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ABSTRACT

OBJECTIVE To investigate family physicians’ views on factors that make health care decisions difficult for
patients, interventions family physicians use to support patients making decisions, and interventions
proposed by the Ottawa Decision Support Framework (ODSF).

DESIGN Thirteen group discussions.
SETTING Five family practice units.
PARTICIPANTS One hundred twenty family physicians.

INTERVENTIONS The multifaceted implementation intervention consisted of feedback from participants,
a reminder at point of care, and an interactive workshop. During the workshop, family physicians
were asked about their views on 2 videos both showing the concluding phase of a simulated clinical
encounter with a woman facing a decision about hormone therapy. One video showed usual care; the
other showed use of the ODSF process and related tools. Content was analyzed using observations
by non-participants, field notes, material collected from participants during workshops, evaluation
forms completed at the end of workshops, and comments written on exit questionnaires from the
implementation trial.

MAIN OUTCOME MEASURES Family physicians’ views on the types of difficult decisions their patients face,
the factors that make decisions difficult for patients, the interventions family physicians use to support
patients’ decisions, and the interventions proposed by the ODSF.

RESULTS The 2 most frequently cited factors making decisions difficult for patients were experiencing
uncertainty and fears about adverse outcomes. Before being introduced to the ODSF, participants had
used mostly information-related strategies to provide decision support. After learning about the ODSE,
participants overwhelmingly identified assessing

patients’ values as a priority. At the end of the EDITOR’S KEY POINTS

workshop, the 5 changes in practice participants « Empirical data indicate that physicians are uncomfortable with
most frequently intended to make were, in order actively engaging patients in decision making and that they have
of importance, to assess patients’ values, to ask not yet adopted shared decision making.

about patients’ preferred role in decision making, to « The Ottawa Decision Support Framework was developed to guide
screen for decisional conflict, to assess support or interventions aimed at preparing patients and health care providers
undue pressure on patients, and to increase patients’ for shared decision making.

involvement in decision making. « This study investigated family physicians’ views on the types of diffi-

cult decisions their patients face, the factors that make decisions dif-
ficult for patients, the interventions family physicians use to support
patients’ decisions, and the interventions proposed by the Ottawa
framework.

« The 5 changes physicians most frequently intended to make in prac-
tice were to assess patients’ values, to ask for patients’ preferred role
in decision making, to screen for and identify decisional conflict,
to assess support or undue pressure from others, and to increase
patients’involvement in decision making.

CONCLUSION The ODSEF process and related tools
have the potential to broaden family physicians’
views on supporting patients facing difficult
decisions.
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Aider les patients a prendre des décisions
difficiles en matiere de soins
Utilisation du guide Ottawa Decision Support Framework

France Légaré, mp, PHp, ccFp,FcFp Annette C. O’Connor, rN,PHD  lan D. Graham, pHD
Danielle Saucier, mp, mep, ccrp, Fcrp - Luc Coté, pHp  Michel Cauchon, mp, ccrp rcrp Line Paré

OBJECTIF Déterminer I'opinion des médecins de famille sur les facteurs qui font que les patients ont de
la difficulté a prendre des décisions en matieére de soins, établir les moyens utilisés par les médecins
pour les assister dans ces décisions et discuter des interventions proposées par le guide Ottawa Decision
Support Framework (ODSF).

TYPE D’ETUDE Treize groupes de discussion.
CONTEXTE Cinq établissements de médecine familiale.
PARTICIPANTS Cent vingt médecins de famille.

INTERVENTIONS Les éléments de cet essai de mise en place aux aspects multiples comprenaient les réactions
des participants, un rappel en situation clinique réelle et un atelier interactif. Durant l'atelier, on demandait
aux meédecins de famille de commenter 2 vidéos montrant la conclusion d’une consultation fictive dans
laquelle une patiente doit prendre une décision concernant I’hormonothérapie. Une des vidéos montrait la
facon habituelle tandis que I'autre utilisait I’ODSF et les outils associés. Pour I'analyse du contenu, on a utilisé
les observations de non-participants, les notes prises sur le vif, les documents fournis par les participants
durant les ateliers et les commentaires retrouvés dans les questionnaires distribués a la fin de I'intervention.

PRINCIPAUX PARAMETRES ETUDIES 1 opinion des médecins concernant les types de décisions difficiles
auxquels sont confrontés les patients, les facteurs qui rendent ces décisions difficiles pour les patients,
les moyens utilisés par les médecins de famille pour aider les patients dans ces décisions et les
interventions proposées par I’ODSF.

RESULTATS L’incertitude et la crainte d'effets indésirables étaient les deux facteurs les plus fréquemment
cités pour expliquer la difficulté a prendre des décisions. Avant de connaitre I’ODSF, les participants avaient

surtout utilisé des stratégies axées sur I'information
pour guider la décision des patients. Apres avoir SONEDERERERRDUREDACTENR

pris connaissance de I'ODSF, ils ont en trés grande « Daprés certaines données empiriques, les médecins seraient mal a
majorité reconnu qu'il était primordial d’'évaluer Iaise lorsqu'ils doivent encourager les patients a prendre des décisions
les valeurs du patient. A la fin de l'atelier, les cinq etils n‘auraient pas encore adopté un mode de décision partagé.

changements que les participants se proposaient le « Le document Ottawa Decision Support Framework (ODSF) a été conqu

plus souvent d’adopter dans leur pratique étaient, par
ordre d’'importance : établir les valeurs du patient,
s’informer du réle qu'il préfere jouer dans la prise de
décision, rechercher tout conflit décisionnel, évaluer
le support et les pressions indues de I'entourage, et

pour servir de guide aux interventions destinées a préparer les
patients et les professionnels de la santé a collaborer ensemble a la
prise de décision.

« (ette étude voulait savoir ce que les médecins de famille pensent des

augmenter la participation du patient a la décision. types de décisions qui confrontent leurs patients, des interventions
utilisées par les médecins pour les aider dans ces décisions et des
CONCLUSION 1’utilisation de I’ODSF et des outils interventions proposées par le quide ODSF.

associés est susceptible de donner aux médecins . pamj les changements que les médecins avaient intention dadopter
de famille une vue élargie de l'aide qu’ils peuvent

. o T Svs dans leur pratique, les plus fréquemment cités étaient les 5 suivants:
apporter au patient confronté a une décision difficile.

établir les valeurs du patient, lui faire préciser le role qu'il souhaite
jouer dans la prise de décision, dépister et identifier les conflits déci-
sionnels, évaluer le support et les pressions indues de I'entourage, et

Cet article a fait I'objet d’une révision par des pairs. 8 e TS PSS =
accroitre la participation du patient a la prise de décision.

Le texte intégral est accessible en anglais a www.cfpc.ca/cfp
Can Fam Physician 2006;52:476-477
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ecent years have seen the emergence of shared
Riecision making, a process whereby decisions are
hared by patients and doctors, informed by the
best evidence available, and weighted in light of patients’
individual characteristics and values.' In accordance with
a patient-centred approach,?® shared decision making
aims to enable patients “to take an active role in decid-
ing about and planning their health care.”*> A systematic
review of shared decision-making programs indicates
that, compared with usual care or simple information
leaflets, these programs performed better in terms of dis-
seminating more information, encouraging patients to
have more realistic expectations, lowering decisional con-
flict, increasing the proportion of people active in decision
making, reducing the proportion of people remaining
undecided, and fostering greater agreement between val-
ues and choice of therapy.

The National Population Health Survey carried out in
1996-1997 revealed that 81% of Canadians visited a pri-
mary care physician at least once that year.” In popula-
tion studies dealing with the question of health decision
making, Canadians indicated their desire to participate
actively in the decision-making process.® They indicated
also that counseling by a physician continues to be the
way they prefer to receive information before they make
health decisions.” When faced with health-related deci-
sions, Canadians expect their physicians to have the
necessary skills to ensure adequate decision support or,
at least, that their physicians can direct them to trust-
worthy resources. Empirical data indicate, however, that
physicians are uncomfortable with actively engaging
patients in decision making'*'* and that they have not
yet adopted the concept of shared decision making.”!!-1°

It is in this context that new conceptual frameworks
for shared decision making have emerged.!'¢ The Ottawa
Decision Support Framework (ODSF) was devised to
guide development of interventions aimed at preparing
patients and providers for shared decision making.'¢!”
The ODSF helps patients and providers make their way
through a structured process of shared decision making.
One of the ODSF’s important contributions is to identify
decisional conflict as one of the key elements in deci-
sion making. Decisional conflict can be expressed as a
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Supporting patients facing difficult health care decisions

state of uncertainty about which course of action to take
when the choice among competing actions involves
risk, loss, regret, or a challenge to personal life values.'®
Identification of decisional contflict is one of the key skills
taught to health care providers learning about shared
decision making.!"” Conflict can be assessed using the
Decisional Conflict Scale (DCS).2°

This paper reports on data collected during a large
trial of implementing the ODSF in primary care. We
investigated family physicians’ views on the types of dif-
ficult decisions their patients face, the factors that make
decisions difficult for patients, the interventions physi-
cians use to support patients making difficult decisions,
and the interventions proposed by the ODSF.

METHODS

Study design and participants

A large before-after implementation trial of the ODSF
included a qualitative assessment of family physicians’
views on the ODSF (this study), a theory-based evalu-
ation of a multifaceted intervention to implement the
ODSF and the DCS in clinical practice, and an assess-
ment of the effect of implementing the ODSF on the
agreement between physicians and their patients on the
DCS. This implementation trial was conducted in 5 of 8
family practice units affiliated with one department of
family medicine. Clinical teachers and residents in fam-
ily medicine were the target participants. The inclusion
criterion was to be involved in outpatient clinical activi-
ties at the family practice unit during the time the study
was conducted. Informed consent was obtained from all
clinical teachers and residents.

Data collection

During the implementation trial, the multifaceted imple-
mentation strategy comprised individual feedback, a
reminder at point-of-care, and an interactive workshop.
The interactive workshop offered sufficient time for a
demonstration of the ODSF and a structured group dis-
cussion. The workshop was also used to collect data on
participants’ views on the ODSF. The principal investi-
gator facilitated the workshop with a cotrainer from the
clinical site. After a brief introduction, participants in
the workshop were asked to write down 2 difficult deci-
sions their patients face. To elicit participants’ views on
supporting patients facing difficult decisions, 2 videos
showed the concluding phase of a simulated clinical
encounter between a family physician and a middle-
aged woman facing a decision about hormone therapy.
The first video presented usual care. Participants were
invited to identify factors that made the decision diffi-
cult for the woman, interventions the physician used to
provide decision support, and other interventions they
would have used to provide decision support.
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Workshop participants were then introduced to the
ODSF process and tools. After this short didactic pre-
sentation, a second video showed the same simulated
encounter with the physician using the ODSF process
and tools to support the woman’s decision making.
Participants then discussed new interventions the phy-
sician had used to provide decision support and other
interventions they would suggest.

A trained anthropologist acted as a non-participating
observer at the workshops. She wrote a report after each
workshop. This report included verbatim comments by
participants, her perception of participants’ understand-
ing of and interest in the material presented, and gen-
eral comments on group dynamics. Within a few days
of the workshop, each report was reviewed by the prin-
cipal investigator, who also took field notes at the end
of each workshop. After each workshop, participants
completed evaluation forms on which they identified 2
changes they intended to make in practice.

Analysis and coding

The principal investigator and a research assistant
analyzed the content of all reports and notes.?!2> For
each workshop, both assessors independently read the
written material and identified the unit of text relevant
to each of the topics under study. Each unit of text
was then coded according to the relevant and previ-
ously established code lists. The 2 assessors discussed
any units of text that could not be coded under the
established lists and created new codes if necessary,
thus refining and expanding the preliminary code lists.
The 2 assessors resolved any disagreements through
discussion.

Codes were then aggregated into themes, and
themes were aggregated into main categories. Data
matrices were used to identify the point of informa-
tion redundancy?; they also helped to identify varia-
tions across workshops and across family practice
units.?® Categories and underlying themes were
ordered according to the number of workshops in
which they were identified. For each theme, specific
quotations from data sources were kept for the final
report to ensure that interpretations were trustwor-
thy.?* Cotrainers and the non-participating observer
were sent an interim report of the results and invited
to provide feedback (member checking).?* The study
was approved by the University of Ottawa’s Research
Ethics Committee and the research ethics committees
of the 5 institutions where the trial was conducted.

FINDINGS

Participants
Between November 20, 2003, and March 10, 2004, 67
clinical teachers and 53 residents in family medicine
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enrolled in the overall implementation trial (response
rate was 75%). In the only site that serves as a “Groupe
de Médecine Familiale,” 1 nurse and 1 nutritionist also
enrolled, so 122 providers were included in the over-
all trial. Figure 1 presents the flow of participants for
the sample frame. Table 1 lists characteristics of the
105 physicians and residents who were enrolled in the
overall trial and who participated in 1 of the work-
shops. Forty did not participate (9 clinical teachers and
31 residents).

At one site, because of organizational constraints,
clinical teachers did not give permission to contact
their residents (n=17). Compared with the 120 physi-
cians and residents participating in the study, the 23
who did not participate were more likely to be male
(P=.02) but were of similar status (ie, first-year resi-
dent, second-year resident, or clinical teacher) (P=.06).
When compared with the clinical teachers who partici-
pated (n=67), the 9 who did not participate were more
likely to have been in practice for 30 years or more
rather than less than 30 years (P=.02). We collected
115 individual evaluation forms because all provid-
ers from each family practice unit were invited to the
workshop even if they were not enrolled in the overall
trial. Of the 121 exit questionnaires collected at the end
of the implementation trial, 41 contained participants’
written comments.

Table 1. Characteristics of the 105 physicians who attended the
workshops and were enrolled in the main implementation trial:
Physicians and residents were a mean of 41.7 (£7.3) and 28.1 (+4.9) years
old, spent amean of 43.1 (+8.7) and 44.3 (15.4) hours in professional
activities,* and saw a mean of 42.6 (+21.9) and 27.5 (+20.3) patients each
week in consultation, respectively.

CLINICAL TEACHERS RESIDENTS
N=62 N=43
CHARACTERISTICS N (%) N (%)
SEX: Female physicians 37(59.7) 33(76.7)
DIPLOMAS (OTHER THAN MEDICAL DEGREE)*
Baccalaureate 19(30.7) 11(25.6)
Master of Science 10 (16.1) 5(11.6)
Doctorate 7(11.3) 6(14.0)
Other 3(4.8) 2(4.7)
PREFERRED DECISION-MAKING STYLE
Patient alone 5(8.1) 5(11.6)
Patient after considering physician’s 22 (35.5) 12(27.9)
opinion
Patient and physician 23(37.1) 20 (46.5)
Physician alone after considering 9(14.5) 6(14.0)
patient’s opinion
Physician alone 0(0) 0(0)
Did not answer 3(4.8) 0(0)

*(ategories are not mutually exclusive.
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Figure 1. Flow of participants for the sample frame of family physicians

4.0 DID NOT PARTICIPATE Eligible:

31 residents (17 clinical teachers on site 2 did not agree to in- 76 clinical teachers and 84 residents (N = 160)
vite residents to participate, 6 had no interest, 4 had no time, I

3 had unknown reasons, and 1 was on a rural rotation) and <—m

9 clinical teachers (4 had no time, 3 had personal preoccupa- *

tions and not enough clinical time in the clinical site,
1 was new to the job, and 1 had too little clinical time)

Enrolled:
67 clinical teachers and 53 residents (N = 120)

9 DID NOT RECRUIT ANY PATIENTS IN PHASE 1 < m

5 residents (2 enrolled late, 1 left the clinical site, 1 with- *
drew,* 1 had unknown reasons) and 4 clinical teachers (had Began recruiting phase 1:

too little clinical time in the clinical site) 63 clinical teachers and 48 residents (N=111)

20 RECRUITED FEWER THAN 5 PATIENTS

19 residents (13 had too little clinical time in the clinical site, <—m
2 did not have time to finish recruitment before the sched-

uled workshop, 1 had no time, 1 was insecure, and 1 left the

clinical site for a rural rotation) and 1 clinical teacher (went

on maternity leave) Recruited 5 patients in phase 1:

62 clinical teachers and 29 residents (N =91)

\l

5 DID NOT PARTICIPATE IN THE WORKSHOP
4 residents (3 had too much work and 1 was on holiday) and =~ <€ B
1 clinical teacher (had too much work)

Participated in workshop:

11 RECRUITED FEWER THAN 5 PATIENTS 61 clinical teachers and 25 residents (N = 86) who
10 residents (5 had not enough dlinical time in the linical also recruited 5 patients (overall, 105 participated)

site, 1 had ineligible patients, 1 left the clinical site for a rural I

rotation, 2 were on maternity leave, and 1 was on holiday) <—m

and 1 clinical teacher (left the clinical site) +
Recruited 5 patients in phase 2:

60 clinical teachers and 15 residents (N = 75)

*0One participant who did not recruit patients in phase 1 participated in the
workshop and recruited 1 patient in phase 2.
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Difficult decisions and

views on supporting patients

No new information was provided after the eighth work-
shop. Cancer therapy was the only difficult decision that
was mentioned in all 13 workshops; antidepressant
drug therapy was mentioned in 12. Level of care, life-
style issues, screening tests, and hormone therapy were
the next most frequently mentioned difficult decisions.
There was consensus among participants that the first
video reflected usual care accurately. In more than half
the workshops, and in order of importance, the most
frequently cited categories and related themes under
“factors that made the decision difficult for the patient”
were experiencing uncertainty; fear of adverse out-
comes; symptoms; support or undue pressure (percep-
tions of others and lack of advice from the physician);
and balancing conflicting information, understanding
information, lacking information on alternatives and on
hormone therapy, receiving too much information, and
judging the source of information to be unreliable.

In 4 workshops, some participants thought the patient
had no difficulty making her decision about hormone
therapy. In 3 workshops, some participants thought that
when a patient says she is unsure, it is a polite way of
saying no to the option being offered by the physician.

When asked about strategies used by the physician
in the first video to provide support (usual care), the
most frequently cited strategy was discussion of infor-
mation. Related themes are listed in Table 2. No new
data emerged after the eighth workshop. When asked
about other strategies that could have been used to pro-
vide decision support, participants in more than half
the workshops identified, in order of importance, explo-
ration of fears, discussion of information and roles in
decision making, and exploration of support or undue
pressure. One item, “ask questions in another way,” was
added in the 11th workshop.

Views on the ODSF process and tools

After being introduced to the ODSF, participants watched
the second video in which the physician used the ODSF
process and tools. When asked about the new strat-
egies used by the physician to provide decision sup-
port (Table 2), participants in 12 out of 13 workshops
identified discussion of values. In more than half the
workshops, participants also identified discussion of role,
support or undue pressure, and decision-making status.
No new strategies were identified after the 10th work-
shop. After seeing the second video, the most frequently
identified other strategy participants mentioned was dis-
cussion of alternatives to hormone therapy. No other
strategies were suggested after the 12th workshop.

Intended changes in practice
On the evaluation forms completed at the end of each
workshop, the 5 most frequent changes in practice
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participants intended to make were to assess patients’
values, to ask for patients’ preferred role in decision
making, to screen for and identify decisional conflict, to
assess support or undue pressure from others, and to
improve patients’ involvement in decision making.

DISCUSSION

Results of this study contribute to knowledge in the area
of translating shared decision making into primary care
practice for several reasons. First, participants provided
a comprehensive list of difficult decisions they perceived
their patients faced. These results are consistent with
those of a large population-based survey of Canadians
regarding their needs in health-related decision mak-
ing.® This is interesting because it suggests that family
physicians who participated in this study agreed with
the health decision-making needs expressed by a sam-
ple of Canadians who were not health professionals.
Therefore, this list could inform developers of decision
aids about key areas to explore to improve their clinical
relevance for primary care.

Second, these results provide insight into how three
quarters of the clinical teachers and residents in one
department of family medicine in Canada view a deci-
sion support intervention aimed at facilitating patients’
involvement in decision making, that is, shared decision
making. In both videos used in this study, the simulated
patient provided numerous cues to help participants
identify decisional conflict.?® In the first video depict-
ing usual care, at the end of the clinical encounter, the
woman said she was still unsure (hallmark of decisional
conflict). Nevertheless, in 4 separate workshops, some
participants thought she had no difficulty. In 3 work-
shops, hesitation was interpreted as a polite way for
the patient to say no to hormone therapy. This suggests
some physicians still need to learn how to identify deci-
sional conflict, a key skill in informed and shared deci-
sion making.'

Third, following the first video, when asked about the
factors that made the decision difficult for the simulated
patient, participants in fewer than one third of the work-
shops mentioned the possible need to balance or clarify
values. After the first video, when asked about the strat-
egies the physician had used to provide decision support,
participants identified mostly information-related strat-
egies. This is interesting, given the fact that there was
general consensus that the first video showed usual care.
This is congruent with results of previous studies that
showed that physicians tend not to ask patients about
their values.'22¢ This suggests that family physicians
need tools to help them attend to patients’ values, a key
component of informed and shared decision making.'

Fourth, following the first video, the other strategy
participants most frequently said they would have used
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Table 2. Actions taken by physicians to provide decision support to simulated patients in the first and second videos

NO. OF WORKSHOPS
IN WHICH THEME WAS

NO. OF WORKSHOPS
IN WHICH THEME WAS

MENTIONED AFTERFIRST ~ MENTIONED AFTER SECOND
VIDEO (SHOWING USUAL VIDEO (SHOWING NEW
THEME REPRESENTATIVE EXCERPTS OF QUOTATIONS* CARE) ACTIONS)
DISCUSS INFORMATION
Give information She [the physician] gives information 1 2
Balance information She balances risks and benefits 9 0
Provide numbers, translate risk into She puts numbers on the incidence of risks 8 0
natural frequencies
Translate information into accessible The language was accessible 5 3
language
Check for understanding She checked whether the patient understood 3 1
Ask about symptoms [The physician] has taken into consideration how symptoms affect 0 6
patients’ quality of life
Check patient’s previous knowledge [The physician] sought to determine how much information the 0 5
patient already had; identifying the patient’s knowledge (or
incorrect beliefs) to adjust her target
EXPLORE FEARS OR WORRIES: Ask leading  She opens a door to allow her patient to express her worries 9 2
questions about fears or worries
PATIENT-CENTRED APPROACH: Tailor to She begins with general information and then she personalizes it; 8 3
patient her approach is more centred on the patient
COMMUNICATION TECHNIQUE
Ask open-ended questions She finishes with an open question: “Is there something | can do to 8 2
help you?”
Have an open attitude The physician offers an opening, a possibility for another encounter 7 1
if [the patient] wants it
Show empathy She said: “I understand you; you are right” 6 1
Answer questions She answered the questions 1 0
Use “too cookbook” a process | have the feeling that the decision switched suddenly; this is a little 0 3
bit artificial. But the way that the different elements were brought
in, it was not too bad; a resident would have performed well if he or
she had presented us with this
Use a less “cookbook” process Both were less stiff 0 1
Take into account stages of decision She [allowed the patient] time to think about it; she accepted her 8 0
making rhythm
DISCUSS DECISION-MAKING STATUS
Recognize and validate that this is a She assures the patient, who is not at ease with feeling ambivalent, 5 7
difficult decision that ambivalence is normal
Identify that a decision was being made  [The physician] made the patient aware that a decision was being 0 2
made
DISCUSS ROLE IN DECISION MAKING AND ROLE OF SUPPORT OR UNDUE PRESSURE
Do not try to influence the decision (no  She does not take a position. She could have taken a clearer position 5 0
pressure) (I personally have been prescribing it for years and did not see any
problems) but she did not; this is positive for a physician
Leave the decision to patients The physician presented herself as an expert but allowed the 3 0
patient to decide for herself
Ask for preferred role in decision making  [The physician] asked the patient about her preferred role in 0 1
decision making
Explore support or undue pressure I liked the questions about the undue pressure. We have a lot of 0 8
social pressure nowadays with the Internet, new drugs that are
presented on TV, a little bit everywhere. Also, the pressure from
others, friends
REASSURE PATIENTS: Normalize the The patient was presented with the downside, which is scary. But 1 0
situation the physician has tried to reduce the drama of the situation
DISCUSS VALUES: Assess values The physician was more specific in asking about the patient’s values; 0 12

they were targeted

*Translated from French.
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to provide decision support was exploration of fears
or worries. This is congruent with the content of the
OPTION scale that assesses physicians’ behaviour in
involving patients in decision making.'> The OPTION
scale was developed by a group of general practitioners
in Wales, UK, and, therefore, is not based on the ODSF.
This agreement between the ODSF and the OPTION
scale suggests that exploration of fears or worries is
a key component of what family physicians perceive
shared decision making to be. These findings also sug-
gest that family physicians still view their role as one of
providing reassurance and one cherished by patients?”
and physicians.?® Yet, it is still unclear how providing
reassurance to patients is compatible with promoting
their involvement in decision making.

Last, following the second video in which the phy-
sician used the ODSF structured process and related
tools, participants clearly identified some key compo-
nents. Most frequently they mentioned discussion of the
patient’s values, followed by discussion of role, support
or undue pressure, and decision-making status. This
list of strategies is quite similar to the list of changes
that participants intended to make in their practices
and could be a predictor of change in physicians’ prac-
tice behaviour.? This suggests that the ODSF could help
health care providers pay more attention to patients’
values.*

Limitations

In spite of its interesting findings, this study has limi-
tations. First, we used qualitative methods to explore
family physicians’ views on supporting patients facing
difficult health care decisions and on use of the ODSF.
Qualitative approaches cannot provide background for
inferential interpretations of data.

The principal investigator’s previous personal and
professional experiences might have influenced inter-
pretation of results.?! To reduce this influence, data were
collected by a trained anthropologist who acted as a
non-participating observer. Triangulation of data was
employed (verbatim reports and participants’ written
comments), and data were analyzed for content with the
help of 1 independent research assistant who had not
participated in the trial before this stage. Member check-
ing of the interim report was carried out, and represen-
tative excerpts from the data sources were provided.

Second, this study was conducted in academic clini-
cal settings where the patient-centred method is valued
and taught. Therefore, we cannot assume that these
results are transferable to other types of clinical settings.

Third, we adapted our group discussion to fit a 1.5-
hour interactive workshop. It is possible that partici-
pants did not have enough time to discuss the topic and
that important comments were not collected. We did our
best in light of the fact that “few resources are available
for clinical effectiveness activities and there is a need
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for maximizing benefits from any one of those.”*? Data
matrices showed that, for most questions, we were able
to reach saturation within the number of workshops that
were conducted.

Finally, 43 of the 53 residents who enrolled in the
overall trial participated in the workshop. Only 15 of
these, however, were able to complete the entire imple-
mentation trial. More needs to be done to ensure partici-
pation of residents in implementation trials. Perhaps it
will be necessary to ensure that they can recruit patients
at other clinical sites.

Conclusion

Despite its limitations, the contribution of this study is
both methodologic and substantive. The method devel-
oped to identify physicians’ views on decision support
and on use of the ODSF could be of interest to health
services researchers. The interactive workshop served
as a component of a multifaceted implementation strat-
egy. It also served as a strategy for comprehensive data
collection from a large group of health professionals in
a relatively short period. Given the importance of family
physicians’ exploring patients’ fears or worries, future
research should assess how providing reassurance to
patients relates to promoting patients’ involvement in
decision making. This new knowledge will facilitate
implementation of shared decision-making processes
in the context of family medicine in Canada, a topic that
has been woefully under-studied. [’3
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