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Background

Shared decision making (SDM) is increasingly championed as the preferred decision-making 
model by patient organizations, healthcare organizations, policymakers, and physicians in 
the Netherlands as well as around the globe. The primary justification for the SDM model 
comes both from the ethical perspective of respecting patients’ autonomy and from the 
call to prevent practice variation. Despite the promotion to involve patients in the decision-
making process, the implementation of SDM remains challenging. The research studies of 
this thesis focused on physicians’ perceptions and behaviors regarding the decision-making 
process in consultations with their patients, and examined how patients experience this 
decision-making process. 

The overarching research questions of this thesis were
1. What are physicians’ perceptions of SDM?
2. How do medical specialists and residents reach decisions in medical encounters with 

patients, and how do they view their own decision-making behaviours? 
3. What do patients prefer and what are their perceptions of the decision-making process 

in encounters with medical specialists? How are these perceptions related to the actual 
patient involvement during these encounters?

These insights were needed to create a more thorough understanding of the limited 
implementation of SDM, to contribute to the design of more effective SDM training programs 
for physicians, and to support the effects of the current public awareness campaigns in the 
Netherlands, which intend to promote a more active role of patients in the decision-making 
process (Figure 1).

In this final chapter, we summarize the main findings of this thesis, describe how the results 
build on and relate to existing knowledge, discuss practical implications, address the 
strengths and limitations of the work, and propose directions for future research. 
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FIGURE 1. Public awareness campaign in the Netherlands in 2021. The English translation of 
the text is written on the right side of the figure. 

     

       

      
 

Hello patient,  
Do you tell your doctor 
what you expect from 

the treatment?  
 
 
 

Hello doctor, 
Do you ask your 

patients what they 
find important in their 

daily lives?  

Hello patient,  
Do you share what is 
important to you in 

your daily life?  
 
 
 

Hello doctor,  
Do you ask your 

patients about their 
expectations?  

Hello patient,  
Do you ask about the 

pros and cons of a 
treatment? 

 
 
 

Hello doctor,  
Do you tell your 

patients about all 
possible treatments?       
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Main findings of this thesis

In Chapter 2, a narrative review of the effects of SDM on treatment adherence, we discuss that 
patients with a chronic disease make decisions about their own treatment, thereby balancing 
the experienced pros and cons. These experienced pros and cons are not necessarily equal 
to the pros and cons from the physician’s perspective. Physicians should therefore coach 
patients to reach a treatment decision that best suits the patient’s personal situation, views, 
and preferences, instead of proposing a treatment based on medical expertise only. The 
process of SDM reflects this coaching role. Our review shows that there is increasing evidence 
that SDM, compared to a more paternalistic way of making decisions in the consultation 
room, results in better treatment adherence. 

Chapter 3 describes the results of a survey among health care providers in a large Dutch general 
teaching hospital, assessing their preferred and usual decision-making style. Most physicians 
(n=232, 58%) preferred SDM, but they performed paternalistic decision making (n=121, 31%) 
more often than they preferred (n=80, 20%), most commonly because they judged the patient 
was incapable of participating in decision making. Most physicians preferring SDM reported 
they presented different treatment options with their advantages and disadvantages (90%). 
However, few made clear that a decision had to be made (45%) or explored the patient’s 
wish how to be involved in decision making (34%). This illustrates a rather limited view of 
the key steps of SDM. A striking finding was that residents were considerably more likely to 
prefer and perform paternalistic decision making than medical specialists. The reasons for 
their apparent preference for a paternalistic approach were explored in in-depth interviews 
in Chapter 4. We explored the views of twelve residents from different disciplines on the 
decision-making process and on their decision-making behaviour in consultations. Residents 
described SDM as the process of either patients consenting with physician-recommended 
evidence-based treatments or patients choosing their preferred option when no best 
evidence-based option was available. Residents’ decision-making behaviour appeared most 
strongly affected by their conviction that as a professional they are responsible for arriving at 
the correct diagnosis and providing the best (evidence-based) treatment. 

In Chapter 5, we assessed whether medical specialists do what they say they do in reaching 
decisions with their patients. We compared the self-reported usual decision-making style 
(from Chapter 3) to the observed degree of patient involvement (as recorded by the validated 
OPTION5 instrument) in 781 videotaped consultations with 41 medical specialists from 18 
disciplines. This study showed that the degree of observed patient involvement was not 
associated with the specialists’ self-reported usual decision-making style. In other words, 
medical specialists in this study did not do what they said they did in reaching decisions with 
their patients; they were “unconsciously incompetent” in SDM. Most medical specialists in this 
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study described different options to their patients, along with information about the pros and 
cons of these options. Although they sometimes asked patients about their preferred option/
choice, none of them made clear that the patient played an important role in the decision 
making, or that they would work together to reach a decision that suited the patient best. In 
this chapter, we found that the degree of SDM that we observed in videotaped consultations 
was significantly related to the decision category (treatment versus diagnostic or follow-up 
decisions) and the consultation duration. We confirmed these findings in Chapter 6, in which 
we assessed the characteristics of medical specialists, patients and consultation that affected 
patient involvement in different decision types and categories. Most of the limited patient 
involvement was observed in main decisions (versus others) and in treatment decisions (versus 
diagnostic, follow-up, and advice). SDM was associated with longer consultations. The cross-
sectional nature of our study did not allow identification of cause and effect in this relationship. 

In Chapters 3 to 6, we focused on physicians’ SDM attitudes and behaviour. In Chapter 7, we 
examined the patients’ preferred and perceived decision-making role. A majority of the 781 
patients in our video-recorded consultations study (58%) wanted to be involved in decision 
making. Patients perceived that the physician made the decision more often (53%) than they 
preferred (26%). The patients perceived more involvement in the decision than objective 
assessment by an independent researcher showed.

In Chapter 8, we assessed the relation between SDM and patient-centred communication 
(PCC) in a subsample of 82 videotaped medical encounters with 41 consultants. We observed a 
combination of high SDM and low PCC scores or vice versa in 38% of consultations, indicating 
that SDM and PCC are not synonymous and do not always co-exist. 

Putting findings in perspective 

Physicians’ perspectives on SDM 

The main focus of this thesis is on physicians’ perceptions of SDM. In Chapter 3, we confirmed 
previous findings that most physicians want to decide with their patients.1 This was irrespective 
of physicians’ age or gender. Physicians from medical disciplines expressed more support for 
SDM than those from surgical disciplines, which is in agreement with an earlier small study.1,2 
In the videotaped consultations, however, we saw no difference in the degree of SDM between 
medical specialists from surgical or medical disciplines (Chapter 4). Taken together, these 
results indicate that most medical specialists want to practice SDM with their patients. It 
appears, therefore, that the difficult implementation of SDM in medical specialist practice in 
the Netherlands is not caused by physicians’ lack in motivation to apply SDM, regardless of 
their discipline. 
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Physicians’ knowledge about SDM 

The studies in this thesis consistently show that physicians have an incorrect or incomplete 
understanding of what SDM exactly is. The limited knowledge about the process of SDM 
appears to be one of the most important factors in understanding the limited implementation 
of SDM in clinical practice to date. The survey in Chapter 3 showed that physicians interpret 
the presentation and discussion of treatment options as the key issue in SDM. They pay little 
attention to the steps that actually involve the patient in the decision-making process, such 
as highlighting that a decision needs to be made and that the patient’s opinion is important. 
This was confirmed when we assessed the physicians’ actual decision-making behaviour 
in their everyday practice in the videotaped consultations (Chapter 4). Overall, we saw 
friendly and dedicated consultants discussing available options, proposing the option that 
they considered best, and asking the patient to agree with this proposal. This behaviour 
represents informed consent rather than SDM.3 Indeed, in the interview study in Chapter 
4, the participating residents described SDM as the process of patients either consenting 
with physician-recommended treatment or choosing an option when no best evidence-
based option is available (which is more representative of informative decision making 
than of SDM).4 These observations confirm and extend earlier findings that physicians have 
limited knowledge about SDM.1,5,6 If physicians do not know exactly what SDM entails, it is 
not surprising that SDM is still applied to a limited extent only in daily clinical practice. The 
results from the different studies in Chapters 3, 4 and 5 show that especially the first ‘step’ 
of SDM (creating choice awareness, “team talk”) is unknown to most physicians.7 Evidence 
suggests that such choice awareness, i.e. the physician acknowledges that a decision needs 
to be made and that both parties should take part in it, is of key importance in inviting 
patients to participate in decision making.8-10 To promote the implementation of SDM, there 
is progress to be made regarding this first step. If we succeed in making physicians more 
acquainted with the importance of choice awareness, they will probably be more likely to 
succeed in involving patients in decision-making. When patients are more involved, they are 
more satisfied, experience less decisional regret, and better adhere to the treatment.11,12

Reported barriers

Although most physicians in our study preferred SDM, they also reported to commonly revert 
to paternalistic decision making in daily practice (Chapter 3). The most frequently reported 
barrier that kept physicians in our study from applying SDM in practice was their perception 
that many patients are incapable of making the decision (because e.g. their medical situation 
is too complex, or patients are too emotionally involved). This is in agreement with earlier 
findings from studies in other countries.1,13 Although many physicians in our study and in the 
literature also mention lack of time as an important barrier to applying SDM,1,6,14 the literature 
on the actual impact of applying SDM on consultation duration is too scant to allow firm 
conclusions. In Chapter 6, we indeed found higher OPTION5 scores (indicating more patient 
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involvement in decision making) in longer consultations, but the causality of this association 
could not be assessed because of our cross-sectional study design. 

In addition to these well-known barriers, in our interview study (Chapter 4), we found a barrier 
which has not been previously described in the literature. The residents in this study felt 
that they were responsible for making the best decision for (instead of with) their patients. 
Today, most SDM education programs focus on transferring knowledge on the components of 
the SDM process and on training specific communication skills involved in SDM. Our results 
suggest that residents may only be motivated to apply these new skills if their beliefs about 
their professional responsibility as a physician are addressed as well (see the paragraph 
on Practical Implications below). The finding that residents feel responsible for providing 
the best evidence-based treatment to their patients reflects the ongoing dominance of the 
positivist paradigm in medical science and medical education.15 Overall, physicians are trained 
to search for the correct diagnosis in each of their patients, suggesting that there is always a 
correct diagnosis waiting to be uncovered. In addition, the use of evidence-based guidelines 
reinforces medical students’ and residents’ conviction that there is always one best way of 
dealing with a given medical problem,16-18 which does not leave much room for actual patient 
involvement. We propose that this deeply rooted positivist paradigm in medicine, with its 
effect on the convictions of the physicians about their own role in the decision-making 
process, plays a role in the limited implementation of the SDM.19-23 Further research is needed 
on how this conviction (and its roots in the physician’s professional identity) is being shaped 
in graduate and postgraduate medical education curricula to understand how future SDM 
training programs should be adapted to enhance their efficacy. 

“We already do it”

When hearing about the principles and key components of SDM, many physicians shrug 
and say “We already do this” (Chapter 3 and 4).1,14 The finding that physicians have limited 
knowledge of what SDM actually entails underlines that this belief is likely to be a key barrier 
to successful implementation of SDM. The missing link in research on this topic, however, was 
the lack of studies comparing self-reported to actual SDM behaviour in clinical practice.26,29 
Before we conducted our study in chapter 4, only a few small studies in highly selected 
patient groups with physicians who had been trained in SDM had been performed on this 
subject. We compared self-reported decision-making style with actual decision-making style 
in videotaped consultations in a large number of consultations of 41 medical specialists who 
had not received any SDM training. The results of this study (Chapter 4) clearly showed that 
physicians involve their patients in decision making much less than they think they do. The 
limited use of SDM by physicians had been studied previously, as described in a 2015 systematic 
review.5 An important difference between our study and those included in this review, is the 
setting. We included 781 patients seen by medical specialists from 18 different specialties, 
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as compared to the more specific settings (e.g., breast cancer treatment, kidney dialysis) 
in which most of the studies in the systematic review were conducted. Another important 
difference is that we did not only look at observed behaviour but were able to compare that 
to physicians’ self-reported behaviour. The overall patient involvement in the consultations 
was low, even among physicians who thought they usually apply SDM in practice. 

These findings are relevant for postgraduate medical education for two reasons. First, 
medical specialists are the role models for medical students and residents. If they do not 
practice SDM themselves, medical learners will be unable to learn SDM by observation and 
applying observed SDM behavior.24 Second, if medical specialists are not aware of their own 
behaviour in the decision-making process, they cannot actively transfer this crucial skill to 
their learners. In other words, to become effective in teaching SDM to medical students and 
residents, these unconsciously incompetent clinical teachers need to be involved in SDM 
training programs themselves, to become consciously competent in SDM. 

Patients’ perspectives

Chapters 3, 4 and 5 of this thesis provided a number of new insights about the medical 
specialists’ perspectives on decision-making and on their own behaviour in this decision-
making process. But what about the patients’ perceptions of the decision-making process with 
their physicians? In agreement with earlier studies,25,26 most patients in our study wanted to be 
involved in decision-making and make the decision together with their physician (SDM) or by 
themselves (informative decision-making) (Chapter 7). Patients’ gender, type of consultation 
(first vs follow-up visit), type of problem (cancer vs no cancer), and presence of a companion 
had no effect on the patients’ decision-making preference. Interestingly, elderly patients (> 
65 years of age) in this study more often expressed a preference for SDM than patients aged 
18-65 years and paediatric patients (aged <18 years) with their parent(s). This challenges 
the common assumption that elderly patients prefer paternalistic decision-making.27,28 It 
highlights that physicians should avoid assuming that they know which decision-making 
role patients prefer (as expressed by the residents in the study in Chapter 3). Physicians 
should discuss with the patient what role they actually want to have in the decision-making 
process and highlight that the opinion of the patient is important. In agreement with earlier 
literature,6,14 many physicians in the studies in this thesis assumed that most of their patients 
did not want to be involved in decision-making or were not capable of participating in 
decision making (Chapters 3 and 4). 
The assumptions that physicians have about how patients want to be involved in the decision-
making process have also been described in the field of SDM research. In the few studies that 
assessed it, SDM researchers and SDM promoters assumed that patients view the process 
of SDM the same way that they do.26,29-31 The results of our study in Chapter 7 challenge this 
assumption and show instead that patients have different perceptions of SDM than the SDM 
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models described in the literature. We observed that patient involvement (as assessed by 
OPTION5 scores) was highest in consultations in which the patient experienced they had 
made the decision themselves. In other words, the highest degree of SDM was found in 
consultations perceived as informative decision making. To date, only a few studies examined 
the relationship between patient-perceived decision-making style and the actual degree of 
patient involvement in decisions as assessed by an independent researcher. These results 
call into question what patients actually perceive as SDM. Two previous studies suggest 
that the content of the decision is more important to patients than the decision-making 
process. An interview study in general practice showed that the outcome of the decision-
making process was more important than the actual decision-making process for patients to 
label a decision as shared.32 In another interview study, patients described that the choice 
between deciding themselves or delegating the decision to their oncologist was the key 
part of a shared decision to them.33 In addition, an interview study with patients with cancer 
or a chronic disease showed considerable variation between patients in their readiness to 
participate in SDM. The degree of readiness was related to a range of elements, including 
patients’ attitude to decision making, their health literacy, type of illness and available time.27 
Based on these findings, we posit that differences in patient readiness for SDM may also be 
influenced by patients’ limited awareness of reaching decisions together with their physician 
(i.e. choice awareness).9 Physicians can increase patients’ willingness to participate in SDM by 
highlighting that they require and value the patient’s input to reach a decision that fits the 
patient best. In addition, they could stress that they wish to collaborate in reaching such a 
decision and will support the patient to express their views and preferences. It is likely that 
physicians who are confident that they know to what extent the patient wants to be involved 
in the decision-making process (Chapter 3) and who believe that they can make the best 
decision for the patient (Chapters 4 and 5), will apply SDM to a lesser degree than physicians 
who take the time to discuss the involvement of the patient in the decision-making process 
with the patient. 

Patient-centred care 

Although SDM and patient-centred care are related concepts, they are not synonymous. When 
reflecting on the hundreds of videotaped consultations they had collected in SDM training 
programs for physicians, Kunneman et al. observed numerous cases of “pristine shared 
decision-making technique […] without apparent communication or connection between the 
patient and physician”.34 In the videotaped consultations that we observed and assessed with 
the OPTION5 and the Four Habits Coding Scheme, we observed the same phenomenon (high 
SDM, low PCC) in 15 % of the consultations (Chapter 8). However, in 23% of the consultations, 
we found the opposite phenomenon, with high PCC and little SDM. This indicates that PCC and 
SDM are not interchangeable. Training physicians in SDM does not necessarily result in these 
physicians delivering PCC and vice versa. If we want to work towards more patient-centred 
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care in which physicians make decisions with their patients instead of for their patients, we 
think it is important to pay attention to both PCC and SDM in training programs for health 
care professionals.

Implications for clinical teaching

In our studies, we particularly looked at the perceptions and behaviour of medical specialists. 
They are key players in the implementation of SDM in hospital-based care. They are the role 
models for medical students and residents, who need to learn the application of complex 
skills like SDM in the clinical workplace of teaching hospitals.35,36 To promote the use of SDM 
in hospital-based care, we need to think about ways to change medical specialists’ decision-
making behaviour from the still dominant paternalistic model (as this thesis shows) into SDM. 
Various educational models and theories may shed light on this issue. 

Theory of competence stages

The four-stage model of competence development describes the process of progressing 
from incompetence to competence in learning a skill or procedure. It has been attributed to 
several authors, but is most commonly referred to as the model of Maslow and Broadwell.37,38 
In the first stage, unconscious incompetence, a person does not understand or know how to 
do a procedure, nor recognizes this deficit. Once the person is introduced to a procedure, this 
person does not yet understand how to perform it but recognizes the deficits in knowledge and 
skill (conscious incompetence). In order to move to the third stage of conscious competence, 
a person must learn and understand how to perform the procedure, and practice it. After 
having performed it numerous times, the procedure gradually becomes ‘second nature’. 
This is when the person performing it no longer has to think consciously about the different 
steps of the procedure, but performs it automatically. This final stage in this model is called 
‘unconscious competence’.37,38 In Chapter 4, we showed that medical specialists do not 
properly assess their own decision-making behaviour because their observed behaviour in 
the videotaped consultations differs from their self-reported behaviour. In the four stages of 
competence learning model, this is known as unconscious incompetence (Figure 2). If medical 
specialists are unconsciously incompetent in SDM, they cannot actively transfer this crucial 
skill to their learners (medical students and residents). In addition, training physicians in SDM 
will only be effective if they are conscious about their limited knowledge and application of 
SDM in daily clinical practice. 
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FIGURE 2. The four stages of competence learning model.37,38

Unconsciously 
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Consciously 
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Unconsciously 
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Consciously 
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The level of change model

The levels of change model39 is an adaptation of Bateson’s theory of the six ‘logical levels’ 
at which people think, learn, change, and function: environment, behaviour, competencies, 
beliefs, identity, and mission (Figure 3).40 In the interview study in Chapter 3, residents 
described how the context (environment) and their knowledge and skills (competencies) 
affected their decision making (behaviour). For example, they described how supervisors 
regularly chose a certain course of action that the resident was expected to follow, leaving 
little room for reaching their own decisions (context). They also reported having received 
little training in SDM, and could not accurately describe or define SDM (competencies). 
These barriers to the application of SDM have been described in earlier studies.1,14 Our study 
showed another barrier to SDM application which operated at a different level of Bateson’s 
model, that of beliefs and identity. The residents in this study expressed strong convictions 
about their role as a physician in the decision-making process. They believed that it was 
their responsibility to ensure that the patient received the best available treatment based 
on evidence and guidelines (beliefs) and that this defined their job as a physician (identity). 
One of the key principles in Bateson’s model is that the inner levels of the model (beliefs, 
identity, and mission) have stronger and more consistent effects on a person’s behaviour 
than the outer levels (competencies and environment).40 In relation to learning SDM skills, 
this theory suggests that SDM teaching should not be limited to communication skills training 
(competencies level). As long as the learner’s professional beliefs and values regarding their 
own and the patient’s role in the decision-making process remain unchanged, skills training 
is unlikely to produce lasting effects on the learners’ behaviour. As learners become more 
aware of their own decision-making behaviour and how this differs from SDM (i.e., become 
consciously incompetent in the four stages of competence learning model), and when they 
are encouraged to reflect on their beliefs regarding decision making and their professional 
identity as a doctor (the inner levels of Bateson’s model), they will be more motivated and 
able to change their decision-making behaviour in consultations with patients. 
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FIGURE 3. Levels of change model based on Bateson’s logical levels theory.40
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Theory of deliberate practice

The theory of deliberate practice states that skills training is particularly effective if 
participants are aware of their incompetence, become motivated to change their behaviour, 
and are willing to repeatedly reflect on their behaviour when applying the newly acquired 
skill to become better at it.41 In other words, learning complex skills does not only require 
repeated practice, but also repeated deliberation (i.e., reflection by the learner, supported 
by constructive feedback from the supervisor). The theory has been used to describe the 
process of learning numerous complex skills. For example, Draaisma and colleagues showed 
that physicians exposed to deliberate practice of evidence based medicine (EBM), either in 
the daily routines of their department or by completing a PhD research project on a clinical 
topic, had more positive attitudes towards EBM and used it more often than physicians who 
had only followed a stand-alone two-day EBM workshop.42 The importance of deliberate 
practice has also been demonstrated in learning surgical and communication skills.43,44 
Recent research has shown that SDM communication training including supported reflection 
on participants’ own video-recorded behaviour had a strong positive effect on physicians’ 
motivation to implement SDM in their own consulting room and on their actual observed 
SDM behaviour in their consultations with patients.45,46 These results emphasize the need to 
include deliberate practice into SDM training programs for physicians and other health care 
professionals.
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Proposed SDM training program

In Box A, we propose a SDM training program that integrates the theory of PCC and the 
findings of this thesis with the three educational theories described above. Our proposed 
training starts with a workshop about the theory of SDM and PCC. In this session, participants 
reflect on their own role and responsibilities in the consultations with patients and in the 
decision-making process (Bateson) and learn about their colleagues’ convictions and values 
in the decision-making process with patients. Next, physicians are encouraged to videotape a 
consultation with a patient. In the second session, physicians will reflect on this consultation 
with a group of colleagues and receive feedback on their SDM behaviour from an SDM expert. 
With this reflection, we hope that physicians become more conscious about their behaviour 
(Four stages of competence). In this second session, the SDM and PCC theory is also repeated 
(deliberate practice). Afterwards, participants can practice again in daily clinical practice, and 
once more videotape a consultation with a patient (deliberate practice). After the second 
videotape, they reflect individually with the workshop leader, on their own behaviour and 
their role in the decision-making process (Bateson). In this individual session, they are 
encouraged to reflect more deeply on their convictions and values in patient care and are 
encouraged to talk about their motivation to change their behaviour in consultation room. 

The proposed training (Box A) integrates the results of this thesis with the three educational 
theories described earlier. We think this could be an effective training program to increase 
the knowledge and skills of physicians about SDM and PCC, but most of all it will create more 
awareness about their own role and responsibilities in the decision-making process. Some 
physicians may find this proposed training program time consuming, which can be a barrier 
to participate. In such cases, an alternative program could be considered, (Box B), in which 
the theory of PCC and SDM is presented in an e-learning which participants are requested to 
complete before the first meeting, along the request to complete an assignment to reflect on 
their vision on their decision-making process. Then, they can videotape one consultation and 
reflect on this with an SDM expert. This less time-consuming approach could also be effective 
if it succeeds in ensuring sufficient reflection on participants’ own behaviour, thoughts, and 
beliefs about the decision-making process in consultations with patients. 
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BOX A. Concept of a SDM training program based on the three educational theories and the results of 
this thesis. 

Session 1 (group session of 1-2 hours)

- Theory of SDM and PCC
- Reflecting in a group on one’s role as a physician in the decision-making process and one’s way 

of involving the patient

Homework (1 hour)

- Videotaping a consultation with a patient, reviewing it, and reflecting on one’s SDM and PCC 
behaviour

Session 2 (group session of 2 hours)

- Recapitulating highlights of SDM and PCC theory
- Reflecting in a group on the decision-making process and patient-centred communication in the 

videotaped consultations 
- Talking about motivation to change consultation behaviour

Homework (1 hour)

- Videotaping a second consultation, reviewing it, and reflecting on one’s SDM and PC behaviour

Session 3 (individual session) (1-2 hours)

- Reflecting with SDM expert on the videotaped consultation
- Talking about their motivation to change their behaviour in consultation room

BOX B. Concept of a shorter SDM training program based on the three educational theories and the 
results of this thesis. 

Homework (1-2 hours)

- E-learning 
- Theory of PCC and SDM

- Assignment to reflect on their own vision on their decision-making process. 
- Videotaping a consultation with a patient

Session (individual session) (1-2 hours) 

- Recapitulating highlights of SDM and PCC theory
- Reflecting with SDM expert on the decision-making process and patient-centred communication 

in the videotaped consultations 
- Talking about motivation to change consultation behaviour
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Methodological considerations

One of the main strengths of this thesis is that we used large numbers of observations of the 
decision-making process in actual consultations in everyday clinical practice. We included 
physicians from several disciplines, who were not specifically trained in SDM. This is relevant 
because few physicians in daily practice have received SDM training; our results thus will 
likely be representative of current clinical practice. 

The combination of quantitative data from a questionnaire study (Chapter 3), qualitative 
data from an interview study (Chapter 4), and observational data from actual consultations 
(Chapters 5 to 8) provided a rich overview of decision-making in medical specialist 
consultations. These specialists are the key care providers in hospital-based care and are 
the role models for medical students and medical residents during their clinical training. To 
improve the SDM implementation in the coming years, we need these medical specialists to 
improve their SDM skills. An additional strength of the present thesis is that we also included 
the patients’ perception of the SDM process, by addressing the questions of how patients 
define SDM and how they perceive the actual decision-making process (Chapter 7). These 
perceptions have received remarkably little attention in the literature to date. This thesis’ 
new insights into patients’ experiences and perceptions of the SDM process may stimulate 
further studies exploring the patient perspective on medical decision-making in more detail. 

The main limitation of our studies is that all research was conducted in one hospital. As a result, 
it remains to be established whether our findings can be generalized to other settings and 
countries. Another limitation is that we used only quantitative methods to analyse physicians’ 
SDM behaviour. Future studies on physicians’ SDM behaviour could also apply qualitative 
research methods, such as conversation analysis. With such linguistic methods, the impact and 
importance of language in the decision-making process in medical encounters can be studied. 

Suggestions for future research

The results of this thesis give raise to various possible new avenues for future research, three 
of which appear most appealing to me.

Firstly, inspired by the results of this thesis, we have developed a concept for an evidence-
based SDM training program firmly grounded in educational theory (Box A). Future studies 
should assess the feasibility of the program, and examine whether this training program 
increases the degree of patient involvement in the decision-making process, and how this 
affects patient outcomes as well as provider job satisfaction. 
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Secondly, although this thesis has provided new insights on the patient perspective of SDM, it 
remains quite striking that so little research has examined how patients view and experience 
decision making in medical consultations. This is especially noticeable because SDM aims to 
increase patients’ autonomy. We think further exploration of the preferences and experiences 
of patients is needed to better understand the complex process of reaching decisions in the 
consultation room.

Finally, it has been suggested that physicians who apply SDM are more satisfied with their 
work than physicians who use more traditional paternalistic decision-making.11 The effects 
of training physicians in patient-centred application of SDM on their well-being should be 
further explored in future studies. 

Concluding remarks 

Although most patients and physicians state that they want to make decisions together, the 
implementation of SDM remains a challenge. The application of SDM in everyday clinical 
practice should and can be improved. The physicians in this thesis are not doing what 
they think they are doing, and do not have an accurate view of what SDM exactly entails. 
To improve this, training is needed. Educating physicians in SDM should not only address 
physicians’ awareness of what SDM encompasses, including the importance of choice 
awareness, and learning the complex communication skills involved in patient-centred SDM, 
but also focus on the physicians’ beliefs and convictions about their own role in the decision-
making process. Deliberate practice, including repeated reflection on their own behaviour 
(e.g., through the use of videotaped consultations), is needed to promote application of the 
new skills in clinical practice. Reviewing and reflecting on one’s own behaviour in recorded 
consultations can be confronting at first but tends to be very effective (and even rewarding) 
in changing behaviour. Even minor changes in one’s habits in the consultation room can make 
a big difference in the process of SDM.

Personal implications

My mission as a doctor is to make patients feel heard and seen. I recently started my formal 
education as a resident in paediatrics. In the few months since, I have already noticed that 
it can be hard to bring theory into practice. As much as I intend and try, I do not always 
succeed in involving patients in the decision-making process. Like the doctors in Chapter 5, 
I sometimes decide for the patient instead of with them, especially when I strongly believe 
there is a ‘best treatment’ for the child. I try to reflect on those consultations, and I hope 
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to improve my ability to share decisions with patients, because I have experienced as a 
patient myself how important this is. I also recognize that I have assumptions about patient’s 
thoughts, feelings, or concerns, which sometimes can hinder SDM. Since writing this thesis, 
I have become more conscious about my own behaviour in conversations with patients. I 
hope, by practicing and reflecting on my own actions, to become and remain as consciously 
competent as possible in deciding together with my patients and their parents. I realize that I 
will go back and forth through various competence stages to achieve this goal. 

With this thesis, I hope to inspire physicians to look at their own behaviour in consultations 
with patients, and to encourage students and colleagues to make decisions together with 
their patients instead of for their patients. 
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