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Abstract

Objective To examine the psychometric properties of the German

version of the �observing patient involvement� scale (OPTION) by

analysing video recordings of primary care consultations dealing

with counselling in cardiovascular prevention.

Design Cross-sectional assessment of physician–patient interaction

by two rater pairs and two experts in shared decision making

(SDM).

Setting Primary care.

Participants Fifteen general practitioners provided 40 videographed

consultations.

Measurements Video ratings using the OPTION instrument.

Results Mean differences on item level between the four raters were

quite large. Most items were skewed towards minimal levels of

shared decision making. Measures of inter-rater association showed

low to moderate associations on item level and high associations on

total score level. Cronbach-a of the whole scale based on the data of

all four raters is 0.90 and therefore on a high level. An oblique factor

analysis revealed two factors, but both factors were highly correlated

so we can confirm a one-dimensional structure of the instrument.

ROC analyses between the rater total scores and dichotomized

expert ratings (SDM yes ⁄no) revealed a good discriminability of the

OPTION total score. Physicians with more expertise in shared

decision making received higher OPTION ratings.

Conclusions The German version of the OPTION scale is reliable at

total score level. Some items need further revision in the direction of

more concrete, observable behaviour. We were only able to perform

a quasi-validation of the scale. Validity issues need further research

efforts.
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Introduction

Patients prefer to be involved in decisions about

their medical care as studies conducted in a

variety of settings have shown.1,2 Patient

involvement still needs to be measured to

determine progress and provide individual

feedback.3,4 Instruments for measuring patient

involvement are few as revealed in the relevant

literature.5 Although some instruments include

some components of patient involvement,6–12

they were found to be insufficiently precise to

accurately measure this aspect of communica-

tion in patient–clinician interactions. The need

to investigate the validation of instruments said

to measure shared decision making (SDM) is

emphasized. Until now, only indirect validity

parameters have been used.13,14

Against this background, Elwyn et al. have

developed a scale called �observing patient

involvement� (OPTION), which is supposed to

assess the extent to which clinicians involve

patients in decisions across a range of situa-

tions in clinical practice. The first version of

the OPTION scale used attitude scaling on a

five-point scale. Its psychometric characteristics

were evaluated by two raters rating 186

audiotaped consultations.10 The mean intra-

class correlation coefficient was 0.62, the mean

kappa value 0.71, and Cronbach�s a was 0.79.

Results for the single items were heterogenous,

especially low agreement was found on item 9

(clinician provides opportunities to ask ques-

tions). A confirmatory factor analysis revealed

that the instrument has a one-dimensional

structure.

The revised version of the scale uses a mag-

nitude (numerical rating) instead of an attitude

scale (verbal rating).15 The same audio-taped

consultations were used to examine its psycho-

metric properties. Factor analysis again con-

firmed a one-dimensional structure that was

interpreted in the way that SDM might be a

homogenous construct. The intraclass correla-

tion coefficient for the total score was 0.77. On

item level, there was moderate variability

between the raters. Kappa scores on item level

ranged from 0.45 to 0.98, and intra-class coeffi-

cients (ICCs) ranged from 0.11 to 0.98. The

intra-rater ICC for the total score was 0.53.

Elwyn et al. conclude that the OPTION instru-

ment is not reliable at the individual item level

but on the total score level.

The reliability of the Italian version of the

OPTION scale was assessed by two raters rating

thirty consultation transcripts.16 Weighted

kappa values ranged from 0.29 to 0.73, the

intraclass correlation coefficients for the total

score at test and retest were 0.85 and 0.81, and

Cronbach�s a was 0.82. The distributions of the

single items were skewed with the majority

between 0 (behaviour absent) and 2 (minimum

skill level).

A construct validity study was carried out by

Siriwardena et al. Candidates passing the �shar-
ing management options� in the examination for

membership of the Royal College of General

Practitioners (MRCGP) had higher OPTION

scores than those who failed.17

The German version of the OPTION scale

was used in the study of Loh et al.18 in the

context of depression. Two raters rated 20 con-

sultations with depressive patients in primary

care. Apart from an inter-rater concordance of

67%, a Kappa coefficient 0.5 and an ICC of 0.7,

no further psychometric characteristics were

reported. Consequently, there is a lack of such

data concerning the German version of the

OPTION scale, and ours is the first study to

examine the instrument in detail. The primary

aim of our study was to measure inter-rater

agreement and inter-rater associations as mea-

sures of reliability. Regarding validity, we aimed

at examining the factorial structure of the

instrument, and we intended to compare the

raters� evaluations of the OPTION scale to

expert ratings whether shared decision making

took place or not, which we regarded as a quasi-

validation. This study is part of an extensive

phase 4 study investigating patient participation

in the SDM process in cardiovascular preven-

tion. It was approved by the local ethics com-

mittee of the Department of Medicine at the

University of Marburg. Informed consent had

been obtained from participating general prac-

titioners (GPs) and patients.
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Methods

Sample

All 91 GPs (44 in the intervention and 47 in the

control group) of a previous cluster randomized

trial were asked to participate in this study.19

Fifteen GPs (10 men, 5 women) agreed to par-

ticipate and were asked to recruit three patients

each in whom discussion of cardiovascular risk

and of preventive measures seemed indicated.

GPs and patients agreed to having their con-

sultations videotaped. This resulted in a total of

40 videotaped consultations.

Eight GPs had taken part in a preceding

randomized controlled trial where they have

received educational training in SDM.20 Thus,

we consider them to be physicians with a certain

expertise in SDM.

The instrument

The original OPTION scale consists of a set of

competences21 that include problem definition,

explaining legitimate choices, portraying options

and communicating risk and conducting the

decision process or its deferment. The instru-

ment is a 12-item five-point scale to assess the

presence and characteristics of the clinician�s
communication behaviour (competence). Scal-

ing corresponds to the observed behaviour

(0 = not observed, 1 = minimal attempt,

2 = minimal skill level, 3 = good standard,

4 = high standard). A comprehensive account

of the four-stage translation process into Ger-

man is given by Elwyn et al.22 Figure 1 depicts

the English version of the OPTION scale.

Procedure

Our OPTION ratings were based on video

recordings of consultations and were performed

by four experienced raters. All four raters are

research fellows with knowledge of the principles

of SDM. They were divided into two rater pairs

(rater 1 vs. rater 3 and rater 2 vs. rater 4). We

conducted an extensive training of the raters,

and each rater pair performed a calibration

Figure 1 English version of the

observing patient involvement scale.
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session to reach a consensus about their general

rating performance. All raters rated the 40 vid-

eotaped consultations independently in random

order. There was a discourse in the training

phase but not in the phase of rating. These data

were then compared with a reference standard

whether SDM took place (yes ⁄no) rated by two

experts of the shared decision-making field

associated with our group. In three cases, they

had to reach a consensus because of disagree-

ment. Global ratings can be regarded as an effort

for quasi-validation of a complex construct and

cannot be seen as a gold standard.

Additionally, at the end of the rating of each

video, the four raters also provided a global

rating whether SDM took place or not.

Statistical methodology

Reliability

Agreement between rater pairs on item level was

evaluated by the Wilcoxon test for dependent

data. It is recommended that a meaningful dif-

ference between two raters occurs at a P-value

of 0.25 or smaller to reduce the probability of

an b error. 23,24 We further calculated the effect

size d to assess the magnitude of the mean dif-

ference.25

As there are no gold standards for the mea-

surement of inter-rater reliability, it is highly

recommended to use several measures.23

Associations between the two rater pairs on

item level were assessed by Spearman correlation

coefficients, weighted kappas and intraclass

correlation coefficients.23,26,27 Unadjusted intra-

class correlations above 0.40, 0.60 and 0.80 were

considered to reflect fair, moderate and

substantial agreement.28 Weighted kappas

smaller than 0.40 were taken as an indicator of

poor agreement, between 0.41 and 0.59 they

signal moderate agreement, between 0.60 and

0.74 they are interpreted as good agreement, and

kappa scores larger than 0.74 show very good

agreement.29

The association of the total scores between the

raters was examined by Pearson correlation

coefficients. Point–biserial correlation coeffi-

cients were calculated between the sum scores of

the four raters and their respective dichotomized

SDM ratings.26

The internal consistency of the whole scale

was inspected with Cronbach-a. The previously

mentioned coefficients are acceptable at a value

of 0.7 and larger.23 The minimum required

sample size in our study was 26 videos while we

hoped for an inter-rater reliability of 0.8. Details

on sample size calculations for reliability studies

are provided by Walter et al.30

Validity

We used the data of all raters to examine the

structure of the scale by principal components

analysis with the oblique Promax rotation to

allow factors to be correlated. The Kaiser–

Meyer–Olkin criterion and the measure of sam-

pling adequacy were used to judge the quality of

the factor analytic solution.31,32 Our hypothesis

was that we are able to replicate the one-dimen-

sional structure reported in the literature.

Point–biserial correlation coefficients were

calculated between the total OPTION scores of

the four raters and the dichotomized SDM

expert consensus ratings.26

We plotted the total OPTION scores of all

four raters against the respective SDM consen-

sus ratings of the experts using ROC analysis to

search for a cut-off point that differentiates

between �SDM: yes� and �SDM: no�.33

We further explored differences in total

OPTION scores regarding patients� age, gender,
education and cardiovascular risk and regarding

physicians� expertise in shared decision making

by comparing mean differences with t-tests and

analysis of variance (ANOVAANOVA). Calculations were

carried out with PASWPASW Statistics 18 (SPSS Inc.,

Chicago, IL, USA) and MEDEDCALCALC 11.2.1.0

(MedCalc Software, Mariakerke, Belgium).

Results

Study sample

Participating GPs were 5 women and 10 men

whose age ranged from 44 to 56 years. Regard-

ing age, our study sample corresponds to the age

distribution of practicing physicians in Germany
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(43% > 54 years, 12% > 60 years, mean age

51.3 years) as published by the National Asso-

ciation of Statutory Health Insurance Physicians

in 2009.

From the 45 videos (14 male and 26 female

patients), five had to be excluded because during

the consultation, other problems different than

cardiovascular risk were discussed.

Descriptive statistics

Table 1 depicts descriptive statistics of the four

raters on item and total score level. We calcu-

lated the raw total score without further trans-

formation.

One can see in Table 1 that the mean differ-

ences on item level between the four raters are

quite large. Most items are skewed towards

minimal levels of SDM. The calibration process

of the rater pair 1 and 3 was different from the

one of rater pair 2 and 4. This is especially

obvious in the difference of the total scores. Item

3 (clinician assesses patient�s preferred approach

to receiving information) was almost never

observed by all four raters.

Reliability

Inter-rater association

Table 2 depicts the results between the two rater

pairs regarding their associations on the items of

the OPTION scale. Table 2 shows that the dis-

tributions of the ratings especially differ between

raters 2 and 4 with significant differences except

for items 2, 3 and 10. The agreement between

raters 1 and 3 is higher with non-significant

differences on items 3, 4, 5, 7, 10 and 12.

Effect sizes between rater 1 and rater 3 range

between d = 0.04 and 1.55. Between rater 2 and

rater 4, effect sizes vary between d = 0.00 and

2.27. Associations between the two rater pairs

are shown in Tables 3 and 4.

In Table 3, Spearman correlation coefficients

between raters 1 and 3 reflect moderate associ-

ations on items 1, 2, 4 and 5. Only low associ-

ations were found on items 6 (clinician explores

patient�s expectations), 7 (clinician explores

Table 1 Means and standard devia-

tions of the single items and the total

score of the OPTION scale listed sepa-

rately for the four raters (n = 40 per

rater on each item)

Rater 1 Rater 2 Rater 3 Rater 4

Item 1 3.74 (0.56) 2.17 (1.25) 2.70 (0.98) 1.79 (0.79)

Item 2 3.16 (1.21) 1.55 (1.36) 2.65 (1.43) 1.58 (1.02)

Item 3 0.22 (0.94) 0.00 (0.00) 0.35 (0.81) 0.00 (0.00)

Item 4 2.74 (1.28) 1.80 (1.36) 2.40 (1.23) 2.21 (1.23)

Item 5 2.21 (1.44) 0.80 (1.06) 1.68 (1.29) 1.26 (0.99)

Item 6 1.89 (1.45) 0.15 (0.37) 1.25 (0.91) 1.00 (1.00)

Item 7 1.74 (1.33) 0.45 (0.83) 1.45 (0.95) 1.11 (1.05)

Item 8 2.29 (1.26) 1.84 (1.77) 1.85 (0.99) 1.16 (0.69)

Item 9 3.68 (0.48) 3.10 (1.12) 2.65 (0.99) 1.47 (1.17)

Item 10 1.06 (1.09) 0.35 (0.88) 1.10 (0.97) 0.37 (0.50)

Item 11 1.47 (1.58) 0.20 (0.41) 2.05 (1.23) 1.63 (0.83)

Item 12 1.95 (1.68) 0.35 (0.81) 1.85 (1.31) 1.68 (1.00)

Total score 24.64 (11.57) 12.50 (7.37) 21.26 (9.51) 15.26 (7.84)

Table 2 P-values of the Wilcoxon test between the two rater

pairs

Wilcoxon test

(P-value)

rater 1 vs. rater 3

Wilcoxon test

(P-value)

rater 2 vs. rater 4

Item 1 <0.001 0.19

Item 2 0.05 0.81

Item 3 0.26 1.00

Item 4 0.27 0.22

Item 5 0.35 0.09

Îtem 6 0.10 0.003

Item 7 0.35 0.005

Item 8 0.12 0.06

Item 9 0.01 0.001

Item 10 0.73 0.85

Item 11 0.07 <0.001

Item 12 0.98 <0.001

Significant values according to the recommendations by Wirtz and

Caspar are printed in bold.
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patient�s concerns) and 12 (need to review the

decision). Intraclass correlation coefficients sig-

nal moderate associations on items 2, 3, 4, 10

and 12. Weighted kappas reveal a good agree-

ment on item 3 and fair agreement on items 2, 5,

10 and 12. It is striking that on item 9 (clinician

offers the patient opportunities to ask ques-

tions), there is a negative association and

agreement between raters 1 and 3.

In Table 4, Spearman correlation coefficients

between raters 2 and 4 reflect moderate associ-

ations on items 2, 4, 5, 6 and 7. Intraclass

correlation coefficients signal moderate associa-

tions only on items 2 and 4. Weighted kappas

reveal a moderate agreement on items 2 and 4.

Low or even negative associations and agree-

ment are found on items 8–12.

The Pearson correlation between the sum

scores of rater 1 and rater 3 is 0.68 (P = 0.01)

and 0.82 (P < 0.001) between rater 2 and rater

4. They can be considered high.

The point–biserial correlations between the

sum scores of the four raters and their respective

dichotomized SDM ratings were 0.71, 0.75, 0.79

and 0.81 (all P-values <0.001). This highlights

that the raters incorporated their OPTION rat-

ings into their overall decision whether SDM

took place or not.

Internal consistency

Cronbach-a of the whole scale based on the

data of all four raters is 0.90 and therefore on

a high level. The corrected item–total correla-

tions of items 3, 8 and 9 are moderate at

around 0.40. The other corrected item–total

correlations range from 0.51 to 0.82 and are

acceptable.26,31

Validity

Factor analysis

In our factor analysis, the Kaiser–Meyer–Olkin

criterion with 0.88 is high, and such an analysis

is therefore feasible. The measures of sampling

adequacy of the single variables range between

0.80 and 0.94 and point in the same direction.

Two factors with eigenvalues >1 were extracted,

which together explain 64.5% of the variance

(50.3 and 14.2%, respectively). The two factors

correlate by r = 0.53. The first factor consists of

items 3, 5, 6, 7, 11 and 12, and the second factor

comprises items 1, 2, 4, 8, 9 and 10. Cronbach-a
of both factors is 0.87, respectively. Correlations

of the OPTION scale items with the two

extracted factors are depicted in Table 5.

Because of the relatively high correlation

between the two factors, cross-correlations of

about half of the items are also high.

We calculated point–biserial correlations

between the total scores of the four raters and the

Table 3 Measures of association between rater 1 and rater 3

on single items of the OPTION scale (n = 40 videos)

Spearman

Intraclass

correlation

Weighted

kappa

Item 1 0.57 (P = 0.01) 0.23 (P = 0.04) 0.14

Item 2 0.76 (P < 0.001) 0.76 (P < 0.001) 0.54

Item 3 0.55 (P = 0.02) 0.76 (P < 0.001) 0.64

Item 4 0.54 (P = 0.02) 0.61 (P = 0.002) 0.34

Item 5 0.48 (P = 0.04) 0.51 (P = 0.012) 0.40

Item 6 0.34 (P = 0.16) 0.29 (P = 0.11) 0.18

Item 7 0.27 (P = 0.26) 0.31 (P = 0.09) 0.14

Item 8 0.54 (P = 0.02) 0.58 (P = 0.005) 0.39

Item 9 )0.45 (P = 0.06) )0.54 (P = 0.99) )0.17

Item 10 0.66 (P = 0.004) 0.64 (P = 0.002) 0.52

Item 11 0.60 (P = 0.007) 0.42 (P = 0.03) 0.25

Item 12 0.75 (P < 0.001) 0.71 (P < 0.001) 0.44

Table 4 Measures of association between rater 2 and rater 4

on single items of the OPTION scale (n = 40 videos)

Spearman

Intraclass

correlation

Weighted

kappa

Item 1 0.32 (P = 0.22) 0.19 (P = 0.23) 0.07

Item 2 0.66 (P = 0.002) 0.68 (P = 0.001) 0.47

Item 3 * * *

Item 4 0.62 (P = 0.004) 0.62 (P = 0.002) 0.40

Item 5 0.69 (P = 0.001) 0.52 (P = 0.008) 0.36

Item 6 0.50 (P = 0.03) 0.07 (P = 0.38) 0.12

Item 7 0.58 (P = 0.009) 0.18 (P = 0.22) 0.15

Item 8 0.28 (P = 0.25) 0.12 (P = 0.31) 0.09

Item 9 0.39 (P = 0.10) )0.08 (P = 0.63) 0.13

Item 10 )0.05 (P = 0.85) )0.03 (P = 0.56) 0.05

Item 11 )0.24 (P = 0.32) )0.45 (P = 0.98) 0.02

Item 12 0.31 (P = 0.19) )0.06 (P = 0.60) 0.07

*Coefficients for item 3 could not be calculated because of too many

�0� values
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dichotomous SDM expert consensus ratings of

the two experts. The resulting correlations are

r = 0.30 (P = 0.07), r = 0.32 (P = 0.05),

r = 0.50 (P < 0.001) and r = 0.51 (P <0.001).

In a next step, we plotted the sum scores of all

four raters against the respective SDM ratings of

the experts using ROC analysis. The ROC curve

is shown in Figure 2.

The diagonal in Figure 2 represents chance

level with an area under the curve (AUC) of

0.50. The AUC in our study is 0.82 (P <0.001;

95% confidence interval: 0.70–0.90). This value

is high and shows good discrimination by the

OPTION total score.

At a cut-off of 12 points (25 points in the

scaling with a maximum of 100), the sensitivity is

87.8%, and the specificity is 76.2%. This is the

optimum relationship between these two mea-

sures in our data.

After a median split of patients� age, we found
a significant difference in the total OPTION

score (t-test, P = 0.037). Consultations with

patients under 63 years of age were rated lower

(mean 16.66, SD 9.58) than consultations with

patients equal to or over 63 years of age (mean

21.36, SD 10.19). This results in a medium effect

size of d = 0.48.34 In other patient characteris-

tics (gender, education and cardiovascular risk),

no significant differences were found. Physicians

with more expertise, as measured by the parti-

cipation in special courses within our randomized

controlled trial,19 received higher OPTION rat-

ings (mean 23.64, SD 8.16) than those with less

expertise (mean 15.43, SD 10.14). This results in a

large effect size of d = 0.90.34

Discussion

We were able to show that the German version

of the OPTION scale is reliable at the total score

level. Statistical quality criteria on item level are

heterogenous in that some items had low levels

of agreement and association between raters

while these values in other items were in an

acceptable range.

Some limitations of our study have to be dis-

cussed. In contrast to the other reliability studies,

we only had one index problem, namely cardio-

vascular prevention that limits content variation.

We used videotaped consultations so that the

raters had additional information in the form of

non-verbal behaviour (e.g. gestures, facial

expressions), which might have led to increased

variance between the raters. The data were partly

dependent because each physician provided up

to three consultations. The consultation times in

the Italian and UK reliability studies are shorter

than in our study, which also might have caused

greater variability between the raters. We were

only able to apply quasi-validation criteria. The

Table 5 Correlations of the OPTION scale items with the two

extracted factors after Promax rotation (structure matrix)

Factor 1 Factor 2

Item 1 0.53 0.81

Item 2 0.70 0.82

Item 3 0.46 0.29

Item 4 0.71 0.73

Item 5 0.79 0.66

Item 6 0.86 0.58

Item 7 0.80 0.50

Item 8 0.29 0.75

Item 9 0.17 0.78

Item 10 0.63 0.64

Item 11 0.80 0.15

Item 12 0.84 0.27

The highest loadings of each item are printed in bold.

0 20 40 60 80 100

100

80

60

40

20

0

100-specificity
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Figure 2 ROC analysis of the sum scores of all four raters and

the respective expert shared decision making consensus

ratings.
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question of the validity of SDM measures could

not be resolved by this study. Descriptive sta-

tistics show the rater dependency of the

OPTION scale because there were larger varia-

tions in mean values on several items between the

two rater pairs. Besides the common rater

training, the two rater pairs underwent different

calibration processes resulting in larger differ-

ences on item and total score level.

This finding is verified when examining the

differences within each rater pair. The best

agreement was found on items with low means.

This shows that agreement is highest on the

items where SDM not or rarely took place.

The coefficients of association within the two

rater pairs are acceptable as long as the

behaviour of the clinician is on a more concrete

level. They are lower on items where there is

more room for interpretation (e.g. explores the

patient�s expectations; explores the patient�s
concerns; offers explicit opportunities to ask

questions; elicits the patient�s preferred level of

involvement). Therefore, there might be a need

for a revision of such items to a more concrete

level so that raters have a common under-

standing of what explicit behaviour should be

measured. Weighted kappas were more often

divergent from Spearman coefficients and ICCs.

This might have happened because of skewed

distributions, which is a known phenome-

non.35,36 In our study, we observed larger

ranges of weighted kappa values and ICC val-

ues on item level than in the Italian and UK

versions.

We also found high associations on the level

of the total score. This confirms the results of the

other reliability studies10,15,16,22 and leads us to

the conclusion that the total score is an accept-

able parameter for further use.

The high associations between the dichoto-

mized SDM ratings of the four raters and their

respective total OPTION scores highlight that

the raters incorporated their OPTION ratings

into their overall decision whether SDM took

place or not. The raters consistently connected

their OPTION ratings with their concept of

SDM, which can be regarded as an indication

for intra-rater reliability.

The internal consistency of the scale measured

by Cronbach-a is high, which also confirms the

findings of the other studies.10,15,16,22

Like Elwyn et al.,15 we calculated an explor-

atory factor analysis with oblique rotation which

also resulted in a two-factor solution. The cor-

relation between the two factors in our solution

is r = 0.53. A one-factor solution in our study

had a higher proportion of explained variance

than reported by Elwyn et al. (50.3 vs. 28%).

Pett et al.32 recommend to drop one or more

factors when such a large correlation occurs. We

therefore can also confirm the one-dimensional

structure of the OPTION scale.

The correlations between the total scores of

the raters and the dichotomized SDM expert

consensus ratings are satisfactorily and lead to

the conclusion that the OPTION total score can

be used for further analyses. The good dis-

criminability of the OPTION total score was

verified by the results of our ROC analyses. The

AUC value was high and confirmed that the

total score is able to achieve a differentiation

between expert ratings of SDM taking place or

not even though the cut-off point is quite low.

Whether this is an indicator of validity is con-

troversial because this can also be interpreted as

a parameter of inter-rater reliability between the

raters in our study and the experts. Like Elwyn

et al.,15 we also think that SDM could be

present in consultations with low OPTION

scores although doctors fail to exhibit several

basic competencies necessary for SDM. On the

other hand, it can also be possible that the

OPTION scale measures physician behaviour

that is appropriate for patient involvement,

which not necessarily means that the OPTION

scale measures SDM. Weiss and Peters37 com-

pared the OPTION scale to the Informed

Decision Making Instrument and found an

unacceptable level of agreement between the

two instruments. This was surprising because

both were considered to measure common

aspects of SDM. Obviously, SDM is a complex,

multidimensional construct that not only con-

sists of distinct stages but also requires special

basic interactive and communicative skills of

the physician.
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The finding that physicians with more exper-

tise in shared decision making received higher

OPTION ratings is another aspect that supports

the suitability of the OPTION total score. Our

result showing higher OPTION scores in elderly

patients contradicts other research in this area38

and needs further exploration.

Conclusions

The German version of the OPTION scale is

reliable at total score level. Some items need fur-

ther revision in the direction of more concrete,

observable behaviour. At the present stage, this

limits the applicability of the scale. On the other

hand, a detailed manual with illustrative exam-

ples might also improve statistical quality criteria

on item level. We were only able to perform a

quasi-validation of the scale. Validity issues need

further research efforts. The observer version of

the scale is physician centred and neglects the

activity and a possible self-involvement of the

patient. Therefore, we modified the scoring of the

OPTION scale. The results will be presented in a

different article. Melbourne et al.39 recently

described the development process of a dyadic

OPTION scale. This should be one of the topics of

future research regarding the OPTION scale to

further refine it.
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