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Abstract

Background. Shared decision-making (SDM) is, largely, espoused as the preferred model
for making decisions in everyday health care. Studies exploring the application of SDM in
primary care practice are still lacking.

Objectives. This study explores how GPs involve their patients in decision-making, if
application of SDM has increased over time (2007-15), and what factors are associated
with it.

Methods. We investigated the application of SDM by Dutch GPs by analysing a random
set of reallife video-recorded consultations collected in 2007 (n = 50) and 2015 (n = 50).
SDM was assessed by observing patient involvement in decision making (OPTION), a
reliable and valid instrument measuring the extent to which clinicians involve patients in
decision-making by coding 12 behavioural items. In addition, GPs and patients
completed questionnaires about their background characteristics. The potential
determinants for application of SDM by Dutch GPs (including year of measurement, sex
and age of patients and GPs, the nature of complaints, consultation duration and the
type of decision discussed) were analysed using multilevel analysis [with patients (Level
1) nested within GPs (Level 2)].

Results. In 2015, GPs applied SDM more often compared with 2007 according to
OPTION. In consultations with older patients, there is less application of SDM by GPs.
Conclusions. Although application of SDM by Dutch GPs has increased, low overall SDM
scores still leave room for improvement. GPs should elicit the patient’s preferred role in
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the decisionmaking process at any time, in particular in consultations with older
patients.

Introduction

Today, shared decision-making (SDM) is, largely, espoused as the preferred model for making
decisions in everyday health care (1,2). It is a process whereby professionals and patients share
knowledge, values and preferences for different options for treating, or not, complaints and diseases.
This decision-making process is greatly relevant if one is to achieve informed consent and patient-
centred care. SDM typically involves the provision of evidence- based information about options,
outcomes and uncertainties. It also includes counselling to support decisions and a system for
eliciting and applying patients’ informed preferences (3). This helps patients to consider their options
(4) and improves patients’ biomedical and psychosocial health outcomes (5-7). It may too increase
their knowledge, trust (8) and ownership of their health (9). It also has economic benefits by reducing
the overuse of, especially, unwarranted treatment while increasing choices for treatment associated
with a net benefit, for example, effective screening tests (9).

Over the last decades, policy makers, researchers and clinicians have made considerable efforts to
try to implement SDM (10). At the 9th International Shared Decision Making Congress 2017 (2-5 July,
Lyon, France), it became evident that worldwide, SDM is still in progress and expands to more and
more countries. Among others, the Netherlands was recognized for its strong leadership and
professional collaboration in order to promote greater public understanding for evidence of SDM.
The number of Dutch initiatives that really target implementing SDM is still growing (11). Further
implementation and improvement is supported by the Dutch Ministry of Health, Dutch Patients
Federations, professional bodies and health insurers.

However, there remains a considerable gap between aspiration and practical reality regarding
SDM. Dutch clinicians are still inclined to be hesitant with regard to their coaching role, and there
seems plenty of room for improvement in daily practice (11). Furthermore, the increasing number of
clinical options is broadening the complex task of weighing the risks and the benefits of all these
options (12). Research whose main objective is the exploration of the application of SDM in clinical
practice remains scarce. In addition, the research which does exist is mainly focused on secondary
care providers or on a specific disease and its treatment options, in particular cancer (10). However,
SDM is applicable to all clinical settings, also for non-treatment-related decisions and for decisions
which may be perceived as small and not life threatening (13). Besides, in the Netherlands, GPs are
the point of entry for people to health care (Gatekeepers). Specialists and hospital care can only be
accessed after referral by the GP. The role of primary care in the health care system in the
Netherlands is comparable with that in 10 (of 31) other European countries (e.g. UK, Norway,
Denmark, France and Spain) (14,15). The decision-making process, preferably, starts as early as the
diagnostic phase of the first consultation (16), which, in particular, features primary care
consultations. This highlights the need for studies that investigate the application of SDM in real-life
general practice. Observing primary care consultations with an observation protocol for SDM is a
useful way of capturing the presence or absence of specific behaviour and changes in how it is
applied in practice over time (17). It can create practical and transferable knowledge about how SDM
can become a core characteristic of patients’ routine clinical care. In this way, it can contribute to
patient-centred care (10). Due to the increased attention for SDM over the last decades (1,2,10,11),
we hypothesize that this will be reflected in daily practice over time. Therefore, the present study
aims to explore how GPs involve their patients in SDM, if this involvement has increased from 2007
to 2015, and what factors are associated with it.
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Methods

Study design

We performed an explorative observational study, comparing two time periods (2007 and 2015).
Real-life video-recorded consultations between GPs and their patients were observed to explore if,
and how, Dutch GPs apply SDM in primary care consultations. Video recording is proven to be a valid
method for examining the doctor—patient communication as the influence of the video recorder on
the participants’ behaviour is marginal (18).

Setting and procedure

We compared data collected in 2007 (19) with that from 2015 (20). The 2007 consultations were
video-recorded as part of a previous study on doctor—patient communication by NIVEL (The
Netherlands Institute for Health Services Research) (19). The 2015 consultations were video-
recorded for an ongoing study into GP—patient communication, which had the same design as that
carried out in 2007.

In 2007, data were collected in several primary care practices spread throughout the Netherlands.
In 2015, the majority of primary health care settings were in the east of the country. Video
recordings were made during two random days per GP.

All patients and GPs gave written informed consent to record their video consultation. Both
patients and GPs were aware that the study focused on communication, but they were not aware of
the focus on SDM. Patients filled in a short questionnaire before and after their consultation. GPs
filled in one questionnaire. All questionnaires contained questions about their background
characteristics (e.g. age, gender and education). To protect patients’ privacy, the video data were
anonymized and the video recorder was directed at the GP. Most of the time only the patient’s back
was visible. Both studies adhered to Dutch privacy legislation. The privacy regulation was approved
by the Dutch Data Protection Authority. According to Dutch legislation, approval by a medical ethics
committee was not required for these observational studies.

Participants

In this cross-sectional study, we included patients who spoke and wrote sufficient Dutch, were at
least 18 years old, presented with a single new disease episode or single new complaint and had no
mental disabilities (e.g. Down’s syndrome). Patients were not excluded or included on the basis of
their diagnosis.

Observations

Only the first consultations were included in order to ensure a more equal comparison, all
consultations then starting at the same point. In 2007, a total of 808 consultations were video-
recorded, of which 307 were first consultations. In 2015, 392 consultations were video-recorded, of
which 142 were first consultations. Subsequently, 50 consultations were randomly selected. The first
data set of 50 consultations included consultations from 29 GPs; the second data set included 17
GPs.

Patients’ symptoms during consultations were registered according to the International
Classification of Primary Care (ICPC). In 2007, this was coded by the observers from NIVEL (21) and in
2015 by those GPs whose consultations were recorded. Only the main complaint (ICPC) was
registered even though consultations may include various complaints. The type of decision, as
discussed during the consultations, was registered by the observers using the following categories: (i)
medical prescription (e.g. pain management), (ii) referral (e.g. to secondary care), (iii) watchful
waiting (e.g. lifestyle advice), (iv) further investigation (e.g. blood test) and (v) surgical intervention
(e.g. stitches). In addition, the duration of the consultation was registered.
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Measuring shared decision-making behaviour

The decision-making process was assessed by coding each video-recorded consultation with the
observing patient involvement in decision making (OPTION)*?instrument. The OPTION*? is a reliable
and valid method (22) used extensively to investigate SDM behaviour(23). OPTION'> measures the
extent to which clinicians involve patients in decision-making by coding 12 SDM items on a 5-point
Likert scale (from 0 = ‘no attempt has been made’ to 4 = ‘the behaviour is observed and executed to
a high standard’; Tables 1 and 2).

The final score ranged from 0 to 48 per consultation. Details are provided in the rater manual about
how each scale point should be given to behaviours observed demonstrating different levels of skill.
The total score is calculated by adding up the scores for the individual items and is converted to a 0—
100 scale. The higher the score, the higher the level of SDM behaviour. Coding was conducted with
Observer software (24). Video-recorded consultations were reviewed by one main observer, and 10%
(N =10) were reviewed by a second observer to secure reliability. Beforehand, both observers were
trained using a specific training map with exercises (according to the OPTION protocol by Glyn Elwyn
(22). Inter-rater reliability between the observers was calculated with Cohen’s kappa (0.65) and
indicated a substantial inter-rater agreement (25).

Statistical analysis
Descriptive analyses were used to describe GP, patient and consultation characteristics and how GPs
involve their patients in the decision-making process.

The potential determinants for application of SDM by Dutch GPs (including year of measurement,
sex and age of patients and GPs, the nature of complaints, consultation duration and the type of
decision discussed) were analysed using multilevel analysis [with patients (Level 1) nested within GPs
(Level 2)].

In the subsequent models, we added several variables in order to analyse any possible association
with SDM. Model 1 included application of SDM, compared over time. In model 2, we added the
following variables: the patient’s age (26), the patient’s sex (26), the GP’s age and the GP’s sex (27).
In model 3, we added the following variables: the duration of the consultation (27) and the nature of
the complaints (28,29). To be relevant for analysis, the nature of complaints (ICPC coding) was
aggregated into five chapters. In the fourth and final model, we added the type of decision discussed.
Data were analysed using Stata version 14 (30).

RESULTS

Sample characteristics

The GPs in 2007 (N = 29) were significantly older (51.6) than those in 2015 (N = 17) (45.5) (Table 3). In
both 2007 and 2015, a medical prescription was the most common decision made during a
consultation. In the 2015 sample, the consultation was significantly longer (11.28 minutes) than in
the 2007 sample (9.24 minutes). Other characteristics did not differ significantly.

Most patients’ symptoms were related to the musculoskeletal system (back pain, knee trauma;
Table 3). In 2007, 77.6% of the patients (N = 808) agreed to participate. Non-responders were
somewhat older (on average 48 years versus 43 years) and less often female. In 2015, none of the
patients invited refused to participate.

Shared decision-making behaviour

On a scale from 0 to 100, the mean SDM score was significantly higher in 2015 (22.6) than in 2007
(14.1) (Table 3). In 2007, the majority of the scores revealed that ‘the behaviour towards SDM was
not observed at all’. In 2015, the majority of the scores on the five-point Likert scale revealed a
‘minimal attempt’ (score 1) towards SDM behaviour (Table 1). Table 2 shows examples of
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consultations that illustrate the absence or presence of SDM behaviour by GPs (including the OPTION
score). In both 2007 and 2015, the predominantly observed items were ‘identifying problem(s)’ (item
1) and ‘indicating a need to review the decision’ (item 12) and least observed items were ‘assessing
preferred approach’ (item 3) and ‘eliciting preferred involvement’ (item 10) (Table 1).

[Table 3]

Factors associated with shared decision-making

Table 4 shows the results of the multilevel analysis. Overall, in 2015, GPs applied SDM more often
compared with 2007 according to OPTION. Although model 2 shows an effect of the patient’s sex,
the effect disappears by adding the consultation duration in model 3. In model 3, there is a remaining
effect of patient’s age. In consultations with older patients, there is less application of SDM according
to OPTION. No other significant effects were founded.

Conclusions and discussion

To our knowledge, this study is the first to explore how GPs involve

their patients in SDM, comparing two time periods by using video recorded consultations. In 2015,
the GPs applied SDM behaviour more often during their daily practice compared with the GPs in
2007. This finding is in line with the greater attention given to SDM over the last decades (1,2,10,11).
However, in most cases, only a minimal attempt was made per behavioural item. This result
corresponds with the systematic review of Couet et al. (23) that found low levels of behaviours
involving patients in various clinical contexts. Therefore, the extent to which SDM is applied by GPs,
or by other health care providers, seems comparable. Moreover, the most predominant observed
items were ‘drawing attention to an identified problem as one that requires a decision-making
process’ (item 1) and ‘indicating the need to review the decision’ (item 12). These items have been
found to be important for all health care consultations in general and, again, not only specifically for
the application of SDM in primary care (11).

Another common factor concerns the least observed, and most observed, items. The two least
observed behaviours were ‘assessing the patient’s preferred approach’ (item 3) and ‘eliciting
preferred involvement’ (item 10). A previous study reported that clinicians find it inappropriate to
ask these two items in a consultation (31). With regard to ‘assessing the patient’s preferred
approach’ (item 3), it is noteworthy that patients’ self-reported ‘preferred role in decision-making’
has never been associated with variations in GP behaviours involving patients (23). With regard to
the low scores on ‘eliciting preferred involvement’ (item 10), several studies state that most
clinicians incorrectly believe that they know patients’ preferred level of involvement without asking
(23,26). This preference should itself be informed rather than based on a clinician’s presumption
about what the patient wants. However, this does not imply that clinicians are completely blind to
patients’ preferred level of involvement. They usually apply more behaviours involving patients when
patients demonstrate more initiative (23). Meanwhile, the findings above have been acknowledged
and have resulted in a revised version of OPTION®, called OPTION, in which items 3 and 10 are
removed. Although both instruments are equally valid (32), future observational
studies on SDM should preferably use OPTION®.

The remaining items where there was minimal observation, both in 2007 and 2015, were
‘checking understanding’ (item 8), ‘indicating a need for a decision’ (item 11) and ‘offering
opportunities for questions’ (item 9). These results offer suggestions for developing future
interventions aimed at improving communication between GPs and patients in daily practice.
However, although it is known that training GPs results in more SDM during consultations, GPs still
report a tension between recommendations for guidelines and the implementation of patient
preferences (33). In addition, the application of SDM may be limited by protocols or other
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restrictions. Furthermore, there are patients who do not wish, or do not have the capabilities, to
participate in SDM—for example, due to limited health literacy (34).The OPTION does not take these
factors into account. These factors represent familiar challenges internationally too (10). Countries,
which may also have a health care system comparable with the Netherlands, acknowledge that
efforts on all levels, including the policy, clinician and patient levels, are required to overcome these
challenges (10,35). Next to the resemblance in challenges, these countries—characterized by a
gatekeeper system— have also in common the increased attention for SDM during the last decades.
The expectation that this had led to an equal increase in application of SDM in general practice
should be examined.

Consultations in 2015 were significantly longer compared with 2007, and longer consultations
were associated with higher OPTION scores in both years. Although several previous studies argue
that SDM does not necessarily take more time (36,37), behaviours involving the patient are observed
more consistently in studies with lengthier consultations (23). Still, our overall low OPTION scores
may strengthen clinicians’ view that their biggest barrier to practising SDM is their lack of time
(27,38).

In consultations with older patients, there was less application of SDM. This finding aligns with
earlier studies that found that involvement levels reduced as patient age increases (39,40).
Moreover, these studies have suggested the underlying cause that older patients tend to have lower
preference for involvement. However, such associations are not absolute and show large minorities
in different age groups holding opposite views to the majority (41). Regardless of age, each unique
patient may vary in one’s desire for involvement in decision-making. This highlights the desirability
for helping patients better expressing their preferences and acting according to it. On top of that,
older patients more frequently experience chronic or severe diseases and therefore are regarded as
more vulnerable than younger patients. For that reason, GPs should pay explicit attention to eliciting
the preferred role of older patients in the decision-making process.

An important strength of this study is that we used real-life video-recorded consultations
collected during two time periods. Furthermore, neither the GPs nor the patients were aware of the
fact that SDM was our focus of interest. Some limitations should also be noted. First, the results may
be influenced by the relatively small study sample (N = 50 per year). Also, due to the explorative
research design, the external validity is low. This was in spite of our random selection of routine GP—
patient consultations in an attempt to achieve a more reliable reflection of daily practice. However, a
post hoc power analysis revealed that in order for a large effect size to be detected (80% chance) as
significant at the 5% level, a sample of 21 consultations per year would be required. Also, in 2015,
there were fewer GPs included (n = 17), compared with 2007 (n = 29), due to the lower number of
video recordings available for analysis in 2015 at the time of the current study. Second, the GPs in
2007 were significantly older than those in 2015. Older GPs may, possibly, apply SDM less often
during their consultations. However, age is not by definition, a determining factor for communication
competences (18). Third, the familiarity of the patient with a GP, and vice versa, can strengthen the
doctor—patient relationship (42,43) and hence may influence a GP’s communication style. However,
we could not include this factor in our analyses due to substantial differences in the measurement of
familiarity in 2007 compared with 2015. Even so, SDM does not solely depend on the clinicians’
behaviour. Ideally, studies should observe both clinicians’ and patients’ behaviour as well as their
interaction during a consultation. Fourth, the localization of GP offices was substantially different in
2007 (i.e. throughout the Netherlands) from that in 2015 (i.e. the majority was located in the eastern
part of the country). However, in the Netherlands, the localization of GP offices is not likely to have
an effect on GPs’ communication style; the GPs’ vocational training is quite similar throughout the
Netherlands, and the GP practices are governed by national guidelines (44).
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[Table 4]

Finally, because OPTION only measures the extent to which patients are involved in decision-
making processes in consultations, it is not a conclusive measure for the quality of communication by
GPs. With regard, in particular, to the generalist approach in primary care—as opposed to secondary
care—SDM may be more important for some decisions than others. If SDM is followed mechanically
or ritualistically, it can be insensitive towards the situational context and will not improve health
outcomes (45,46). Even though SDM is seen as the ideal standard for making decisions in clinician—
patient encounters, the intensity of SDM will always differ per patient and per context (11).
Therefore, implementing SDM in primary care calls for communication tailored to the context and
situation of the individual patient.

Nonetheless, involving patients in the decision-making process remains a key facet in patient
participation in health care. This emphasizes the need for a GP to elicit the patient’s preferred role in
the decision-making process at any time, in particular in consultations with older patients. Only by
doing so, the application of SDM aligns with a patient-centred approach and can be a legitimate
means of improving GP—patient communication in daily practice.

Acknowledgements
We thank the patients and GPs who participated in the studies.

Declaration

Funding: Study in 2007: This work was supported by Dutch Ministry of Health, Welfare and Sport.
Study in 2015: This work was supported by ZonMw (funding number 839110010).

Ethical approval: The studies were carried out according to Dutch privacy legislation. The privacy
regulation was approved by the Dutch Data Protection Authority. According to Dutch legislation,
approval by a medical ethics committee was not required for these observational studies.
Conflict of interest: none.

References

1. Stiggelbout AM, Pieterse AH, De Haes JC. Shared decision making: concepts, evidence, and
practice. Patient Educ Couns 2015; 98: 1172-9.

2. Brand PLP. Dansen Met de Dokter. Samenwerken in de Spreekkamer. Houten: Uitgevers B.V.,
2016.

3. Coulter A, Collins A. Making Shared Decision-Making a Reality. London: King’s Fund, 2011.

4. Elwyn G, Frosch D, Thomson R et al. Shared decision making: a model for clinical practice. J
Gen Intern Med 2012; 27: 1361-7.

5. Street RL Jr, Elwyn G, Epstein RM. Patient preferences and healthcare outcomes: an ecological
perspective. Expert Rev Pharmacoecon Outcomes Res 2012; 12: 167-80.

6. Stiggelbout AM, Van der Weijden T, De Wit MP et al. Shared decision making: really putting
patients at the centre of healthcare. BMJ 2012; 344: e256.

7. Ward MM, Sundaramurthy S, Lotstein D et al. Participatory patient-physician communication and
morbidity in patients with systemic lupus erythematosus. Arthritis Rheum 2003; 49: 810-8.

8. Stacey D, Légaré F, Col NF et al. Decision Aids for People Facing Health Treatment or Screening
Decisions. The Cochrane Library, 2017. Cochrane Database of Systematic Reviews, Issue 4.
www.cochranelibrary.com (accessed on 3 January 2018).

9. Légaré F, Scholl I, Stacey D, Turcotte S. Implementing shared decision making: a systematic
review. In: Elwyn G (ed). Shared Decision Making in Health Care: Achieving Evidence-Based
Patient Choice. Oxford, United Kingdom: Oxford University Press, 2016, pp. 154-57.

This is a Nivel certified Post Print, more info at nivel.nl ) NIVEL 7

70


http://www.cochranelibrary.com/

Meijers, M.C., Noordman, J., Spreeuwenberg, P., olde Hartman, T.C., Dulmen, S. van.

10.

11.

12.

13.

14.

15.

16.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.
31.

Harter M, Moumijid N, Cornuz J, Elwyn G, van der Weijden T. Shared decision making in 2017:
International accomplishments in policy, research and implementation. Z Evid Fortbild Qual
Gesundhwes 2017; 123-124: 1-5.

van der Weijden T, Post H, Brand PLP et al. Shared decision making, a buzzword in the
Netherlands, the pace quickens towards nationwide implementation.... Z Evid Fortbild Qual
Gesundhwes 2017; 123-124: 69-74.

Légaré F, Stacey D, Briére N et al. An interprofessional approach to shared decision making: an
exploratory case study with family caregivers of one IP home care team. BMC Geriatr 2014; 14:
83.

Wiering BM, Noordman J, Tates K et al. Sharing decisions during diagnostic consultations; an
observational study in pediatric oncology. Patient Educ Couns 2016; 99: 61-7.

Masseria C, Irwin R, Thomson S, Gemmill M, Mossialos E. Primary Care in Europe. Policy Brief.
London, UK: The London School of Economics and Political Science, 2009.

Primary Care in Europe Compared. European Observatory on Health Systems and Policies.
http://www.hspm.org (accessed on 6 June 2018).

van de Pol MH, Fluit CR, Lagro J, et al. Expert and patient consensus on a dynamic model for
shared decision-making in frail older patients. Patient Educ Couns 2016; 99(6): 1069-77. 17.
Weiss MC, Peters TJ. Measuring shared decision making in the consultation: a comparison of the
OPTION and informed decision making instruments. Patient Educ Couns 2008; 70: 79-86.
Arborelius E, Timpka T. In what way may videotapes be used to get significant information about
the patient-physician relationship? Med Teach 1990; 12: 197-208.

Noordman J, Verhaak P, van Beljouw I, van Dulmen S. Consulting room computers and their
effect on general practitioner-patient communication. Fam Pract 2010; 27: 644-51.

Houwen J, Lucassen PLBJ, Stappers HW et al. Medically unexplained symptoms: the person, the
symptoms and the dialogue. Fam Pract 2017; 34: 245-51.

Noordman J, Verhaak P, van Dulmen S. Discussing patient’s lifestyle choices in the consulting
room: analysis of GP-patient consultations between 1975 and 2008. BMC Fam Pract 2010; 11:
87.

Elwyn G, Hutchings H, Edwards A et al. The OPTION scale: measuring the extent that clinicians
involve patients in decision-making tasks. Health Expect 2005; 8: 34—-42.

Couét N, Desroches S, Robitaille H et al. Assessments of the extent to which health-care
providers involve patients in decision making: a systematic review of studies using the OPTION
instrument. Health Expect 2015; 18: 542—61.

Noldus LP, Trienes RJ, Hendriksen AH, Jansen H, Jansen RG. The Observer Video-Pro: new
software for the collection, management, and presentation of time-structured data from
videotapes and digital media files. Behav Res Methods Instrum Comput 2000; 32: 197—-206.
Viera AJ, Garrett JM. Understanding interobserver agreement: the kappa statistic. Fam Med
2005; 37: 360-3.

Strull WM, Lo B, Charles G. Do patients want to participate in medical decision making? JAMA
1984; 252: 2990-4.

Légaré F, Ratté S, Gravel K, Graham ID. Barriers and facilitators to implementing shared
decision-making in clinical practice: update of a systematic review of health professionals’
perceptions. Patient Educ Couns 2008; 73: 526-35.

Degner LF, Sloan JA. Decision making during serious illness: what role do patients really want to
play? J Clin Epidemiol 1992; 45: 941-50.

McKinstry B. Do patients wish to be involved in decision making in the consultation? A cross
sectional survey with video vignettes. BMJ 2000; 321: 867-71.

Stata. Stata Statistical Software: Release 14. College Station, TX: StataCorp LP, 2015.
Goossensen A, Zijlstra P, Koopmanschap M. Measuring shared decision making processes in
psychiatry: skills versus patient satisfaction. Patient Educ Couns 2007; 67: 50—6.

This is a Nivel certified Post Print, more info at nivel.nl : ) NIVEL 8
\?



Meijers, M.C., Noordman, J., Spreeuwenberg, P., olde Hartman, T.C., Dulmen, S. van.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

This is a Nivel certified Post Print, more info at nivel.nl

Stubenrouch FE, Pieterse AH, Falkenberg R et al. OPTION(5) versus OPTION(12) instruments to
appreciate the extent to which healthcare providers involve patients in decision-making. Patient
Educ Couns 2016; 99: 1062-8.

Sanders AR, Bensing JM, Essed MA et al. Does training general practitioners result in more
shared decision making during consultations? Patient Educ Couns 2017; 100: 563-74.
Heijmans M, Brabers AEM, Rademakers J. Health Literacy in Nederland. NIVEL, 2018.
www.nivel.nl (accessed on 02 March 2018).

Joseph-Williams N, Lloyd A, Edwards A et al. Implementing shared decision making in the NHS:
lessons from the MAGIC programme. BMJ 2017; 357: j1744.

Bensing JM, Tromp F, van Dulmen S et al. Shifts in doctor-patient communication between 1986
and 2002: a study of videotaped general practice consultations with hypertension patients. BMC
Fam Pract 2006; 7: 62.

Den Brink-Muinen V, Van Dulmen SM, De Haes HC et al. Has patients’ involvement in the
decision-making process changed over time? Health Expect 2006; 9(4): 333—42.

Elwyn G, Edwards A, Kinnersley P. Shared decision-making in primary care: the neglected
second half of the consultation. Br J Gen Pract 1999; 49: 477-82.

Elwyn G, Edwards A, Wensing M et al. Shared decision making: developing the OPTION scale
for measuring patient involvement. Qual Saf Health Care 2003; 12: 93-9.

Schneider A, Kérner T, Mehring M et al. Impact of age, health locus of control and psychological
co-morbidity on patients’ preferences for shared decision making in general practice. Patient
Educ Couns 2006; 61: 292-8.

McKinstry B. Do patients wish to be involved in decision making in the consultation? A cross
sectional survey with video vignettes. BMJ 2000; 321: 867-71.

Schers H, van den Hoogen H, Bor H, Grol R, van den Bosch W. Familiarity with a GP and
patients’ evaluations of care. A cross-sectional study. Fam Pract 2005; 22: 15-9.

Tierney WM, Dexter PR, Gramelspacher GP et al. The effect of discussions about advance
directives on patients’ satisfaction with primary care. J Gen Intern Med 2001; 16: 32—40.
Westert GP, Schellevis FG, de Bakker DH et al. Monitoring health inequalities through general
practice: the Second Dutch National Survey of General Practice. Eur J Public Health 2005; 15:
59-65.

Savage R, Armstrong D. Effect of a general practitioner’s consulting style on patients’
satisfaction: a controlled study. BMJ 1990; 301: 968-70.

Thomas KB. The consultation and the therapeutic illusion. Br Med J 1978; 1: 1327-8.

\/)?NIVEL 9



Meijers, M.C., Noordman, J., Spreeuwenberg, P., olde Hartman, T.C., Dulmen, S. van.

Tables

Table 1 OPTION scores from observations of GP—patient consultations in 2007 and 2015

OPTION index 2007 2015

0o 1 2 3 4 0 1 2 3 4
1. The clinician ‘draws attention’ to an identified problem as one that 6 21 19 4 0 0 16 25 8 1
requires a decision-making process.
2. The clinician ‘states’ that there is more than one way to deal with the 33 17 0 0 0 21 10 14 5 0
identified problem.
3. The clinician ‘assesses’ the patient’s preferred approach to receiving infor- 49 1 0 0 0 42 7 1 0 0
mation to assist decision-making.
4. The clinician ‘lists” “options’, which can include the choice of ‘no action’. 41 8 1 0o 0 25 10 9 5 1
5. The clinician ‘explains’ the pros and cons of options to the patient. 35 14 1 0 0 15 24 8 3 0
6. The clinician explores the patient’s “expectations’ about how the problem, 40 18 2 0 0 23 21 4 2 0
or problems, is to be managed.
7. The clinician explores the patient’s ‘concerns’ about how problem, or 36 13 1 0 0 23 23 3 1 0
problems, is to be managed
8. The clinician checks that the patient has ‘understood’ the information. 35 15 0 0 0 18 32 0 0 0
9. The clinician offers the patient explicit ‘opportunities to ask® questions 0 48 2 0 0 1 43 6 0 0
during the decision-making process.
10. The clinician elicits the patient’s ‘preferred level of involvement” in 48 2 0 0 0 42 7 0 1 0
decision-making.
11. The clinician indicates the need for a decision-making stage. 25 23 2 0 0 4 43 3 0 0
12. The clinician indicates the need to review the decision. 13 7 7023 0 10 14 17 8 1
Total 351 187 35 27 0 224 249 91 33 3

GP, general practitioner; OPTION, observing patient involvement in decision making.

Score  Description

The behaviour is not observed.

A minimal attempt is made to exhibit the behaviour.

The behaviour is observed and a minimum skill level achieved.

The behaviour is exhibited to a good standard.

The behaviour is exhibited to a very high standard.

Details about how each scale point should be given to differing skill levels of behaviours observed are provided in the OPTION rater manual.

N

Table 2 Examples of consultations that illustrate the absence or presence of SDM behaviour by GPs

The following quotes illustrate two different consultations in which SDM behaviour is scored as absent (GP-A) and in which SDM behaviour is
scored as observed (GP-B):

1. [Patient with inflammation of the tonsils]

‘GP: I advise to take 400-mg Ibuprofin. You may take it three times a day, if needed in combination with Paracetamol. Okay? Patient: Yes. GP: Okay.’
(GP-A)

OPTION score: 0

2. [Patient with psychological complaints after (musculoskeletal problems due to) car accident]

‘GP: Do you already have any ideas that might help you with your issues? Patient: Well, T already went to a psychologist, but I cannot afford it any-
more. GP: We could check whether your insurance reimburses the costs. If not, an alternative could be our practice nurse for mental healthcare. This
is actually the same as a psychologist. Because she is part of our practice, it will cost you nothing. Patient: I think that would be great. GP: And if it
does not meet your expectations you may always come back to me.” (GP-B)

OPTION score: 2

GP, general practitioner; OPTION, observing patient involvement in decision making; SDM, shared decision-making.

This is a Nivel certified Post Print, more info at nivel.nl /) NIVEL 10



Meijers, M.C., Noordman, J., Spreeuwenberg, P., olde Hartman, T.C., Dulmen, S. van.

Table 3 Medical and demographic characteristics of the study sample

Patient characteristics 2007 (N = 50) 2015 (N = 50)
Age Mean sD Range Mean sD Range
Years 49.2 16.5 18-87 48.8 16.2 18-78
Gender Number Percentage Number Percentage
Male 18 36 21 42
Female 32 64 29 58
ICPC chapters Number® Percentage Number® Percentage
D: Gastrointestinal tract 12 24 6 12
L: Musculoskeletal system 12 24 12 24
R: Respiratory tract 7 14 5 10
S: Dermatological discases 5 10 6 12
Other (general or unspecified) 14 28 21 42
GP characteristics 2007 (N = 29) 2015 (N=17)
Age™ Mean SD Range Mean SD Range
Years 51.6 58 41-62 45.5 11.3 31-69
Gender Number Percentage Number Percentage
Male 19 65 8 47
Female 10 35 9 53
Types of practice Number Percentage Number Percentage
Solo practice 7 24 2 12
Duo practice 8 28 4 24
Group practice 9 31 5 29
Health care centre 5 17 6 35
Consultation characteristics 2007 (N = 50) 2015 (N = 50)
Duration™ Mean sD Mean SD
Minutes 9.24 5.0 11.28 4.2
Nature of decision Number Percentage Number Percentage
Medication 18 36 16 32
Referral 4 8 10 20
Expectative policy 12 24 14 28
Further investigations 14 28 9 18
(Surgical) intervention 2 4 1 2
OPTION score* Mean SD Mean SD
0-100 scale 14.1 6.3 22.6 11.7

GP, general practitioner; ICPC, International Classification of Primary Care; SD, standard deviation.
*Coded by observers.

"Coded by GPs.

*Significant difference, P < 0.05.
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