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Introduction

Health-care leaders and policy planners inter-
nationally have placed a priority on physicians

160

Objective To explore how patients and physicians describe
attitudes and behaviours that facilitate shared decision making.

Background Studies have described physician behaviours in
shared decision making, explored decision aids for informing
patients and queried whether patients and physicians want to share
decisions. Little attention has been paid to patients’ behaviors that
facilitate shared decision making or to the influence of patients and
physicians on each other during this process.

Methods Qualitative analysis of data from four research work
groups, each composed of patients with chronic conditions and
primary care physicians.

Results Eighty-five patients and physicians identified six catego-
ries of paired physician/patient themes, including act in a relational
way; explore/express patient’s feelings and preferences; discuss
information and options; seek information, support and advice;
share control and negotiate a decision; and patients act on their own
behalf and physicians act on behalf of the patient. Similar attitudes
and behaviours were described for both patients and physicians.
Participants described a dynamic process in which patients and
physicians influence each other throughout shared decision making.

Conclusions This study is unique in that clinicians and patients
collaboratively defined and described attitudes and behaviours that
facilitate shared decision making and expand previous descriptions,
particularly of patient attitudes and behaviours that facilitate shared
decision making. Study participants described relational, contextual
and affective behaviours and attitudes for both patients and
physicians, and explicitly discussed sharing control and negotiation.
The complementary, interactive behaviours described in the themes
for both patients and physicians illustrate mutual influence of
patients and physicians on each other.

and patients learning to make health-care deci-
sions together.' ™ In response, research and
opinion papers have proliferated. Researchers
have examined behaviours of physicians that
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facilitate patients’ involvement in clinical set-
tings,” !> determined whether shared decision
making happens in clinical settings'*'® and
studied whether physicians and patients really
want to share decisions.'” *® A great deal of
research also has been devoted to developing
and testing decision aids designed to inform
patients about medical information they need to
participate in decisions.>’ ** Descriptions of
physician behaviours in this research literature
reveal some commonalities, especially regarding
cognitive processes involved in shared decision
making. Researchers have described ‘stages’
physicians can progress through, and behaviours
or ‘competencies’ they can execute to involve
patients in decision making. These behaviours
focus on the physician’s role in sharing infor-
mation (e.g. problem definition, presenting
options with risks and benefits), eliciting
patients’ values and preferences (for format and
amount of information, and role in making
decisions) and agreeing on or deferring a deci-
sion :35-36

Despite the proliferation of literature, impor-
tant questions remain. There is no common
definition of shared decision making, and many
studies do not specify the definition or frame-
work used in the research.’>3” There has been
little research about how physicians integrate
insight about patients’ life contexts, emotions
and preferences into their own thinking about
decisions, or about how physicians and patients
reach mutual agreement through dialogue, how
they manage conflict and the impact of resolving
disagreements.

Patients’ perspectives on shared decision
making are generally limited to studies about
whether decisions were shared,”®?® what
behaviours they want in their physicians,* how
sharing decisions affects their satisfaction '**!
and whether or not they want to share decisions
with their physicians.'®?%2>3%42 When asked
which physician behaviours they associate with
involvement in decision making, patients gener-
ally focus on the degree to which physicians
convey respect for patients as persons, build
understanding of their life context and listen to
and consider patients’ contributions.****

Patients seem to emphasize physicians’ attitudes
and behaviours that extend beyond sharing
information, eliciting patients’ values and pref-
erences, and agreeing on or deferring a deci-
sion.*

The literature about patients’ roles in deci-
sions covers predominantly how they become
informed and which decision aids are most
effective in providing useful information.3' 3346
While some studies have examined the general
impact of patients’ and parents’ communication
skills on their interactions with physicians,*’ !
few have examined the specific impact of patient
communication skills on shared decisions.”*>*
We found only two research reports of either
physicians’ or patients’ perspectives about which
patient behaviours constitute shared decision
making, beyond asking questions and becoming
informed.®* Relatively, little research has
explored what patients do to encourage or elicit
shared decision-making behaviours in their
physicians, how patients and physicians influ-
ence one another during an encounter that
involves a decision that could be shared, how
either physicians or patients can be motivated to
engage in shared decision making or what
patient and physician behaviours occur when
shared decision making goes well.**% Might
patients play an active role in shaping physi-
cians’ approaches to a decision, just as physi-
cians may play a role in shaping the degree of
patient involvement in a decision? Might both
persons change their minds in the course of a
decision, or might both persons begin without a
clear decision in mind, and shape a decision that
neither could have conceptualized alone?

Barriers to shared decision making have been
identified during discussions of the topic in
conversation and the literature.®>%>” Physicians
worry about lack of time, whether or how to
engage patients who do not seem interested and
whether their patients really want to share in
making decisions. Still, in the complex health-
care environment of the 2Ist century, leaders
agree that we all must learn to make health-care
decisions together. There are some studies that
indicate that it is possible to teach physicians
to engage in the behaviours of sharing
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decisions;
suggests this is true for patients as wel
Given current recommendations to enable
patients to exercise the degree of control they
choose over health-care decisions, we need to
understand which behaviours to teach to both
groups, particularly patients.

In summary, three gaps emerge in this litera-
ture on shared decisions. First, what is the
patients’ role (beyond becoming informed) in a
decision shared with a physician? Second, how
do patients and physicians influence each other
during encounters in which they try to share
decisions? Third, what can both parties do to
facilitate shared decisions?

In this study, we sought to add to current
understanding by exploring both patients’ and
physicians’ perspectives about attitudes and
behaviours in the patient-physician encounter
when shared decision making goes well. This
question guided the study: How do groups of
patients and physicians working together
describe patient and physician attitudes and
behaviours that facilitate shared medical
decision making?

Methods

The research protocol was approved by Institu-
tional Review Boards at Mount Auburn Hos-
pital in Cambridge, MA, USA, Beth Israel
Deaconess Medical Center in Boston, MA, USA
and the Uniformed Services University of the
Health Sciences in Bethesda, MD, USA.

The study goal, to describe both patients’ and
physicians’ behaviours that facilitate shared
decision making, guided all aspects of our study
design. Using Charles’ definition as a theoretical
foundation, we sought to understand shared
decision making as an interactive process.'’
Therefore, we chose a qualitative research design
in which patients and physicians would together
discuss their own attitudes and behaviours and
those of the other person. One of the authors
(JLH) had experience involving patients and
families in collaborative work groups to develop
medical education curricula.®*®" We adapted
this process for the study reported here.
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As we aimed to learn about patient and physi-
cian behaviours and attitudes in successful shared
decision making, we used the principles of
appreciative inquiry and asked participants to
discuss examples and share stories of their own
experiences in which shared decision making went
well.®> Sharing their stories helped participants
identify specific attitudes and behaviours they had
experienced in actual situations. We recruited
research participants (experienced physicians,
patients with chronic health conditions) who had
experience making health-care decisions in situ-
ations where there were treatment choices.

Study participants

Patients and physicians were recruited to partic-
ipate as expert ‘key informants’,®® with approxi-
mately equal numbers of patients and physicians
in each of four 3-h sessions. Physicians affiliated
with hospital-based departments of primary care
were recruited if they were >3 years post-resi-
dency and expressed interest in patient-doctor
communication. Primary care physicians referred
patients to the study who had experienced
multiple health-care interactions, expressed
interest in patient-doctor communication and
agreed to be contacted. Participants were not in a
group with their own physician or patient. 85
patients and physicians participated in the four
research work groups, 50 women (58%) and 35
men (42%). Their ages ranged from 34 to 79.
There were 41 physicians, 20 women (49%) and
21 men (51%). Physicians were affiliated with
community, HMO, Veteran’s Administration, or
other hospital-based practices. 75% of physicians
worked in medical school-affiliated practices.
There were 44 patients, 29 women (68%) and 15
men (32%). Patients had a variety of chronic
conditions, including diabetes, hypertension,
rheumatoid arthritis, congestive heart failure,
liver transplant and chronic leukaemia.

Group process

Two physicians (BAL and WDC) and two
educators (JLH and AW, noted in Acknowl-
edgements) facilitated the research work groups,

© 2009 The Authors. Journal compilation © 2009 Blackwell Publishing Ltd Health Expectations, 12, pp.160-174



Mutual influence in shared decision making, B A Lown, J L Hanson and W D Clark 163

one physician and one educator leading each
group. Three of the groups took place in Mas-
sachusetts, the fourth during a national meeting
of the American Academy on Communication
in Healthcare in MD. Each research work group
began with a definition and brief description of
shared decision making to establish a common
language. Shared decision making was described
as the interaction between patients and physi-
cians when both parties wish to participate in
making a decision about health-care tests or
treatments, and in which both physician and
patient are involved in the process, both share
information and express preferences, and both
agree about the decision plans.'® One researcher
then shared a clinical example of shared decision
making and a patient narrative,** followed by
large-group discussion of aspects of shared
decision making illustrated by these examples. In
patient/physician pairs or trios, participants
discussed specific positive examples of shared
decision making from their own experiences.®*®’
Each participant wrote down the facilitative
attitudes and behaviours of the patients and
physicians in the examples described. In the
large group, participants then shared the atti-
tudes and behaviours they had identified,
working together with the researchers to group
them as preliminary themes and suggest a label
for each emerging theme. Finally, participants
worked in small groups to develop communi-
cation strategies to implement these themes and
presented these strategies to the large group. All
large-group discussions were audio-taped and
transcribed. This process is summarized in
Table 1 and Fig. 1.

Data analysis process

The data included descriptions of patient and
physician behaviours and attitudes written by
participants, transcripts of audiotapes from
large-group discussions and reports of small
group work on communication strategies.
Researchers assured thematic saturation by
checking with participants during each research
work group about whether all concepts and
preliminary themes were represented, and by

reviewing and incorporating themes across all
research work groups. Researchers analysed the
data using the constant comparative method and
grounded theory techniques.®®¢’

After the four work groups, all four group
facilitators met to identify themes in the
descriptions of patient and physician behaviours
and attitudes written by participants during the
work groups. Two researchers (BAL and JLH)
reviewed the preliminary themes, revised word-
ing, and grouped them within broader catego-
ries. The four research team members used this
list of patient and physician themes to code data
from two to four research work groups. Work-
ing in pairs, researchers reviewed and discussed
the data and themes until they reached consen-
sus that the attitudes and behaviours for shared
decision making contained within the written
data were adequately described (Table 1, data
collected in steps 6, 7). This resulted in 26
behaviours and attitudes for physicians and 17
behaviours and attitudes for patients.

Two researchers (BAL and JLH) then analy-
sed the audiotape transcripts and renamed and
regrouped the attitudes and behaviours within
the categories (Table 1, data collected in steps 5,
7, 8) to better describe the data. The patient and
physician themes remained the same after anal-
ysis of the transcripts, with two exceptions.
First, an additional patient theme ‘negoti-
ates/agrees to disagree’ was clearly described in
the transcripts and added to the list of patient
behaviours. Second, ‘listens and” was added to
the first two physician behaviours under PH2:
explores patient’s feelings, preferences and
information about self. The final list of 26 phy-
sician behaviours and attitudes and 18 patient
behaviours and attitudes are represented in the
bulleted points in Table 2.

Using the themes as organized in Table 2,
these two researchers coded each transcript
independently and then together to reach
agreement that the data in the transcripts were
accurately represented by the revised themes.
Finally, a third researcher (WDC) independently
reviewed the coded audio-transcripts.
Researchers discussed discrepancies and dis-
agreements and revised the coding until they
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Table 1 Group process for data collection

Step no.

Group process steps

Rationale

Data Collected

1

Two researchers facilitated each
group session

Both patients and physicians inter-
acted and participated through-
out the group process

One researcher (BL) presented a
definition of shared decision
making®®

One researcher (BL) shared a clini-
cal example of shared decision
making and read a patient narra-
tive

Each large group discussed the
examples

In patient-physician pairs or trios,
participants shared and dis-
cussed specific positive examples
of shared decision making from
their own experiences

Participants shared the attitudes
and behaviours they had identi-
fied with the large group, working
together with the researchers to
group them as preliminary
themes and suggest a label for
each emerging theme

Participants each chose one
emerging theme, worked in small
groups to develop communica-
tion strategies to implement
these themes, and presented
these strategies to the large
group

A physician and an educator contrib-
uted to the facilitation of each group

Patient and physician perspectives
were represented throughout and
informed the development of thought
and comments

The definition of shared decision
making was explained and compo-
nents posted on the wall to establish
shared language within the groups

Stories in which shared decision mak-
ing occurred provided clear examples
and further established a shared
language

Participants identified components of
shared decision making they heard in
the examples and discussed their
reactions

Asking participants to identify positive
examples of shared decision making
from their own experience as physi-
cians or patients provided material
from which they could draw detailed
descriptions of behaviours and atti-
tudes that had facilitated successful
sharing of decisions

Research participants participated in
initial interpretation and data analy-
sis by assisting with development of
preliminary themes and providing
comments that explained their ratio-
nale

Small groups provided an opportunity
for participants to work in depth with
a few behaviours and/or attitudes
that facilitate shared decision making
among patients or physicians or
both. Presentations to the large
group provided more detailed expla-
nations of participants’ insights

Audiotapes and transcripts of
large-group discussions

Written descriptions of behav-
iours and attitudes of patients
and physicians who had en-
gaged in successful shared
decision making

The written descriptions of
behaviours and attitudes of
patients and physicians (from
step 6) were grouped in cate-
gories. Audiotape transcripts
of the discussion of these
behaviours and attitudes pro-
vided additional data

Audiotape transcriptions of
small group presentations and
comments from the larger
group

reached consensus about the coding of all data
and agreed that all attitudes and behaviours
were accurately described and represented
within themes.

This data analysis process accomplished open
coding (identifying individual themes in the
data, ensuring that all important concepts are

represented) and axial coding (identifying rela-
tionships between themes), in this case grouping
the themes in six categories and noting that
patient and physician attitudes and behaviours
fell into very similar categories (the six catego-
ries placed side by side in Table 2). The final step
of the analysis involved comparing the parallel
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Definition,
clinical
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patient
narrative

Large group
discussion
(audio-taped)

Patient/

physician Small group
airs: stories work on
o ' strategies;
written :
presentations

behaviors
Figure 1 Research work group process.

patient and physician themes and examining
transcript quotes to understand relationships
between them.®’

Results

Table 2 presents six categories of patient and
physician themes and a complete list of corre-
sponding attitudes and behaviours described by
participants and derived from the data. We have
presented the themes in pairs, with attitudes and
behaviours of patients and physicians grouped
in categories that mirror each other or occur in
response to each other.

Patient and physician: acts in a relational way

Participants described both patients and physi-
cians who facilitate shared decision making as
actively seeking a personal connection with each
other. Both patients and physicians trust, respect
and offer empathy to one another, actively
engaging in building a relationship that makes
shared decision making possible. Patient partic-
ipants discussed the need for trust in order to
share concerns that influence decision making.
One patient said, °...[It helps] having an open
and candid dialogue and relationship so that
pretty much anything can be discussed...If you
have the trust, then you find that you are...more
willing to put those things out on the table’.

Another said, ‘This...really does require a really
kind of intimate attachment between the patient
and the doctor...”. Participants described rela-
tionship as a mutual responsibility. For exam-
ple, one patient explained, ‘I create relationships
with healthcare providers that are around things
besides my health. It’s sort of a great equalizer in
some way.... A physician participant high-
lighted the importance of the physician’s effort
to act in a relational way by saying, ‘...Express
caring in that interaction — this is what the
physician can do. And the quality of that caring
is what enhances the intrinsic motivation of the
patient to take the responsibility’. Participants
also described the importance of finding a way
to spend the necessary time and stay in con-
nection over time, while acknowledging that
time constraints make this challenging.

Patient: understands and expresses feelings,
preferences, and information about self
Physician: explores patients’ feelings,
preferences, and information about self

Participants recognized the importance of the
patient’s ability to understand and articulate his
or her feelings, preferences, priorities and needs.
This may involve preparation and openness on
the part of the patient. As one patient said in
response to a story, ‘(The) patient was emo-
tionally available. She was in touch with some
emotions she was having when the physician in
the story gave an indication that they were
receptive. She let the flow take place. She shared
herself’. Participants also noted the physician’s
role in exploring the patient’s thoughts, feelings
and fears and in helping to clarify preferences
and needs. For example, a physician noted,
‘Without being able to say, “What is it that
you’re most afraid of?”” nothing else would have
happened in that conversation’. Another said,
‘...[1]t has to do with giving her voice by asking
the question, she was able to actually access for
herself, what perhaps she couldn’t say before’.
They acknowledged that patients may find it
difficult to understand and express feelings and
values. As one patient said, ‘Sometimes those
fears are not accessible to patients because
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they’re too dark and too threatening and they
have to be willing to share them to the physician.
And that is also complex because it involves a
physician and how much they can be trusted to
be shared with that information’.

Patient and physician: discusses information and
options

Discussing information was important for both
patients and physicians. For patients, this meant
asking questions, listening to the physician,
considering options and sharing one’s under-
standing and thinking process. As one physician
expressed, {Y]ou don’t understand something,
you ask again. You know what, “I don’t
understand the sensitivity and specificity stuff.
Put it into different words”. You're going
through and letting people know it, rather than
just nodding your head’. For physicians, this
meant providing current information, risks and
benefits, eliciting questions and adjusting infor-
mation to patients’ needs, being honest about
the limits of the physician’s and scientific

e Validates patient self-advocacy and autonomy, or acknowledges that power is shared (includes

sometimes deferring to patient’s wishes)
o Advocates for the patient (includes willingness to circumvent or adapt the system)

e Integrates patient’s feelings and preferences into a mutual decision

e Acknowledges areas of agreement and disagreement
o Negotiates agreeable decisions and choices

e Includes patient’s family or friends in discussion

PH5 — shares control /negotiates a decision
e Accepts risk or uncertainty
PH6 — acts on behalf of the patient

wv
% knowledge, and presenting an opinion. For
ﬁ example, a patient noted, TI]t’s extremely
S important that there is a language that is
z understandable by the patient...And that the
N . . .
physician takes time out to get feedback. “Did
you really understand what just was communi-
cated?” ...Sometimes information can be given
in too large a dose, even though it may be clear’.
" Participants discussed the challenge of this pro-
L:'l cess for the physician who might find it difficult
o 5 s to interpret and present technically difficult
o & § 5 information in a balanced fashion without
20 . . .
5% T o ] leaving the patient bewildered.
288 5
O B o E
T 5SS s
[}
; © % E g o Patient and physician: seeks information,
g < os e 5 .
ST s wed 2 © support and advice
®SEas 82 2 s
gz gg” <z Participants acknowledged the importance of
Se P c = . . .
- N -§ s 2 g 52 seeking information from sources outside the
S| ., SS g § _; < P s physician—patient relationship. They described
o— (%] —_— e . .. .
< % § L8 2. % 5§ ¢ both patients and physicians as active seekers of
- wn . .
: S| < §§ s S8 support and advice from family, loved ones,
= = ) . . .
= & | -{é == % = o "—f friends and trusted colleagues. A patient said,
[ S - & ‘[M]y strategy really is to take a friend to listen
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with me because I don’t always hear what I
really should, what the person said. I may hear
what I thought they said and that person can
strike a balance for me and put things in some
objective perspective’. Another patient said, ‘I
mean, it’s very useful to talk to non-doctors
about a dilemma because they don’t see it in an
occupationally routinized way. I think it’s going
outside of medicine to bring things to the med-
ical encounter — literature, religion’.

Patient and physician: shares control/negotiates
a decision

Shared decision making involves both persons
acknowledging areas of agreement and dis-
agreement, validating a patient’s self-advocacy
and negotiating. Participants described the
physician as sometimes guiding the process of
shared decision making, and the patient as
sometimes needing to stand up for him- or
herself and make the decision.

Participants described decision making as a
dynamic process in which control was at times
shared, at other times shifted to one or
another person. Either the physician or the
patient may assume, defer or share control in
decision making. One patient said, ‘We sort of
realized that there’s a meta-process that has to
occur first, which is the physician and the
patient have to agree about how the decision is
going to get made. Some patients will want the
physician basically to lead them and say, “This
is what you should do”. And other patients
basically would have the physician explain the
alternatives to them. So the first step actually
is to come together and create a decision
about how the process will be implemented’.
One physician said, ‘It’s the shifting of control,
too. I mean, in him giving her control, then
she handed it over [to him]. And it’s a
dynamic that in any interaction goes back and
forth’.

The physician sharing decision making
acknowledges that power is shared and inte-
grates the patient’s preferences into a mutual
decision. Participants acknowledged that it is
not always possible to reach agreement and

168 Mutual influence in shared decision making, B A Lown, J L Hanson and W D Clark

validated the importance of deferring to the
patient’s wishes in this situation. As a patient
said, ‘He allowed her to be the person to make
the final decision. He said, “If you don’t want us
to do this, we won’t”. She had the power’. A
patient described maintaining a relationship
despite disagreement said, ‘The patient was able
to make an informed decision. Though it dif-
fered from the doctor’s, a respectful relationship
was maintained’.

One patient described the physician’s role as
fostering equality through deep inquiry: ‘I think
he went beyond listening and really he was
inquiring. And, I think, by doing that he sort of
empowered her and he empowered himself in
her eyes [beJcause that inquiry presages some
equality between them, and I think it made their
communication so successful’. Participants
described reaching a decision that neither may
have conceptualized on their own. A patient
explained one such scenario: ‘I think she felt the
control in the beginning was ONLY to say no to
the treatment, period. And then when he asked
that question and she was able to respond to
him, she discovered that the control could be to
accept SOME of the treatment that she felt
comfortable and safe with’.

Negotiation may occur within a single
encounter, or a shared decision may take place
over several visits. ‘Sometimes shared decision-
making doesn’t happen in one meeting, but
happens over a long continuum and there may
be areas of agreement and lack of agreement in
the same relationship or consensus and lack of
consensus. Sometimes agree to disagree’. Par-
ticipants also noted the need for ongoing dis-
cussion because decisions may change over time.
One patient described the give-and-take of
negotiation and changing a decision in this way,
‘T've...[made] a decision that my doctor abso-
lutely hated. And, I think, the best thing he did
was actually expressed that. He said, “Today
you are saying no. Can we agree to talk about it
tomorrow?” And I said, “Well, we can agree to
talk about it an hour from now, two hours from
now, a day from now, but it’s not going to
change my mind”. Well, surprisingly, I changed
my mind’.
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Patient: acts on behalf of self
Physician: acts on behalf of the patient

Once a decision has been made, participants
noticed that ultimate responsibility for imple-
menting health decisions resides with patients. A
patient stated, |U]ltimate control of patients’
health decisions resides with the patient. These
are strategies — be mindful of behavioural
changes, [they've] got to be owned by the
patient’. Physicians’ advocacy within (or
around) the health-care system helps patients
implement jointly negotiated decisions. For
example, a physician suggested, [Y]Jou can lay
out, “Well these options exist, but your insur-
ance...will prevent us from doing something™.
But if we go out of the box and go at it a dif-
ferent way, another solution is possible. A will-
ingness to circumvent system issues’.

Relationships among themes

The final step of the data analysis involved
examining the relationships between the themes.
Participants’ comments regarding four of the six
categories of themes revealed mutual influence
between patients and physicians (acts in a rela-
tional way; understands and expresses/explores
patients’ feelings, preferences and information
about self; discusses information and options;
shares control and negotiates a decision). Com-
ments regarding two categories of themes (seeks
information, support and advice; acts on behalf of
oneself /the patient) reflected moving outside of
the patient—physician relationship and taking
action to research, implement or support a deci-
sion. It also became clear when reading the tran-
scripts that the themes did not reflect sequential
stages, but rather continuous movement among
all of the described attitudes and behaviours, with
no one starting point for all encounters.

In summary, the participants described the
facilitators of shared decision making as
behaviours and attitudes ascribed to both phy-
sicians and patients. Both can make an effort to
build their relationship, and relationships based
on trust and respect provide the necessary con-
text within which shared decision making can

occur. The physician and patient influence each
other throughout shared decision making. The
patient may at times be able to understand and
articulate information, feelings and preferences
about him- or herself. At other times, the phy-
sician, through listening and deep inquiry, plays
a role in helping the patient access and give voice
to emotions and preferences that otherwise may
not be clear. Each person discusses his or her
understanding of information, and is open to
ideas expressed by the other. Mutual influence is
also reflected in adjustments of type and amount
of information shared and language used to
ensure clarity and common understanding. The
physician may take the lead in sharing control,
and at times, the patient may make the decision.
Mutual influence is also reflected when patients
or physicians hand control to the other, enable
the other to participate in a decision or take
control, integrate each others’ preferences into a
mutually agreeable decision, or agree to disagree
and honour the patient’s decision.

Discussion

The results of this study describe behaviours and
attitudes for patients and physicians that facili-
tate shared decision making, in a framework
that posits influence of both patients and
physicians on each other throughout their
interactions. Suchman has written about
patient/physician encounters as non-linear pat-
terns of behaviour.®® This study suggests such a
complex, non-linear process for shared deci-
sions, in which the outcome of a shared decision
cannot be predicted with certainty at the start of
any one encounter. The behaviours and attitudes
described by the patients and physicians provide
neither prerequisites nor stages of a shared
decision, but rather a repertoire of facilitators
from which either person may draw to increase
the likelihood that a shared decision will occur.
As such, these findings suggest a more fluid and
dynamic process than the concept of sequential
steps or ‘stages’ described by others.*

Mutual influence occurs throughout shared
decision making: for example, in acts of deep
inquiry, listening and response; when either
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person takes, cedes or shares control or facili-
tates the other person’s ability to do so; when
physician or patient adjusts the information they
share based on their level of trust or to meet
needs and when emotions and preferences are
integrated into a collaboratively constructed
decision. Shared decision making, as described
by participants in this study, is a dynamic pro-
cess that occurs within the context of a rela-
tionship that includes trust and respect. This
relationship may precede a decision or may
develop while creating a shared decision. Physi-
cian and patient attitudes and behaviours that
facilitate shared decision making also help foster
a relationship within which shared decision
making can occur.

Earlier research about communication
between patients and physicians indicates that
patients can influence the communication
behaviours of physicians. For example, active
patient participation (e.g. asking questions,
stating opinions, expressing concerns) has been
shown to increase information-sharing by phy-
sicians*’**® and improve clinical outcomes.’>>?
Furthermore, active patient participation and
physician partnership building (encouraging,
supporting and  accommodating  patient
involvement) predict each other.*>' The keys
to more frequent occurrence of successful shared
decision making may therefore lie equally in the
hands of both patients and physicians.

Our six physician themes elaborate those
described previously, particularly in relational,
contextual and affective domains, and in the
explicit discussion of sharing power and nego-
tiation. For example, the physician theme ‘acts
in a relational way’ includes aspects of the phy-
sician—patient relationship that go beyond
developing a partnership around a decision, to
include self-expression, humour, expressing
empathy and compassion, staying in connection,
taking time, trusting the patient, adopting a
non-judgemental attitude towards the patient
and respecting his or her intelligence, culture,
circumstances and style. Some may argue that
these attitudes and behaviours are not specific to
shared decision making. Our analysis of the data
suggests that they provide the context within

which shared decision making can occur by
building relationships that facilitate sharing
control and responsibility.

A previous preliminary list of patient ‘compe-
tencies’ for shared decision making included
defining a preferred patient—physician relation-
ship, establishing partnership, articulating for
oneself and communicating health problems,
feelings, beliefs and expectations, accessing and
evaluating information, negotiating decisions
and agreeing on plans.® The attitudes and
behaviours described in each of the patient themes
reported here substantiate and expand this
description, suggesting an active role for patients
in shaping the relationship, sharing contextual
information including the personal significance of
symptoms, listening and discussing options with
an open mind, bringing information to the dis-
cussion from outside sources, seeking support
and taking responsibility to follow through on
agreed-upon decisions. Participants described
how an individual patient’s desire for decisional
responsibility is not necessarily fixed, but may
vary between and even within consultations
depending on contextual and clinical factors.
They also described the patient’s role in sharing
power, including challenging the physician,
sometimes making the decision, and accepting
associated risk or uncertainty.

There are several limitations to the present
study. By design, bringing physicians and patients
together in research work groups influenced the
data collected. While the intent was to further
discussion about interaction and to enable both
physicians and patients to hear and respond to
one another’s views, it is possible that either group
would feel hesitant to speak openly in the presence
of the other. The transcript data suggest, how-
ever, that the climate of the work groups permit-
ted physicians and patients to build upon, agree or
disagree with each other, and each group con-
tributed comparable numbers of comments. Only
primary-care physicians participated in this
study, and only patients with serious or chronic
health conditions; and the patients included more
women than men. The findings in this study,
therefore, may not transfer to all patients and
physicians in all settings. Furthermore, the
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participants in the study were all positively
motivated towards shared decision making, as
required by the goals of the study. Physicians and
patients in general, however, may not wish to
engage in shared decision making, depending on
their personal and contextual factors,®” they may
not possess the communication skills needed to
negotiate decisions’® and they may operate in
health-care settings that make sharing decisions
difficult.*>2¢37:687L.72 Even given the rich
description and numerous facilitators offered, the
attitudes and behaviours described by patients
and physicians reflecting on positive experiences
and examples of shared decision making may not
be enough to overcome an unwilling partner.

This study is, however, unique in that clinicians
and patients defined and described attitudes and
behaviours that facilitate shared decision making,
using a process that both modelled and explored
collaboration. Others have queried physicians or
patients separately about proposed competencies
for informed shared decision making.®*3 In this
study, both physicians and patients contributed
to the descriptions of all the themes describing
both patient and physician attitudes and behav-
iours. The contribution of mutual influence
between patients and physicians was perhaps,
therefore, more clearly elucidated than in previ-
ously reported studies. Future educational efforts
may apply the themes described here for teaching
and assessing collaboration for both patients and
physicians. Future research may explore in more
detail how patients facilitate the shared decision-
making behaviours of their physicians, how
physicians respond to patients’ influence and
what conditions increase the likelihood that
effective sharing of decisions will occur. The
findings described here may further understand-
ing and exploration of mutual influence and help
both patients and physicians collaborate more
effectively and share control and responsibility in
decisions.
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