bmj.com/
http://group.bmj.com/
http://group.bmj.com/


values might be expected to be more clearly salient, defaults still
influenced decision-making. However, this study was not
statistically powered to be able to determine whether highly
religious respondents were more or less susceptible to default
effects than those of decision makers who did not report being
highly religious, nor is this study focused on exploring the
interplay between religious values and preference formation.
Second, although 30% of respondents preferred paternalistic
decision-making, this preference was not associated with
choosing the default option. This suggests the default effect does
not operate through a conscious preference for paternalism, that
is, accepting the default may not be perceived as relinquishing
the decision to the physician. Third, the default option was
more likely to be accepted in this study when the participant
was randomised to receive the resuscitation default than when
randomised to receive the comfort care default. This may indi-
cate that there is a general preference for and, therefore, it is
easier to accept an option that promotes sanctity of life over
quality of life. Alternatively, it may be that people a priori
believe resuscitation to be the default, thus demanding less
cognitive effort resulting in it being more readily accepted. This
hypothesis warrants more thorough population based surveys,
evaluating resuscitation preferences and the fundamental
underling beliefs and values regarding this issue.

Weaknesses of this study were that an internet survey method
was utilised, the survey was not pretested, the response rate was
moderate and the context was hypothetical. In internet based
surveys it cannot be determined whether participants are
concentrating or are distracted when completing the question-
naire. Because the survey was not pretested, respondents may
not have understood the alternative treatment option in
declining the default or were confused by the choice vignettes.
However, the pattern of observed results is consistent with other
published behavioural research16 21 23 32 that has looked at both
framing effects and default effects. This suggests the results are
likely real and not simply the result of participant confusion or
random responding. The response rate of 50% is consistent with
online survey research as well as with response rates for clinical
research;41 nonetheless, it is less than ideal. Because the context
was hypothetical, certain unique components in the prenatal
consultation experience that may impact decisionsdsuch as
shock, stress and illnessdwere not reproducible.

CONCLUSION
Physicians must be cognisant that the way in which choices are
presented could significantly alter decisions in ways that may
not reflect the values of the family and, therefore, do not
represent authentic choices. Give the results of this study,
physicians should exercise caution in utilising the default model
of decision-making especially because ameliorating the sense of
responsibility for the decision is only postulated, not proven.
Physicians who believe that recommendations should be
included in delivery room management discussions with parents
should not employ the defaults model to do so, as the cognitive
processes go beyond simple recommendation or overt persuasion
and may compromise autonomy. Future investigations should
explore whether decisional burdens are in fact more effectively
ameliorated by presenting options as defaults than by explicit
recommendations supported by explicit rationale.
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