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Objective To identify the determinants of the intention of
physicians to screen for decisional conflict in clinical practice.

Background Screening for decisional conflict is one of the key
competencies when educating health professionals about shared
decision making. Theory-based knowledge about variables predict-
ing their intention to screen for decisional conflict in clinical practice
would help design effective implementation interventions in this
area.

Design Data of two cross-sectional surveys embedded within a
large implementation study of the Ottawa Decision Support
Framework (ODSF) in primary care.

Setting and participants In total, 122 health professionals from five
family practice teaching units.

Methods Intention to screen for decisional conflict in clinical
practice was defined as the intention to use the clinical version of
the Decisional Conflict Scale (DCS) with patients at the end of the
clinical encounter. It was assessed at the entry and the exit from this
study. Both intentions were entered as a dependent variable in
multivariate analyses.

Main results At entry, the intention was influenced by: attitude
(P < 0.001), subjective norm (P < 0.001), perceived behavioural
control (P < 0.001) and clinical site (P < 0.05). On exit, it was
influenced by: subjective norm (P < 0.001), perceived behavioural
control (P < 0.001), clinical site (P < 0.05), international
Continuing Medical Education (CME) (P < 0.05), other diplomas
(P < 0.05) and intervention (P < 0.05). In post hoc analyses, there
was a statistically significant difference between entry and exit in the
impact of the level of exposure to the multifaceted implementation
intervention on the intention (P = 0.003).
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Conclusions Variables predicting the intention of health professionals
to screen for decisional conflict in clinical practice using the DCS
change over time suggesting that effective implementation interventions
in this area will need to be modified longitudinally.

Introduction

Patients’ involvement in decisions

In recent years, interest in having patients par-
ticipate actively in decision making has
increased.! In this context, the process by which
patients are engaged to share their preferences
and become involved in primary health-care
decisions is changing.? Shared decision making
is defined as a process by which a health-care
choice is made by practitioners together with the
patient® and is said to be the crux of patient-
centred care.* It includes the following compo-
nents: establishing a context in which patients’
views about treatment options are valued and
deemed necessary; reviewing the patient’s pref-
erences for role in decision making and the
existence and nature of any uncertainty about
the course of action to take (i.e. decisional
conﬂic‘[);3‘5 transferring technical information;
making sure patients understand this informa-
tion; helping patients base their preference on
the best evidence; eliciting patients’ preferences;
sharing treatment recommendations; and mak-
ing explicit the component of uncertainty in the
clinical decision-making process.® Therefore,
one of the key competencies for shared decision
making encompasses the identification of
decisional conflict in patients facing difficult
decisions.’

Decisional conflict can be expressed as a state
of uncertainty about which course of action to
take when choices among competing actions
involve risk, loss, regret, or challenge to personal
life values.” The short clinical version of the
Decisional Conflict Scale (DCS) that is provided
by the Ottawa Decision Support Framework
(ODSF) helps to quickly assess decisional con-
flict in patients, identify the areas that need to be
addressed in order to provide decision support.®
From a theoretical perspective, as pointed out

by Towle and Godolphin (1999), reviewing in
patient the existence and nature of any uncer-
tainty about the course of action to take (i.e.
decisional conflict) is one of the key competen-
cies of informed shared decision making.™ In
other words, use of the short clinical version of
the DCS by health professionals in clinical
practice is an important step towards shared
decision making. Based on the ODSF, the DCS
is a multidimensional scale that assesses five
dimensions: uncertainty and its determinants
(knowledge, value, support and effective
choice).® Therefore, one could argue that sys-
tematically assessing decisional conflict in
patients using the DCS would encompass many
of the key competencies of informed shared
decision making. Indeed, from an empirical
perspective, decision aids are known for reduc-
ing decisional conflict and fostering shared
decision making between patients and their
physicians.”'°

Existing data suggest that health profes-
sionals have not yet adopted shared decision
making.!"'® If shared decision making is
desirable, more will need to be performed to
understand what factors hinder or facilitate its
implementation in clinical practices.'* We
completed a systematic review that found 31
publications of 28 unique studies in 15 coun-
tries that reported on barriers and facilitators
to implementing shared decision making in
clinical practice as perceived by health profes-
sionals.'"> However, only two studies were
explicit in their use of a conceptual framework
or a theory pertaining to the assessment of
barriers and/or facilitators to the implemen-
tation of best practices in clinical practice.'®"’

Thus, at the time this study was conducted,
most of the studies that had been conducted to
improve our understanding of the implementa-
tion of shared decision making in clinical prac-
tices had no clear theoretical basis. This is of
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some concern as it has been acknowledged that
more attention needs to be given to the combi-
nation of different theories that could help us
understand professional behaviours'®!® and
design effective implementation strategies.”” This
call for action is congruent with specific recom-
mendations by Briss and colleagues (2000) who
argued that research for interventions to
improve informed decision making about cancer
screening would need to include the application
of theoretical models, standardization of out-
comes and diverse ethnic groups.?!

The theoretical basis of changing health
professionals’ behaviour

The theory of planned behaviour (TPB) is well
known through its previous applications to the
study of health professionals’ behaviours.*> >’
The theory of planned behaviour provides a
theoretical account of the way in which attitude,
subjective norm and perceived behavioural
control combine to predict a given behavioural
intention.’® This theory postulates that when the
individual has some control over a situation,
intention is the immediate determinant of
behaviour.”> Attitude is conceptualized as a
disposition to respond favourably or not to an
object, person, institution, or event, that is, a
personal positive or negative evaluation of the
consequences associated with performing the
behaviour in question.?” Subjective norm deals
with perceived normative prescriptions and
refers to a perceived social pressure to perform
the particular behaviour of interest. Perceived
behavioural control is a measure of the amount
of control the individual perceives he/she has
over the behaviour in question. It reflects the
individual’s perception of barriers or facilitating
factors likely to influence his/her adoption of
the behaviour. In the case of non-volitional
behaviour (i.e. when the individual has no con-
trol over the behaviour of interest), perception
of control may have a direct influence on the
behaviour itself and be its sole determinant. For
example, in a situation where a physician would
like to prescribe a specific drug that is not
available in his/her country.

According to the authors of this theory, so-
ciodemographics and other variables will influ-
ence behaviour through their influence on the
attitude, the subjective norm and the perceived
behavioural control.?? Successful behavioural
change will occur only if the underlying deter-
minants of intention (i.e. attitude, social norm
and perceived behavioural control) change.
Therefore, identification and monitoring of the
behavioural intention as well as its determinants
over time has the potential to inform as to the
nature, content and impact of interventions
targeting  behavioural change. However,
although the theory of planned behaviour has
proven useful when studying health related
behaviours, a review by Godin and Kok (1996)
found that components of this theory explain on
average 41% of the variance in intention and
31% of the variance in behaviour.”> More
recently, a systematic review of 422 longitudinal
studies found that intentions accounted for 28%
of the variance in behaviour, on average.’'
Results from these systematic reviews suggest
that other variables must play a direct role on
the behavioural intention as well as on the
behaviour itself.

Uncertainty is a key component of shared
decision making.>*? Gerrity has provided a
conceptual model of the influence of physicians’
reactions to uncertainty (PRU) on decision
outcomes.>>3* Briefly, in this model, the medical
problem and characteristics of patients create
the uncertainty inherent in the clinical encoun-
ter.** Characteristics of physicians influence
their reaction to uncertainty. In turn, the deci-
sion-making process occurring during the clini-
cal encounter between a patient and a physician
is under the influence of the uncertainty inherent
in the clinical encounter and the PRU. Patients
and physicians interact to produce a set of
decisions® that in some cases will be translated
into physicians’ behaviour.>* The decision out-
come and, on some occasions, the physician’s
behaviour, may be modified by external sources
such as source of payment, practice settings,
etc.’>** Physicians’ reaction to uncertainty is
composed of four main constructs: anxiety due
to uncertainty, concern about bad outcomes,
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reluctance to disclose uncertainty to patients and
reluctance to disclose mistakes to physicians.**
Previous research showed that physicians’ reac-
tions towards uncertainty were significantly
associated with disclosure of uncertainty to
patients during clinical encounters® as well as
with resource use and costs.*® This is interesting,
given the possible influence of physicians’ atti-
tudes toward uncertainty on the adoption of
shared decision making. First, if disclosing
uncertainty to patients is a key component of
shared decision making, it is possible that phy-
sicians who are reluctant to do so and who are
more anxious when facing uncertainty will be
less likely to adopt this model of decision
making.

Second, in line with the diffusion of innova-
tion theory, it is also possible that physicians’
reactions toward uncertainty might influence
their adoption of shared decision making.*” In
this framework, the innovation is defined from
the perspective of the potential adopters as an
idea, technology, or process that is perceived as
new to them.?” New ideas carry some degree of
uncertainty for the potential adopters.’” Earlier
adopters are better able to cope with uncer-
tainty.®” In other words, physicians who are
more anxious about uncertainty may be less
inclined to adopt a new process of decision
making. According to the diffusion of innova-
tion theory, other characteristics of physicians
such as number of years in formal education,
social participation and a cosmopolitan per-
spective may also influence adoption of shared
decision making. A cosmopolitan perspective is
defined by the degree to which the physician
looks beyond his local situation for guidance
and satisfaction related to his work.*® It was
found to be associated with a more rapid
adoption of innovation among physicians.***

Consequently, embedded within a large
implementation study of the ODSF in primary
care, we used the theory of planned behaviour
to conduct two cross-sectional surveys of par-
ticipating health professionals.*” These surveys
aimed at identifying the determinants of these
health professionals’ intention to screen for
decisional conflict using the short clinical
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version of the DCS in clinical practice. This
would in turn provide an enhanced theoretical
foundation for future implementation studies
of shared decision making in clinical practice
most specifically for those targeting the
implementation of screening for decisional
conflict, one of the key competencies of shared
decision making. We hypothesized that
attending an interactive workshop about the
ODSF,*' receiving feedback®* and being
reminded at the point of care about the
ODSF* would positively influence the inten-
tion to use the DCS afterwards. We also
hypothesized that PRU would be associated
with this behavioural intention and would be
responsible for explaining a portion of its
variance above those attributed to attitude,
social norm and perceived behavioural control.
Last, we hypothesized that number of years in
formal education, social participation and a
cosmopolitan perspective would also be asso-
ciated with the intention to use the DCS in
clinical practice.

Methods

Main study design

A Dbefore-and-after study design was used to
assess the impact of implementing the ODSF in
clinical practice on the agreement between
patients’ decisional conflict scores and those of
their primary care provider.*> The entire study
was conducted in French. Briefly, health pro-
fessionals were invited to participate in this
study to assess the impact of the process offered
by this framework on the agreement between
their patients’ decisional conflict and their own.
At entry into the study, they signed a consent
form and completed a questionnaire. During the
phase 1 recruitment period, they recruited five
patients from their clinics for whom they felt a
decision had been made. Both the health pro-
fessional and the patient completed a post-clin-
ical encounter questionnaire that assessed their
respective level of decisional conflict. Health
professionals then participated in an interactive
workshop during which they shared their views
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on decision support and on barriers and facili-
tators to implementing the ODSF in their
practice.**** They also received feedback on the
agreement between their patients’ decisional
conflict and their own. During the phase 2
recruitment period, they also received a
reminder about the framework. At the end of the
trial, they completed a last questionnaire.
However, building on the main study trial, we, a
priori, planned for assessing and monitoring the
intention of health professionals to screen for
decisional conflict in clinical practice as well as
its determinants using the theory of planned
behaviour. Therefore, this paper reports on data
collected during the two cross-sectional surveys
that relate to this assessment: at entry into and
exit from the study.

Health professionals’ sample

Clinical teachers and residents from five urban
family practice teaching units (FPTUs) were the
target participants. Each of these urban FPTUs
has a roster of patient-visits a year that ranges
from about 15000 to 25 000. The inclusion
criterion for clinical teachers and residents in
family medicine participating in this before-and-
after study was to be involved in outpatient
clinical activity at one of these FPTUs during
the time the study was conducted. There was no
financial compensation for participants.

Data collection and procedure

Data were collected by means of a self-admin-
istered questionnaire that was comprised of two
sections based on the theoretical frameworks
that were identified for this study.?**3*37 Items
derived from the theory of planned behaviour
were generated based on previous work on
health  professionals’ behavioural inten-
tion.?*>>2%28:2% The behaviour under study was
defined according to three elements: the target at
which the behavioural disposition is directed (a
short clinical version of the DCS); the particular
action involved (the use of the DCS with
patients); and the context in which the action
occurs (at the end of the clinical encounter).?

The time of its occurrence was not defined. In
the present study, only the main constructs of
the theory of planned behaviour were assessed.
The entry questionnaire was pilot-tested at 2-
week interval with a group of 19 physicians in
private practice who did not participate in the
main study.

Outcome variable

Intention to use the DCS (INT) was assessed by
means of three items. After the general comment
‘At the end of a clinical encounter in which a
decision has been made, ..., physicians were
asked to answer the following questions on a 7-
point scale: ‘Using the DCS appears’ (‘very
unlikely’ to ‘very likely’); ‘I have the intention to
use the DCS’ (‘strongly disagree’ to ‘strongly
agree’); and ‘I estimated my chance of using the
DCS to be’ (‘very low’ to ‘very high’). The mean
of the composite score was computed (Cronbach
alpha = 0.79).

Explanatory variables

The direct measure of attitude (Aact) was
assessed by means of six items using a semantic
differential 7-point scale. Six pairs of adjectives
were used to assess Aact: ‘not very useful /very
useful’, ‘not very responsible/very responsible’,
‘not very satisfying/very satisfying’, ‘not grati-
fying/gratifying’, ‘not very pleasurable/very
pleasurable’ and ‘not very image-enhancing/very
image-enhancing’. Each pair of adjectives
appeared after the sentence: ‘At the end of a
clinical encounter in which a decision has been
made, for me, using the DCS would be ...". The
mean composite score of six items was computed
(Cronbach alpha = 0.85). Direct measure of the
subjective norm (SN) was assessed by means of
three items, each assessed on a 7-point scale.
Physicians were invited to indicate their level of
agreement with the following statements: ‘Most
of the persons who are important for me in the
profession would recommend that I use the DCS
at the end of a clinical encounter’, (‘strongly
disagree’ to ‘strongly agree’); ‘Most of the per-
sons who are important for me in the profession
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think it is preferable that I use the DCS at the end
of a clinical encounter’, (‘strongly disagree’ to
‘strongly agree’); ‘Most of the persons who are
important for me in the profession would be
favourable to my using the DCS at the end of a
clinical (‘strongly disagree’ to
‘strongly agree’). These three items were used to
compute a mean composite score (Cronbach
alpha = 0.79). Three items were included to
assess a direct measure of the perceived
behavioural control (PBC), each on a 7-point
response scale. The items were: ‘At the end of a
clinical encounter in which a decision has been
made, I see no barriers to using the DCS’
(‘strongly disagree’ to ‘strongly agree’); ‘For me,
at the end of a clinical encounter in which a
decision has been made, using the DCS would
be...” (‘very difficult’ to ‘very easy’). ‘At the end of
a clinical encounter in which a decision has been
made, I feel I am in control of using the DCS.’
(‘strongly disagree’ to ‘strongly agree’). These
three items were used to compute a mean com-
posite score (Cronbach alpha = 0.78). For all
above variables, a positive score indicated that
the physician expressed a positive evaluation of
the construct. After obtaining permission from
the authors, two subscales from the PRU*3*
were translated into French and included in the
questionnaire: anxiety about uncertainty (i.e. five
items, Cronbach alpha = 0.86) and disclosing
uncertainty to patients (i.e. five items, Cronbach
alpha = 0.79).

Number of years of formal education was
assessed by asking participants to indicate if they
had completed degrees other than their medical
degree and if so, to indicate the type of degree.
Social participation was assessed by asking
participants to indicate if they were participating
on committees and in continuing professional
education activities. A cosmopolitan perspec-
tive, the degree to which an individual is ori-
ented outside a social system, was assessed by
asking participants to indicate the nature of the
committees and of the continuing professional
education activities they were involved with:
institutional, local, national or international.
Awareness of the ODSF was assessed by asking
physicians if they knew of the DCS before

encounter’,
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entering the study (i.e. ‘yes’ or ‘no’). For those
who reported knowing the DCS before entering
the study, they were asked to estimate the per-
centage of clinical situations in which they had
used it. For those who reported not knowing
about the DCS before entering the study, they
were asked to estimate the percentage of clinical
situations in which it could be useful. On the exit
questionnaire, participants were asked to esti-
mate the percentage of clinical situations in
which the DCS could be useful, their potential
use of the DCS outside the study context and
their satisfaction with having been introduced to
the DCS (on a scale from ‘0’ ‘very low’ to 10
‘very high’). Sociodemographics (i.e. age, num-
ber of years in practice, gender and status),
number of patients seen in a week*® and number
of hours spent in professional activities*® were
also assessed. With in mind the other objective
of the overall project, to evaluate the impact of
the ODSF on the agreement of physicians and
their patients on the decision-making process,*
one further item, preferred role in decision
making,*’” was added to the entry questionnaire
of the health-care professionals.

Data processing and analysis

Using chi-square analysis and Fisher’s exact test
when appropriate, characteristics of participants
were compared with those of non-participants.
Descriptive analyses of participants were com-
puted. Given the pragmatic nature of the study
design, not all participants were exposed to all
components of the multifaceted implementation
intervention. Therefore, a posteriori, a new var-
iable was created to quantify the different levels
of exposure to the implementation intervention
and explore the influence of the level of exposure
to the intervention on the main outcome
(intention to use the DCS). This variable was
composed of three categories: no exposure (no
workshop, no feedback and no reminder at the
point of care), incomplete exposure (workshop
plus feedback on phase 1 recruitment period)
and complete exposure (workshop, feedback on
phase 1 recruitment period plus reminder at the
point of care during phase 2 recruitment period).
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Multiple regression analysis was used to test
the relationship between the intention to use the
DCS in clinical practice and the explanatory
variables. First, intention at entry was regressed
on attitude, subjective norm and perceived
behavioural control as measured at entry. Sec-
ond, intention at exit was regressed on these
variables as measured at exit. Third, the inten-
tion at exit was regressed on attitude, subjective
norm and perceived behavioural control as
measured at entry and on the other variables in
the same stepwise approach as the one presented
above. However, in this last model, the intention
at entry was entered as a covariate. In all three
models, additional explanatory variables were
entered as follows: physicians’ reaction to
uncertainty, sociodemographics including vari-
ables based on the diffusion of innovation
theory, previous knowledge of the DCS, expo-
sure to the intervention (‘no intervention’ served
as the referent category), clinical site (the clinical
site where the principal investigator was located
served as the referent category). In all three
regression models, variables that were not sig-
nificant at the level of P = 0.05 were removed.
Unstandardized estimates of the beta coefficients
as well as the adjusted R* are presented. To
explore the effects of level of exposure to the
implementation intervention on the change in
intention, attitude, subjective norm and per-
ceived behavioural control, repeated measures
analysis of variance was performed using mixed
models for unbalanced data followed by post hoc
comparisons between intervention groups. The
Statistical Analysis System version 8.2 (SAS
Institute, Cary, NC, USA) was used for data
analysis. This study was approved by the Ethics
Committee of the University of Ottawa and the
Ethics Committees of the five health-care insti-
tutions in which the study took place.

Results

The eligible population was composed of 76
physicians and 84 residents. A total of 67 clinical
teachers and 53 residents in family medicine
entered this study (response rate = 75%). Nine
physicians and 31 residents did not participate.

At one site, clinical teachers did not give per-
mission to contact the residents (n = 17). When
compared with the 120 physicians and residents
participating in the study, the other 23 who did
not participate were more likely to be male
(P = 0.02). There was no difference between the
status of those who participated and those who
did not (P = 0.06). When compared with the
clinical teachers who participated (n = 67),
those who did not participate (n = 9) were more
likely to have been in practice for 30 years or
more than for less than 30 years (P = 0.02).
Figure 1 presents the flow of participants for
those who completed all phases of the trial for
the sample frame of physicians and residents. In
one clinical site, one nurse practitioner and one
nutritionist enrolled in the study and were
included in the final analyses, thus providing a
total of 122 cases at entry into the study. One
individual did not provide the exit question-
naire, leaving 121 participants who provided
entry and exit data.

Table 1 presents sociodemographics of par-
ticipants. Fifteen participants did not attend the
workshop and did not recruit any patients in
phase 2. Among those, 11 had recruited at least
one patient in phase 1. These 15 participants
comprised the no exposure group. Eighteen
participants recruited patients in Phase 1 and
attended the workshop where they received
feedback. However, they did not recruit any
patients in phase 2. One participant did not
recruit any patients in Phase 1 but attended the
workshop and recruited one patient in phase 2.
These 19 participants comprise the incomplete
exposure group. The largest proportion of par-
ticipants (n = 88) recruited at least one patient
in phase 1 and attended the workshop where
they received feedback. They also recruited at
least one patient in phase 2 where they received a
reminder at the point of care about the ODSF.
This group comprised the complete exposure
group.

On entry to the study, only 12 participants
reported knowing the DCS (9.8%). Seven of
those were from the clinical site where the
principal investigator was located. Eleven of
those who knew the DCS before entering the
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40 did not participate
Residents n = 31:
- 17: On site 2, clinical
teachers did not accept
that residents be invited to
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Eligible: (76) clinical teachers, (84) residents
n: 160

participate.

- 6: lack of interest

- 4: lack of time

- 3: reasons unknown

- 1: rural area rotation

Clinical teachers n = 9:

- 4: lack of time

- 3: personal preoccupation, not
enough clinical time in the
clinical site

- 1: new to the job

40

9 did not recruit any patients in

A 4

Enrolled: (67) clinical teachers, (53) residents
n: 120

phase 1

Residents n=5

- 2: enrolled late

- 1: left the clinical site
- 1: withdrew

20 recruited <5 patients :

Residents n =19

- 13: not enough clinical time in
the clinical site

- 2: did not have time to finish

9*

A 4

Began recruiting phase 1: (63) clinical teachers, (48) residents
n: 111

A

recruitment before the
scheduled workshop

- 1: lack of time

- 1: insecure

- 1: not enough clinical time in
the clinical site

- 1: left the clinical site for a
rural rotation

Clinical teacher n = 1

5 did not participate in the
workshop
Residents n = 4
- 3: too much work
- 1: holiday

20

A 4

Recruited 5 patients in phase 1: (62) clinical teachers (29)
residents
n: 91

A

Clinical teacher n = 1
- 1: too much work

11 recruited <5 patients

Residents n = 10
- 5: not enough clinical time in
the clinical site

v

Participated in the workshop: (61) clinical teachers, (25) residents
n: 86 who also recruited 5 patients (overall, 105 participated)

A

- 1: ineligible patients

- 1: left the clinical site for a
rural rotation

- 2: maternal leave

- 1: holiday

Clinical teacher n =1

- 1: left the clinical site

11*

v

Recruited 5 patients in phase 2: (60) clinical teachers, (15)
residents
n:75

*One participant who did not recruit in phase 1 participated in the workshop and recruited one patient in phase 2.

Figure 1 Flow of the study participants.
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Table 1 Characteristics of participants (n = 122%)

Characteristics Mean = SD
Age 35.5+9.4
Number of years in practice 15.0 + 8.6
for clinical teachers (n = 67)*
Hours per week spent 435+ 12.6
in professional activities
Number of patients per 37.1+26.1
week seen in consultation®
Physicians’ reactions to
uncertainty (Gerrity, 1995)3*
Stress 15.0 £ 4.7
Disclosing Uncertainty to Patients 12.1 ¢ 4.4

Frequency (%)

Status
Residents 1% year
Residents 2" year
Clinical teachers in family medicine

32 (26.2%)
21 (17.2%)
67 (54.9%)

Nurse 1 (0.8%)
Nutritionist 1 (0.8%)
Female 83 (68%)

Diplomas (other than the medical degree)*
Baccalaureate
Master’s degree (MSc)
Doctoral degree (PhD)

32 (26.2%)
17 (13.9%)
13 (10.7%)

Others 5 (4.1%)
Committee participation in the last year*
Institution 41 (33.6%)
University 45 (36.9%)
Regional 8 (6.6%)
Provincial 6 (4.9%)
National 7 (5.7%)
Others 5 (4.1%)

Continuing medical education
activities attended in the past year?

Institution 93 (76.2%)
Regional 68 (55.7%)
Provincial 63 (51.6%)
National 21 (17.2%)
International 9 (7.4%)
Others 3 (2.5%)
Preference in decision-making style (Strull, 1984)
Patient alone 12 (9.8%)

40 (32.8%)
49 (40.2%)
18 (14.8%)

Patient after considering my opinion
Patient and myself
Myself after considering
the patient’s opinion
Myself alone
Did not answer

0 (0%)
3 (2.5%)

*Except if stated otherwise, data is provided for the 122 participants
who provided an entry questionnaire.

Excluding patients seen when on call. For clinical teachers (n = 62):
45 + 28, and for residents and other physicians (n = 44): 26 + 19.
ICategories are not mutually exclusive.

study estimated having used it in only
9.6% =+ 20.0% of clinical encounters. At entry
into the study, the 122 participants estimated
that the DCS could be wuseful in
61.5% =+ 29.2% of clinical encounters. How-
ever, those who provided an exit questionnaire
(n = 121) estimated that the DCS could be
useful in 53.3% =+ 29.1% of clinical encounters.
Less than half of the participants (44.3%)
reported using the DCS outside of the study
context. On exit, satisfaction with having been
introduced to the DCS was rated 7.6 = 2.0 (on
a scale from ‘0’ ‘very low’ to ‘10’ ‘very high’).

Table 2 summarizes the means and standard
deviation (SD) of the variables at baseline and at
the exit from the study. In bivariate analyses,
stress due to uncertainty and reluctance to share
uncertainty with patients were not associated
with the behavioural intention of interest at
entry (P = 0.64 and 0.42 respectively). How-
ever, there was a weak negative association
between reluctance to share uncertainty with
patients and the behavioural intention at exit
(r = -0.184, P = 0.04).

Using all 121 complete cases, there was no
change in the intention to use the DCS between
baseline and exit (P = 0.375). However, Table 2
shows that there was a statistically significant
difference between entry and exit between the
groups based on their level of exposure to the
implementation intervention on the intention
(F5, g = 6.13, P = 0.003) and on the per-
ceived behavioural control (F,, 113 = 6.72,
P = 0.002). We found a significant group by
time effect on the intention. This scale measures
the intention to use the DCS in clinical practice.
Low scores indicate a low level of intention.
Results indicate a significant decrease in the no
intervention group and a slight increase in the
other two groups. In post hoc comparisons, we
found that for the complete exposure group, the
change from baseline had a P-value of 0.06, for
the no exposure group, the change from baseline
had a P-value of 0.0035. We also found that the
difference in score that was observed between
the no exposure group and the complete expo-
sure group at exit had a P-value of 0.0001 and
that the difference in score that was observed
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between the no exposure group and the incom-
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g T‘D 2 *Q 3 plete exposure group at exit had a P-value of
= O — 0 o~
'; Il o ] 00032
% %‘ 2 S 2 Similarly, we found a significant group by
o | J¢ & time effect on the PBC. This scale measures the
o perception of control (perception of barriers and
2 facilitators) to use the DCS in clinical practice.
o . .
g Low scores indicate a low level of PBC. Results
2212 B3 & indicate a significant decrease in the no inter-
L - — o - — . . . .
g g é’ § ‘:’ 5 vention group and a slight increase in the other
S S=|c «+4 S two groups; with the complete exposure group
g o experiencing a statistically significant change
ug 3 from baseline (P = 0.03). In post hoc compari-
o
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© . . . .
2 o presented in Table 3. First, the following vari-
] > .
5 2 ables as assessed at entry into the study were
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o . . .
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= E-z& a7y site” was not statistically significant (P > 0.05).
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Table 3 Regression models

Intention at the entry
regressed on the constructs
measured at the entry

Difference  between the
intention (intention at the
exit — intention at entry) re-
gressed on the constructs

Intention at the exit
regressed on the constructs
measured at the exit

(n=122) (n=121) measured at entry (n = 121)
B Standard error  f8 Standard error  f8 Standard error
Intercept -0.321* 0.158 —0.765***  0.217 -0.430 0.317
Variables from the theory of planned behaviour
Attitude 0.515%** 0.096 - - —0.456***  0.108
Subjective norm 0.284*** 0.054 0.478*** 0.061 - -
Perceived 0.265*** 0.075 0.552%** 0.076 - -
Behavioural
Control
Stress to uncertainty - - - - - -
Reluctance to share uncertainty - - - - - -
Other variables
Clinical site
Site 1 —0.652* —0.615* 0.279 - -
Site 2 —0.148 0.021 0.193 - -
Site 3 0.059 0.041 0.175 - -
Site 4 0.104 0.013 0.181 - -
Site 5 (Referent) (Referent)  (Referent) - -
Other diploma - - 0.263* 0.131 - -
CME International - - 0.553* 0.243 - -
Intervention N/A N/A
Complete 0.560* 0.215 1.208*** 0.317
Incomplete 0.261 0.251 1.188 0.388
No intervention (Referent)  (Referent) (Referent)  (Referent)
Adjusted R? 0.70 0.78 0.21
(Fr.114 = 37.96, (Fio,100 = 38.43, (F5.117 = 10.55,
P < 0.0001) P < 0.0001) P < 0.0001)
N /A: This variable was not entered in this model.
—: This variable was not kept in the final model.
***kp < 0.001, **P < 0.01, *P < 0.05.
However, when compared to being located in . .
Discussion

the referent clinical site, being located in the
clinical site 1 was statistically significantly
related to intention at exit (P < 0.05).

When the behavioural intention of interest at
exit was regressed on the variables as assessed at
entry and the intention to use the DCS at the
entry (entered as a covariate), two variables
explained 42% of the variance in the dependent
variable: intention at entry (P < 0.001) and
level of exposure to the implementation inter-
vention [no exposure compared to complete
exposure (P < 0.01) and no exposure compared
to incomplete exposure (P < 0.001)] (data not
shown).

This study is important because it addresses three
of the most important challenges that have been
identified in the existing body of research on
informed and shared decision making.*** First,
it articulates the theoretical model on which it was
based, i.e. the theory of planned behaviour, and
pushes forward in adding constructs from other
theoretical models: diffusion of innovations®” and
the physicians’ reaction to uncertainty.’?3+°
Second, it uses reliable measures of the intention,
attitude, subjective norm, and perceived
behavioural control towards the screening
of decision conflict with the DCS in clinical
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practice®” as well as stress due to uncertainty and
reluctance to disclosing uncertainty to patients.**
Last, it provides insight on a French-speaking
group of Canadian health professionals thus
enlarging the perspective on the application of
shared decision-making in diverse ethnic groups.
Therefore, results from this study improve the
knowledge base in two areas: implementation of
shared decision-making in clinical practice and
health-care professional behavioural change.
Moreover, to the best of our knowledge, this is the
first study to report on the intention of health
professionals to screen for decisional conflict in
clinical practice, one of the key competencies of
shared decision making, using the theory of
planned behaviour thus laying the grounds for
future implementation strategies that would be
theoretically-driven.

In line with the theory of planned behav-
iour, the intention to use the DCS at entry
into the study was largely explained by the
attitude, subjective norm and perceived
behavioural control. However, following
exposure to the intervention, factors influenc-
ing the behavioural intention of interest had
changed. The exit intention was still influenced
by subjective norm and perceived behavioural
control but not by attitude as assessed at the
exit. This supports findings from other studies
in the field of adoption of an innovation®' and
in the field of health related behaviour.’> Per-
ceived outcomes of adopting a new behaviour
are likely to change over time when the
potential adopters actually go through the
experience. Potential adopters may become
disillusioned because the new behaviour does
not produce the positive expected outcomes.
This might relate to the expectancy disconfir-
mation model in which the health professional
forms beliefs about the performance of the
new behaviour upon prior experience and/or
communication about it. His actual response
will depend on the degree to which perfor-
mance of the new behaviour is consistent with
his expectations.” If his expectations are not
met, he may be dissatisfied and then reverse
his intention to adopt the new behaviour.
Moreover, personal experience with the new
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behaviour is likely to create a better perception
of what the barriers and facilitators to imple-
menting it in one’s own clinical practice really
are. This emphasizes the importance of moni-
toring longitudinally the factors influencing the
translation and use of evidence in clinical
practice so they can be addressed rapidly by
modifying the implementation strategy.’*
Compared to no intervention, a combination
of an interactive workshop*', feedback® and a
reminder at the point of care®® was positively
associated with the intention to use the DCS in
clinical practice. Three explanations are possi-
ble. On the one hand, given the pragmatic nature
of the study design, self-selection of enrolled
subjects into one of the three groups is possible
(i.e. selection bias). This would be congruent
with the gradient of intention that is observed
across the three groups of health professionals
based on their level of exposure to the imple-
mentation strategy at the entry into the study.
Based on the diffusion of innovation theory,
these individuals could be referred to as ‘lag-
gards’ or ‘traditional’ and would represent the
group of individuals who are the most resistant
to change.>” However, the lack of gradient in the
perceived behavioural control that is observed at
the entry into the study would not be congruent
with a selection bias. Another possible expla-
nation is that among the 15 physicians who were
not exposed to any component of the interven-
tion, 11 had recruited at least one patient in
phase 1 and thus, completed one DCS. It is
possible that experiencing the DCS produced a
better understanding of what this new behaviour
was all about by making the barriers to its use
clearer to some of the participants. Thus, it may
have lowered their perceived behavioural control
that is their personal appreciation of the barriers
to adopt such behaviour in routine clinical
practice. This is congruent with the observation
that over time, the perceived behavioural control
of this group decreased from the point of entry
into this trial. The third possible explanation is
that notwithstanding the limitations of this
study, the combination of an interactive work-
shop, feedback and a reminder at the point of
care may be more effective at improving the
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behavioural intention (or avoiding a deteriora-
tion of the behavioural intention) than only a
combination of two components or no inter-
vention at all. Given the conflicting results on
the effectiveness of multiple interventions on
health-care professionals’ behaviour change,>
more research using experimental designs will
need to be performed.

The two constructs from the PRU did not add
to the explained variance in the behavioural
intention above those of attitude, subjective
norm and perceived behavioural control.
Therefore, it is possible, in accordance with the
theory of planned behaviour, that the influence
of this construct occurs through the main
constructs of attitude, subjective norm and
perceived behavioural control. However, in
bivariate analyses, reluctance to disclose uncer-
tainty to patients was found to be weakly
associated with the intention at exit in the
expected direction. In other words, at exit from
this study, the more a physician was reluctant to
shared uncertainty with patients, the less likely
he or she had the intention to screen for deci-
sional conflict in his or her patients. Given that
sharing uncertainty is a key component of
shared decision making,>* more studies will
need to be performed assessing this predisposi-
tion of health professionals towards uncertainty
in relationship with shared decision making.

In contrast, years of formal education and a
cosmopolitan perspective were shown to be pos-
itively associated with the intention to use the
DCS inclinical practice. Fifty years ago, Coleman
and colleagues (1959) found that among 125
physicians, those who attended more specialty
meetings that included out-of-town meetings,
adopted a new antibiotic at a much faster pace
than those who did not.** Similarly, among a
group of 95 health officers, a more cosmopolitan
perspective was found to speed the adoption of
new programs.® Thus, it appears that these
characteristics might play a role as effect modifi-
ers in the adoption by health professionals of
screening for decisional conflict in clinical prac-
tice. Therefore, in future studies targeting health
professionals’ behavioural change in this area,
they should be assessed.

Limitations of the study

In spite of its interesting findings, this study
has a number of limitations. First, from a
theoretical perspective, the behaviour under
study was not defined as precisely as in other
study of health professionals’ behaviour (i.e.
principle of compatibility). In other words, we
did not specify a clinical situation or a time
frame for the behaviour of interest such as
within the next 3 weeks. A short paragraph
introduced the DCS to health professionals by
providing them with a definition of decisional
conflict and an example of its short clinical
version. Although in the workshop a video
was used to provide an example of using the
DCS for a specific clinical situation (hormone
therapy for relieving symptoms of menopause),
the questionnaires did not refer to a specific
clinical situation. Perhaps this lowered the
perceived clinical relevance of the DCS and
affected the determinants of the intention to
use the DCS accordingly. Second, we did not
address the gap between intention and behav-
iour. In other words, we did not assess how
the intention was related to the behaviour of
interest in subsequent clinical practice. How-
ever, based on the most recent literature,
behavioural intention is recognized as the most
important predictor of behaviour.’® Third,
although 75% of the target population par-
ticipated in this study, we cannot infer that its
results can be generalized to other clinical
settings. This study was conducted in aca-
demically oriented clinical settings. Physicians
who act as clinical teachers in these clinical
settings are not representative of their col-
leagues in private practice.’’ On the other
hand, these clinical settings represent a unique
opportunity to study implementation of shared
decision making within an environment that
has an influence on practice patterns of future
physicians.>® Lastly, given that the objective of
the main study was to assess the impact of
implementing the ODSF on the agreement
between patients’ decisional conflict scores
and those of their primary care provider,*
we cannot infer that the multifaceted
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implementation strategy that was used
throughout this trial had an impact on the
behavioural intention. At the time this study
was planned, there was no theoretical basis for
designing an effective implementation strategy
to implement screening for decisional conflict
in clinical practice. Although the implementa-
tion strategy that was used in the main study
was evidence-based, it was not theory-based.
Thus, it could not have been expected to
impact on the behavioural intention of interest.

Implication of the study results

In summary, results from this study point to the
need to monitor over time the implementation
process of evidence-based innovation into health
professionals’  practices. In this regard,
behavioural intention and its determinants as
explained by the theory of planned behaviour
could be useful for designing the appropriate
interventions that will improve the uptake of the
desired change in practice. This study also
underscores the importance and challenges of
managing outcome expectations of health pro-
fessionals towards shared decision making in a
longitudinal perspective. Therefore, if shared
decision making is valued and desirable, then
more resources will need to be devoted to its
implementation in clinical practice. Results from
this study will provide the necessary theoretical
basis for future implementation studies in this
area. Future trials aimed at changing health
professionals behaviour would gain from inte-
grating the theory-driven measurements that
were developed for this study and for designing
intervention that would address the determi-
nants of screening for decisional conflict in
clinical practice that were identified. Only then
will the knowledge base for translating shared
decision making into practice will be complete.
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