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Introduction

Objective To study how physicians feel about patients’ efforts to be
engaged in shared decision making (SDM).

Study setting and design Survey of physicians from distinctly
different medical disciplines (238 psychiatrists and 169 vascular
surgeons). Participants were requested to judge which patient
behaviours they find helpful and which behaviours detrimental for
SDM.

Results Psychiatrists and surgeons had rather positive attitudes
about active patient behaviours. However, there were quite a few
patient behaviours (e.g. searching the Internet, being assertive
towards the doctor) which provoked ambivalent or negative attitudes.

Discussion and conclusions Physicians are generally quite open
towards active patient behaviour in the consultation. They, however,
do consider it as less helpful and become more annoyed if patients
insist on their preferences and doubt their doctors’ recommenda-
tions. Physicians must realize that SDM implies giving up decisional
power and try to be more flexible in their interactions with patients.

The few studies that focused on patient par-
ticipation or the patients’ side of SDM primarily

Shared decision making (SDM) is increasingly
demanded by health-care leaders, researchers
and patients, * and there is an increasing body
of research on how SDM can be implemented in
clinical practice. While it has been argued that
both physicians and patients should commit to
SDM and engage in a mutual decision process,’
there has been much more emphasis on the skills
and tasks of the physicians® and on possibly
helpful decision aids’ than on what patients
could do to facilitate SDM.®

360

deal with the notion of communicative compe-
tencies that can facilitate patient participation
like asking questions, providing information and
verifying it.”'' It has been argued that patients
need to be more assertive in order to motivate
their physicians for a more patient-centred
style.!?

While there is good reason to consider these
behaviours as generally helpful for SDM, in
daily practice many physicians might have a
different view and prefer a more paternalistic
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style particularly under time constraints or when
in doubt about their patients’ decisional capac-
ity.!*!* Under such conditions, a more active
participation of patients runs the risk of irritat-
ing and annoying doctors instead of facilitating
SDM. "

The aim of this study is to investigate which
patient behaviours physicians from two distinctly
different medical disciplines (psychiatry, surgery)
consider to be helpful for SDM, which behav-
iours they believe to be helpful for arriving at a
medically reasonable decision and which behav-
iours they are more likely to find annoying (and
therefore detrimental to SDM) in clinical routine.

Methods

In order to analyse differences between medical
disciplines, we investigated two distinctly differ-
ent groups of physicians, psychiatrists and vas-
cular surgeons. As previous research suggests,
surgeons and psychiatrists are good examples of
two very different medical specialties with sur-
gery being more prestigious and considered to be
an ‘active’ discipline (‘cutting’, ‘fixing’ and
‘doing’), while psychiatry is generally judged as
less prestigious and as a ‘passive’ discipline (‘lis-
tening’, ‘talking’ and ‘waiting’).'®!” In vascular
surgery for most medical problems, a decision
has to be made whether to initiate /continue with
medical therapy, or to perform minimally inva-
sive endovascular procedures or open bypass
surgery. Frequent decisions in psychiatry involve
the decision whether or not to start with drug
treatment, to choose the appropriate drug, to
initiate psychotherapy or to plan psychosocial
matters.

We recruited psychiatrists attending the
annual congress of the German Psychiatric
Association and vascular surgeons attending the
annual meeting of the German Association of
Vascular Surgery both held in autumn 2009.
Both congresses are major events for specialized
clinicians of the respective specialties. The
response rate at both congresses was approxi-
mately 80%.

The questionnaires included items on partici-
pants’ age, gender, length of experience in the

medical discipline field and type of institution
participants were employed. Participating phy-
sicians were asked to indicate which of three
styles of physician—patient decision making they
were employing most frequently with their
patients. These three styles have been identified
as paternalistic (‘You inform your patients about
the most important treatment options and then try
to convince the patients to accept the treatment
option that you consider to fit the patient’s needs
best’), SDM (‘You inform your patients about the
pros and cons of the most important treatment
options. Then you encourage the patients to
develop preferences upon which you and your
patient develop a joint decision’) and informed
choice (‘You inform your patients about the pros
and cons of the most important treatment options.
Then you encourage the patients to develop pref-
erences and strictly aim at implementing them’)."®

Physicians were asked to imagine an outpa-
tient for whom a decision about his further
treatment is to be made and to rate 19 possible
behaviours of this patient (Table 2).

Participants of the study randomly received
one of three questionnaires (experimental con-
ditions).

Condition 1: physicians were asked to rate
whether the patient’s behaviour would be
helpful for reaching a shared decision with the
patient

Condition 2: physicians were asked to rate
whether the patient’s behaviour would be
helpful for reaching a medically ‘good decision
(style of decision making not mentioned).

Condition 3: physicians were asked to rate
whether the patient’s behaviour could be seen
as ‘annoying’ in clinical practice.

The 19 items (e.g. ‘the patient asks about risks
and side-effects of the treatment’) had to be
rated on 5-point scales ranging from 1 = ‘not at
all helpful’ to 5 = ‘very helpful’ in conditions 1
and 2, and from 1 = ‘not at all annoying’ to
5 = ‘very annoying’ in condition 3.

The 19 items were obtained by searching the
literature on SDM (e.g.>®) and on related fields
(e.2.>'%). A preliminary list of items was pre-
sented to five psychiatrists and five vascular
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surgeons with regard to wording and clinical
relevance and was subsequently refined.

Statistical analysis

Doctors’ characteristics and ratings
described using frequencies and means. Differ-
ences in physicians’ characteristics were analysed
using chi-square-tests and ¢-tests. Mean ratings
in the three conditions were calculated by adding
the ratings of all 19 items and dividing them by
19 (Crohnbach’s o was >0.88 for all three con-
ditions).

The ratings of the 19 items were compared
between physician groups (psychiatrists vs. vas-
cular surgeons) using f-test for independent
samples.

To evaluate whether single items’ ratings dif-
fered from the mean of all ratings (i.e. to test
whether physicians rated any items as ‘out-
standing’), we compared the single item ratings
to the mean ratings of the three conditions using
one-sample #-tests. For these two analyses, we
carried out a Bonferoni-adjustment for multiple
testing (P < 0.002).

To test whether the physician’s preferred
decision style (paternalistic, SDM, informed

were

Table 1 Characteristics of the participants
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choice) correlated with how helpful /annoying
the doctors perceived the patient’s behaviours,
we compared the mean scores in the three con-
ditions between the three decision styles by using
an analysis of variance.

Results

Overall, N = 169 vascular surgeons and
N = 238 psychiatrists participated in the study.
Psychiatrists had slightly less work experience,
were more likely to work in private practices and
there were more female doctors in the psychia-
trists’ group (Table 1). In addition, there was a
trend for psychiatrists to be less paternalistic
than vascular surgeons.

Doctors’ ratings of patients’ behaviours

The patients’ behaviours were on average rated
as predominantly ‘helpful for arriving at a
shared decision’ (condition 1, M = 3.7), as
‘helpful for arriving at a good decision (condi-
tion 2, M = 3.8) and as only very little
‘annoying’ (condition 3, M = 1.8).

As can be seen from Table 2, some behaviours
were considered more or less helpful or more or

Psychiatrists

Vascular surgeons

(n =239 (n = 169)
Age, mean (SD) 46.1 (SD = 9.4) 44.4 (SD = 9.4) P =0.08"
Gender (female) 109 (46%) 40 (27%) P < 0.001*
Work experience, years, mean (SD) 14.4 (SD = 10.1) 16.7 (SD = 9.5) P =0.03"
Workplace (% hospital) 178 (75%) 159 (94%) P < 0.001*
Main decision style P = 0.06*
Paternalistic 110 (46%) 98 (58%)
SDM 89 (37%) 53 (31%)
Informed choice 33 (14%) 15 (9%)
Experimental condition P = 0.47*
Helpful for SDM 73 (31%) 58 (34%)
Helpful for good decision 87 (37%) 52 (31%)
Annoying 78 (33%) 59 (35%)
Mean score in the three conditions (SD)
Helpful for SDM 3.7 (SD = 0.6) 3.7 (SD = 0.5) P =0.92*
Helpful for good decision 3.8 (SD = 0.6) 3.8 (SD = 0.4) P = 0.94%
Annoying 1.8 (SD = 0.5) 1.8 (SD = 0.5) P = 0.96"

SDM, shared decision making.
#t-test, *y*-test.
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less annoying than the mean of all behaviours. details of the treatment was also seen as espe-
Thus, it was seen as especially positive by the  cially positive.
physicians (more helpful and less annoying) if In contrast, physicians regarded it as less

the patient gave feedback and stated whether  helpful and as more annoying if the patient
they wanted to be involved in the decision. In  expressed doubts, insisted on his ideas, wanted a
addition, asking for alternatives and asking for ~ second opinion, searched the Internet for other

Table 2 Patient’s behaviours seen as helpful or annoying

Mean score® in Mean score® in Mean score® in
condition 1 condition 2 (helpful condition 3
(‘helpful for SDW’), for good decision’) (‘annoying’)
Patient’s behaviour mean (SD) mean (SD) mean (SD)
The patient reports his experiences with different 4.0 (1.1)* 4.2 (0.9)* 1.7 (0.9
treatments
The patient asks about the risks and side-effects of the 4.1 (0.9)* 4.0 (0.9) 1.3 (0.5)*
treatment
The patient gives feedback in his own words as to how 4.4 (0.8)* 4.4 (0.8)* 1.3 (0.6)*
he has understood your information
The patient states that he wants to be involved in the 4.0 (0.9)* 4.1 (0.8)* 1.3 (0.6)*
decision

The patient brings a memo on which he has noted 4.1 (0.8)* 4.0 (0.9) 1.7 (0.9)
several questions
The patient repeatedly asks when he has not understood 4.2 (0.9)* 4.2 (0.8)* 1.8 (0.8)

your information

The patient asks for alternatives to your 4.0 (0.8)* 4.0 (0.9)* 1.5 (0.7)*
recommendation

The patient describes his complaints at length 3.9 (0.9 4.1 (0.9)* 2.1 (0.9)*

The patient expresses wishes concerning the treatment 3.8 (0.9 3.8 (0.9 2.0 (0.9

The patient brings a relative to the consultation 3.8 (1.1) 3.7 (0.9 1.6 (0.9)

The patient wants more time before making a decision 3.5 (1.0) 3.7 (1.0) 1.6 (0.7)*

The patient has searched the Internet for scientific 3.1 (0.9)* 3.1 (1.0)* 2.0 (1.0)
information about the treatment

The patient requests a rationale for your treatment 3.9 (1.0) 4.0 (0.8) 1.8 (0.8)
recommendation

The patient asks for details on the course and duration of 4.0 (0.8)* 4.1 (0.8)* 1.4 (0.7)*

the treatment

SDM, shared decision making.

Dark grey shade: Behaviour seen as less helpful and more annoying than the mean of all items.

Light grey shade: Behaviour seen as more helpful and less annoying than the mean of all items.

Scores ranged from 1 = ‘not at all helpful’ to 5 = ‘very helpful’ in conditions 1 and 2, and from 1 = ‘not at all annoying’ to 5 = ‘very annoying’ in
condition 3.

*Significantly (P < 0.002) above the mean of all ratings in this condition.

#Signiﬁcantly (P < 0.002) below the mean of all ratings in this condition.

© 2011 Blackwell Publishing Ltd Health Expectations, 15, pp.360-366

363



patients’ experiences or if he had resisted pres-
sure from the physician.

Correlation between doctors preferred style of
decision making and their ratings of patients’
behaviours

In condition 1 (helpful for SDM), there were no
differences between physicians with different
decision styles. However, there were significant
differences in the two other conditions. Seeing
an active patient behaviour as more helpful for
reaching good decisions was related to the phy-
sicians’ general decision style (higher scores for
physicians who generally prefer a less paternal-
istic style) and an active patient behaviour was
seen as more annoying by more paternalistic
doctors (Table 3).

Differences between the ratings of psychiatrists
and vascular surgeons

Psychiatrists and vascular surgeons did not dif-
fer with respect to their mean ratings in the three
experimental conditions. Regarding single items,
there were only very few significant (P < 0.002)
differences between the two groups of physi-
cians:

In condition 1, psychiatrists found it more
helpful for SDM than vascular surgeons if the
patient reported his experiences with different
treatments.

In condition 2, again psychiatrists found it more
helpful for reaching a good decision than
surgeons if the patient reported his experi-
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ences, whereas vascular surgeons found it
more helpful than psychiatrists when the
patient asked for a second opinion.

In condition 3, vascular surgeons considered it
more annoying when the patient expressed
specific wishes concerning the treatment and
psychiatrists considered it more annoying
when the patient asked for a second opinion.

Discussion

Overall, psychiatrists and vascular surgeons
were quite positive about an active participation
of patients in clinical decision making, whether
they were asked particularly about SDM or —
more general — about reaching a medically good
decision. However, physicians rated some
patient behaviours as more annoying or less
helpful. Apparently, the categorization of the
physicians’ own style of decision making was
quite consistent with their ratings of specific
patient behaviours.

Limitations

We surveyed doctors attending congresses who
might be different from the overall population of
German psychiatrists/vascular surgeons, and
thus, they might be more interested in innova-
tions and scientific findings. Thus, our sample
might be biased by selection.

Additionally, we studied attitudes not behav-
iour in clinical situations. Physicians might
behave differently in clinical practice compared to
what they gave as ratings in our questionnaires.

Table 3 Differences with respect to mean ratings of patient behaviour between doctors who indicated that they prefer pater-

nalism, SDM or informed choice (anova)

Mean (SD) Post hoc (mean difference, P-value)
SDM vs. Paternalistic
Paterna- Informed Overall Paternalistic Informed vs. informed
listic SDM choice F  P-value Eta vs.SDM choice choice
Condition 1 (helpful for SDM) 3.7 (0.6) 3.7 (0.5) 3.9 (0.5) 0.9 0.40 0.02 -0.05,0.90 -0.16, 0.60 -0.20, 0.40
Condition 2 (helpful for good 3.7 (0.5) 3.9 (0.6) 4.0 (0.4) 3.2 0.04 0.05 -0.21, 0.10 -0.11, 0.83 -0.31, 0.19
decision)
Condition 3 (annoying) 1.9 (0.5) 1.7 (0.4) 1.6 (0.3) 5.6 0.005 0.08 0.20, 0.10 0.15, 0.51 0.36, 0.01

SDM, shared decision making.
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Even doctors with a paternalistic style may not
admit being annoyed by patients with a given
behaviour because it might appear unprofes-
sional (social desirability bias). Physicians might,
in their clinical practice, have more expressed
reservations about active patient behaviour.

Finally, it is unclear whether our results might
also hold true for other medical disciplines. We
considered psychiatrists and vascular surgeons
as highly distinctive with respect to traditional
styles of behaviour. Nevertheless, the differences
between the two groups in their ratings were
largely negligible.

Overall, psychiatrists and vascular surgeons
rated most patient behaviours as helpful for
reaching a shared as well as a good decision.
Although social desirability might have inflated
the positive responses, these results may indicate
that physicians from very different fields do not
expect to see passive patients, but respect active
patient behaviour. Finally, physicians did not
differentiate between patient behaviours that are
useful for SDM in particular and patient
behaviours that help to reach medically (scien-
tifically) sound decisions. The physicians sur-
veyed thus apparently have to a considerable
extent incorporated patient-centred medicine.

Nevertheless, a comparison of individual items
showed that doctors, despite being generally
open towards patient autonomy, become more
annoyed and see it as less helpful if patients dis-
agree with them or insist on what they believe to
be best for them. In addition, doctors dislike
patients searching the Internet and informing
themselves about other patients’ experiences.

Congruent with previous research,'*!'? physi-
cians appear to be open to SDM, but not under
all circumstances. Thus, if a patient resists a
doctor’s recommendation that the doctor
believes to be reasonable and in the patient’s best
interest, doctors become afflicted by doubts
whether a paternalistic decision might not be
better in the long-term interest of the patient.

Here, it becomes clear that a consequent
implementation of SDM implies that physicians
have to ‘accept that the patient has the right to
decide not to take a medicine, even if* (...the

physician does...) ‘not agree with the decision, as
long as the patient has the capacity to make an
informed decision and has been provided with the
information needed to make such a decision’.*

And for the patients it is important to know
that with some behaviours they are more likely
to risk annoying their doctors, especially those
who still prefer the paternalistic role of doctor—
patient interaction. While this is a disappointing
finding, it might reflect with what many patients
experience when speaking up in the consulta-
tion, e.g., by insisting on their preferences or by
citing search results from the Internet.

Here, the patients probably should not only
speak up for their preferences and rights, but
should also address the patient—doctor rela-
tionship. Hence, it has been argued that it is also
of importance for a successful shared decision-
making process that patients look after the
therapeutic alliance, show respect, listen to the
doctor and are able to compromise.”®

While these patient competencies are surely
helpful, it should rather be up to the physicians
to find ways how to deal with active patient
behaviour without getting annoyed. One
approach might be physicians becoming more
flexible in their interactions with patients. It thus
has been suggested that tailoring decision-mak-
ing styles (e.g. SDM vs. paternalistic) to the
expectancies and preferences of individual
patients might improve doctor—patient commu-
nication and also treatment outcomes.*”

Finally, we were surprised that there were so
few differences between the two physician
groups. The few differences found can be
explained by specifics of the two disciplines.
Thus, it makes more sense to talk about patients’
experiences with different psychotropic medica-
tions than to discuss patients’ experiences with
different surgical procedures. Likewise surgeons
are more used to patients who demand a second
opinion than psychiatrists.

Conclusion

Physicians must become aware that SDM
implies giving up decisional power. Doctors
should also become more flexible in their inter-
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action with patients (e.g. ‘paternalistic’ vs. SDM)
and should not misunderstand active patient
behaviour (e.g. seeking for information on
the Internet, second opinion) as distrust or
annoying.
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