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Background and Objectives: Shared decision making (SDM) is part of a larger movement for patient-
centered approaches to care. SDM can be facilitated through the use of decision aids (DA), which are
evidence-based tools designed to transmit information on topics suitable for SDM. They are intended
to facilitate the process of patients arriving at an informed, values-based choice in partnership with
physicians. Research indicates that SDM and the use of DA are underutilized. This study evaluated
SDM and DA in primary care. Methods: Adult patients presenting for chronic disease follow-up to
one of four participating primary care health centers were recruited over 16 months. Visit discus-
sions were audiorecorded, transcribed, and coded using Davis coding. Discussion comments were
coded for type of SDM (with and without DA) and topics matched against two DA registries. Results:
Forty-four unique patient visits were recorded. Shared decision activities on 15 topics were found in
34 discussions, across 27 (61%) of the visits. DA use did not occur in any visit. Fifteen (34%) visits
included topics with peer-validated, freely available DA. Conclusions: Even when shared decision
making occurs, DAs are rarely used. Research is needed to identify and reduce barriers to using

DAs in primary care.

(Fam Med 2009;41(5):350-5.)

The move away from a paternalistic model of medicine
toward shared decision making between patients and
providers has resulted in a shift in care delivery. Shared
decision making (SDM) includes a number of elements
that go beyond patient education; in particular, patient
values are evoked and included in physician feedback
and recommendations.'

The SDM model presented by Charles and colleagues
has three distinct, yet overlapping, steps: (1) exchanging
information, (2) deliberating on information and treat-
ment implications, and (3) agreeing on a therapeutic
option. Ideally, the decision is aligned with the patient’s
values throughout these steps.? SDM is best suited when
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more than one medical outcome may be beneficial, and
evidence does not strongly favor one approach.** SDM
can also prevent the liabilities of paternalism, in which
the values of the patient may be underweighted. Further,
SDM may temper misunderstandings between physi-
cians and patients when there are differences in cultural
values and personal values and health beliefs.

Shared decision-making discussions between provid-
ers and patients can be enhanced with decision aids
(DAs)’. DAs are standardized, evidence-based tools
intended to transmit complex clinical information and
facilitate the process of arriving at an informed, values-
based choice among two or more health care alterna-
tives.*” They are designed to supplement rather than
replace the patient-physician interaction when trying
to reach a shared decision. One function of DAs is to
help patients consider multiple options in light of their
personal values, so that their decisions match what is
most important in their lives (even if this compromises
the potential for maximum medical outcomes). DAs can
help clarify the goals and objectives for both patients
and providers, and this clearer understanding of goals
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and objectives may increase the efficiency of care and
avoid frustration or confusion.® Patients and physicians
have expressed support for the use of DAs in the clinical
encounter.’'> Krist et al found increased participation
in SDM in patients exposed to DAs prior to meeting
with the physician."

In practice, DAs can be presented to patients repeat-
edly with and without provider counseling. DAs are
available as video or written materials to be given to
the patient before, during, or after a patient encounter.
Physicians and other staff can give patients and/or
family members DAs to take home and follow up with
a discussion at their next visit. This may be especially
appropriate when decisions are complex, such as with
cancer treatment or the use of feeding tubes near the
end of life. Materials may be tailored to patient char-
acteristics specific to the topic, such as age (eg, acne
treatment) and gender (eg, prostate cancer screening
and breast cancer treatment options).

International standards have been developed for
DAs.” The Ottawa Health Research Institute (OHRI)
uses standardized criteria to critically review DAs that
are available in English and French, many of which
are available for downloading from the Internet at no
charge. These DAs are evaluated on their development
process, content, and effectiveness (http://decisionaid.
ohri.ca/). Such efforts to standardize SDM and DA
are very timely given the variety of SDM conceptual
approaches and methods.!

Conceptual and empirical evidence exist for the use
of SDM and DAs in primary care.>'*!* Generally, the im-
provements seen with DAs pertain to improved patient
satisfaction, knowledge, and alignment with values, not
necessarily the actual decision.” Elwyn demonstrated
improved patient and physician satisfaction, as well as
agreement, after physician training to use risk com-
munication aids.”® In one study of 267 patients and 50
physicians, congruence with decision-making prefer-
ences predicted patient satisfaction, adherence, and
their perception of their health status, while age, eth-
nicity, and gender congruence had no predictive value.?
Corser found higher patient knowledge and adherence
to diabetic management goals in diabetics involved in
SDM."® Brody found improved satisfaction in patients
who participated in decision making."”

Yet, efforts to use the SDM model, with or without
evidence-based DAs, are still not standard practice. In
a study of outpatient physicians, Epstein found that less
than 1 minute in a 20-minute encounter was spent dis-
cussing treatment options and planning, that informed
decision making occurred in only 9% of the visits, and
that physicians asked patients if they had questions in
less than 50% of visits."® Legare found that only 10% of
physicians enrolling in a workshop on SDM had heard
of the concept prior to participating."”
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A better understanding of SDM approaches (with
and without DAs) in real patient-physician encounters
can help to identify points and approaches for interven-
tion. The purposes of this study were to evaluate the
use of SDM and DAs in primary care practice and to
determine the number and range of clinical topics for
which DAs could have been introduced and used to
facilitate SDM.

Methods

A secondary analysis was of with data from a larger
Centers for Disease Control and Prevention (CDC)-
funded study on immunization of adults with chronic
diseases that put them at risk for influenza or pneu-
monia. The parent study and this secondary analysis
were approved by the Institutional Review Board of
the University of California, San Diego. The patients
and clinicians who volunteered for the study provided
written informed consent.

Setting and Subjects

The data collection phase of the study occurred over
16 months, between late 2003 and early 2005. Four non-
specialty, primary health care clinical settings—three
nonprofit community health centers (CHC) and one
for-profit physician managed practice—served as study
sites. The CHC patient population was predominantly
of low socioeconomic status, while the for-profit facil-
ity provided care for upper-middle class clientele with
commercial insurance.

A convenience sampling approach was used in this
study. The providers (physicians, nurse practitioners,
and physician assistants) employed at study setting
sites were eligible for participation. Data on ethnicity
and age of providers were not collected, and all pro-
viders were primary care clinicians. For patients, the
inclusion criteria were adult age and matched CDC-
specified categories of high-risk persons for pneumoc-
cocal pneumonia and or influenza (eg, diabetes, HIV
infection, chronic obstructive lung disease, etc). The
patients were followed by the participating clinics for
these chronic diseases and were established patients.
We did not have access to their medical records and
did not collect information on length of time with the
providers, nor on patients’ ethnicity; all patients spoke
English. Clinic staff, trained by research personnel,
screened the medical records of patients scheduled for
clinic visits to determine the study eligibility.

Data Collection

Various types of data were collected for the study,
including audiorecordings of 53 patient-clinician en-
counters. Audiorecordings were transcribed by one
individual. Two individuals (a physician and a psycholo-
gist) listened to the tapes, and each separately coded
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comments from each transcription using the Davis’
coding method.? Davis coding distinguishes the type
of clinical activity, such as history, planning treatment,
physical exam, etc. Disagreements on coded results
were reviewed by both investigators, and consensus
was reached for the final decision. The coding included
timing of the overall visit, as well as time spent in each
type of clinical activity.

Recorded visits from the parent study were eligible
for this study based on the quality of the audiotaping
from the original 53 patient visits; 44 had easily audible
tapes and quality transcriptions during the entire visit.
Additional coding was done on these 44 patients to
identify episodes of shared decision making.

Using the Davis coding of transcripts to provide
alerts for potential areas of SDM, transcripts were
reviewed with two objectives in mind: to identify (1)
instances in which evidence of SDM approaches oc-
curred and (2) instances in which DAs were used or
could have been used to facilitate decision making.
Coding for the first objective was based on the Charles
model, identifying interactions or conversations where
there was evidence of exchange of information, delib-
eration, and joint agreement with reaching a decision.
All three components needed to be present to meet
coding criteria. With regards to the second objective,
one investigator was trained to identify which of the
topics would have been appropriate for DAs.

Only those DAs that have been evaluated by the
OHRI or the Center for Shared Decision Making at the

Table 1

Topics Discussed During Shared Decision Making

Topic Discussions* (n=44)
Adult immunizations 15 (34%)
Surgery or injection in osteoarthritis knee 1 (2%)
Hypertension medications 1 (2%)
Benzodiazepines usage 1 (2%)
Obtaining a spirometry test 1 (2%)
Depression medications 4 (8%)
Smoking cessation 3 (6%)

1(2%)
1 (2%)
1 (2%)
1 (2%)
1 (2%)
1 2%)
1 (2%)
1 (2%)

Calcium supplements

Insulin for diabetes

Antibiotics for respiratory infections

Medications for chronic hepatitis

Complementary medicine

Surgery for cholelithiasis

Physical therapy for osteoarthritis

Prostate cancer screening with PSA

* includes one or more discussions per visit
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Dartmouth-Hitchcock Medical Center (DHMC) were
included. DAs listed by these organizations satisfy the
Cochrane definition of a DA: “Patient decision aids are
interventions designed to help people make specific,
deliberative choices by providing information about
the options and outcomes that are relevant to a patient’s
health status and by clarifying personal values. They
are intended as adjuncts to counseling.”? These DAs
also have a development process that includes expert
review, an update policy, evidence-based criteria to
support the recommendations, and conflict of interest
statements.

Each discreet “discussion” of SDM was counted
within a visit (Table 1). Similar topics discussed mul-
tiple times during a visit were collapsed, resulting in
the list of “Topics” in Table 1.

Opportunities for the use of DAs included those top-
ics that were available at OHRI or DHMC in written
or video form. A missed opportunity was considered
to have occurred if there was no evidence in the tran-
script that a DA was used during the visit, in addition
to lack of any reference to a DA used in the past or for
use in the future.

Results

Forty-four unique visits (each with a different patient)
were included in this study out of the 53 recruited to the
parent grant. The average visit time was 13 minutes.
The average patient age was 46 (range 25—73 years),
and 60% were female.

SDM (with the use of DAs) was not found in any of
the visits. Some level of SDM, without the use of DAs,
occurred in 27 (61%) visits (Table 1). These occurred
during discussion of recommended compliance with
medications, options for patient care, and recommen-
dations for preventive services. The topics included
screening tests (prostate specific antigen), diagnostic
tests (spirometry), prevention services (immunizations
and smoking cessation aids), and treatments (hyperten-
sive medication, complementary medicine, osteoarthri-
tis). No DA use, or reference to past or future DA use,
was identified while reviewing all transcripts.

Missed opportunities for the use of DAs were found
for nine of the 15 topics, across 15 (34%) visits (Table
2). We found that DAs on these nine topics were avail-
able in written form and video. In addition to these
disease-specific aids, there were several generic DAs
to help patients make decisions. DAs in all these top-
ics were available at the time of the study’s provider/
patient visit recordings, though not specifically in their
current format.

Discussion

SDM and DAs have the potential to improve patient
satisfaction, outcomes, and compliance. The use of
SDM was found in 61% of visits evaluated in this study,
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Table 2

Missed Opportunities to Use Existing Decision Aids (DAs) n=15

Topics Discussed for Which Visits Including This
DAs Are Available Topic (% Visits) Examples of Available DAs
Smoking cessation aids 3 (7%) QuitEX (Informed Health Choice)
Should I take medicines to quit smoking? (Healthwise)
Should I use nicotine replacement therapy to quit smoking? (Healthwise)
Depression treatment 4 (9%) Should I take medications to treat depression? (Healthwise)
Coping with symptoms of depression (Health Dialog)
Antibiotics for respiratory infections 1 (2%) Should I take antibiotics for acute bronchitis? (Healthwise)
Surgery for cholelithiasis 1 (2%) Should I have surgery to treat gallstone attacks? (Healthwise)
Complementary medicine 1 (2%) Should I use complementary medicine? (Healthwise)
Prostate cancer screening 1 (2%) Is a PSA test right for you? (Health Dialog)
Prostate Cancer Screening: a decision guide (CDC)
Should you get a PSA test? (Mayo Clinic)
The PSA Decision (University of North Carolina at Chapel Hill)
Hypertension treatment 1 (2%) Should I take medication for high blood pressure? (Healthwise)
Osteoarthritis treatment 2 (4.5%) Treatment choices for hip osteoarthritis (Health Dialog)
Choosing pain medication for osteoarthritis (Agency for Healthcare Research
and Quality)
Should I have hip replacement surgery? (WebMD)
Medications for chronic hepatitis 1 (2%) Should I be tested for hepatitis B and C? (Healthwise)
Should I take antiviral therapy for chronic hepatitis B? (Healthwise)

but we found no use of DAs, even though 34% of the
studied visits included discussion of topics with freely
available DAs. These results are consistent with the
literature in finding rare uptake of the opportunities
for DAs in primary care. Our results were derived
from direct observation rather than self-report, which
enhanced the reliability and validity of the data and
analyses.

Evidence of shared decision making in the examined
visits included discussions on preventive measures,
pharmaceuticals, interventions, diagnostic testing, and
immunizations (the latter being prominent because of
the nature of the parent study.?? Other preventive mea-
sures were also discussed, including smoking cessation,
prostate specific antigen testing, and calcium supple-
ments, with providers making recommendations and
then discussing them with patients when the providers
encountered resistance from patients. Pharmaceutical
and other interventions came into the discussion as
providers and patients discussed the risks and benefits
of various options. Complementary medicine was one
of the few topics initiated by a patient who wanted
feedback from the provider and guidance on their use.
The missed opportunities for the use of DAs reflected
this range of topics.

The average visit time in our study (13 minutes) is
consistent with other studies.” This short time raises
concerns regarding the availability of time for SDM.

Loh’s study of psychiatric visits, however, found that
SDM did not lengthen the visit, though psychiatric visits
may not be generalizable to primary care."! Although
future research may clarify the amount of time for
SDM among various topics, it is clear that even the 2—4
minutes incurred due to SDM may appear prohibitive
in many clinical settings.** The use of DAs, combined
with system changes, may help to reduce challenges
related to longer visits with SDM. Some examples may
include: pre-counseling of patients, with DA exposure
at home or in the office prior to the visit;>® modifica-
tion of patient flow to incorporate time for exposure
to DA and information during or after the visit; and
availability of DA at the correct literacy level, correct
language, and matched to patients’ culture.?® Additional
research will be valuable to convince providers and
care administrators that a DA is more likely to improve
than impede their practice, as well as improve patient
satisfaction and outome."

The underutilization of DAs needs to be addressed,
at least partially, by increasing provider awareness of
their availability through exposure in medical school,
residency, and continuing education, and by address-
ing their delivery in the larger context of improved
communication.?’ In addition to exposure and access
to these tools, providers need to be educated on the
identification of decisions appropriate for SDM, as well
as patient selection. Other health professionals, includ-
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ing nurses, health educators, advance-practice nurses,
and physician assistants, are well suited for providing
patients with support for the use of DAs. Motivating and
training providers on the adoption of these tools will
require ongoing research to document their usefulness
in improving outcomes, systems approaches to incorpo-
ration of DA into practice, and reassurance that the visit
time spent on improving the quality of decisions will
save time in subsequent care. Alternatively, increasing
public awareness of these tools may prompt patients to
either use the DAs prior to the visit, or bring them with
them to the health care visit for discussion.

Limitations

Interpretations of this study’s results should consider
several limitations. First, we recruited adult patients
with chronic diseases who were due for influenza or
pneumococcal immunization—a population that is not
necessarily generalizable to all patients. There was also
a high number of SDM discussions involving the topic
of immunizations, though this topic was only one of 15
topics in which shared-decision discussions were con-
ducted. Because pneumococcal immunization is not up
to date in 80% of patients with certain chronic diseases
and influenza vaccine is due in 100% of these patients
yearly, our subjects are likely typical to some extent of
other individuals who have chronic diseases.

Second, our study included only English-speaking
patients. Thus, the results may not be similar with
patient visits conducted in other languages, using a
language interpreter, or with limited English proficient
(LEP) patients. SDM has not been well examined for
LEP patients, and the availability of DAs is more limited
for languages other than English.

Conclusions

DAs are underutilized in primary care, despite poten-
tial opportunities for their use. While SDM is included
in practice, the support of patient decisions would be
enhanced by taking advantage of the existing DAs, such
as those available through the OHRI and the DHMC
registries. Means of promoting use of these materials
need to be identified.

More widespread uptake of DAs will require educa-
tion of providers and patients. Change in medical care
delivery systems may facilitate use of shared decision
making tools in a service with severe time restrictions.
Research is needed to determine the types of education
needed, changes in delivery systems, and DAs effi-
cacy. Such research should take into consideration the
education, language, and cultural factors operating for
patients as well as the cultural sensitivity and expertise
for using shared decision-making procedures among
providers, nurses, and assistants.
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