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Factors influencing patients’ receptiveness
to evidence-based recommendations
during the clinical encounter

Aim: To identify the factors that promote or interfere with evidence-based clinical
decisions from the patient perspective. Materials & methods: We developed four
hypothetical scenarios with clinical decisions, such as whether to pursue testing
for a chronic condition. We conducted eight focus groups to better understand
the influences on individuals’ decisions in the context of the scenarios. Results: A
patient’s relationship with a physician emerged as the strongest influence on whether
participants would accept or reject a physician’s recommendation. Various patient
characteristics and a patient’s financial capacity were also important influences.
Conclusion: Our findings point to the potential for interventions that improve
communications and relationships between physicians and patients to promote

evidence-based care.
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The US healthcare system is characterized by
high spending that is not correlated to higher
quality care [1], driven by the overuse of high-
cost and low-value services [2] as well as unde-
ruse of high-value services (3]. The provision
of evidence-based care depends on both the
physician’s and patient’s behavior within the
medical encounter. Although it is desirable
for physicians and other clinicians to recom-
mend services that have demonstrable benefit,
they often deviate from this ideal. Physician
decisions are influenced by a variety of factors,
including the physicians’ practice setting, the
local healthcare delivery system and patients’
expectations and constraints [4]. Patients
play a key role in determining the care they
receive, and vary in the degree to which they
seek out, accept and act upon the evidence-
based recommendations physicians provide
them. Therefore, it is important to better
understand how best to support patients as
well as physicians in efforts to reduce inappro-

priate care and enhance the utilization of evi-
dence-based services [5.6]. This study focuses
on the influences on patients’ acceptance of
evidence-based recommendations.

Although much literature exists for patient
decisions that occur before the medical
encounter — such as whether to seek treat-
ment and choosing health insurance cover-
age [7-9] and after the medical encounter —
such as adherence to treatment [10,11] — there
is limited information on influences on
patient decision-making at the point of care
with the physician. To address this gap, we
conducted this qualitative study with focus
groups to solicit new insights on the patients’
perspective during decision-making at the
time of the clinical encounter.

Methods

Conceptual framework

In prior work [12], we conducted a literature
review and consulted with subject mat
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ter experts to develop a conceptual framework that
describes influences on patient decision-making at the
point of care (Table 1). This conceptual framework
guided our data collection and analysis and recognizes
the physician—patient relationship as a key factor in
patient decision-making during the clinical encounter.
In addition to the physician—patient relationship, we
identified influences at four other levels: the patient’s
personal characteristics, the patient’s social network,
the patient’s environment and supports and the local
healthcare system. Each of these levels can interact
with one another and contribute in various degrees to
a patient’s decisions.

Scenarios

We designed our qualitative work to explore the main
factors at play when patients are considering physi-
cian recommendations during the clinical encounter.
Focus group participants discussed their reactions to
one of four scenarios, which we crafted using exam-
ples from Choosing Wisely® guidelines. The scenarios
were based on typical decisions arising in common
clinical situations: diagnostic testing for a new prob-
lem, such as pediatric appendicitis; diagnostic testing
for an ongoing health concern, such as stable coro-
nary artery disease; treatment and intervention deci-
sions, such as for leg pain from intermittent claudi-
cation; and monitoring response to treatment, such
as for acid suppression therapy for gastroesophageal
reflux disease (GERD). We presented these scenarios
and associated recommendations in plain language so
that they were accessible to a broad consumer audi-
ence (Table 2). For the evaluation of suspected pediat-
ric appendicitis, the evidence-based recommendation
is to consider ultrasound as an option before a com-
puted tomography (CT) scan [13]. For the evaluation
of stable coronary artery disease, the evidence-based
recommendation is to avoid annual stress cardiac
imaging or advanced noninvasive imaging as part of
routine follow-up in asymptomatic patients [14]. For
the treatment of intermittent leg pain from claudica-
tion, the evidence-based recommendation is to avoid
interventions such as surgical bypass, angiogram,
angioplasty or stent as a first line of treatment [15]. For
the management of GERD, the evidence-based rec-
ommendation is to titrate long-term acid suppression
therapy to the lowest effective dose needed to achieve
therapeutic goals [16].

Focus group approach

We used the conceptual framework to design questions
that would elicit from participants the perceived influ-
ences on their acceptance or rejection of a physician’s
recommendations in each scenario. Focus groups are

useful for hearing participants’ individual perspec-
tives as well as the evolution and clarification of those
perspectives as participants interact during the ses-
sion [17]. The second feature was critical to the study,
as it enabled participants to explore all influences
including those suggested by fellow participants — that
might affect their decisions at the point of care. Since
participants are not trained to interpret and respond
to clinical scenarios the way that physicians are, dis-
cussion among participants was especially advanta-
geous. Finally, the focus group strategy permitted
the study to include a larger and more representative
sample of respondents per scenario. The focus group
strategy does have tradeoffs: participants may discuss
influences in less depth than during an individual
interview; focus group discussions with dominant
participants may lack input from more deferential par-
ticipants. However, we do not believe our study was
unduly affected by these issues. First, we observed data
saturation (repetition of themes and no new data) by
the end of the second session of each scenario. Second,
our focus group facilitators were cognizant of involv-
ing all participants in discussion.

In each focus group session, the facilitator read a
description of the scenario, which included informa-
tion about a person’s medical history, current health
concern and interactions with physicians. The facili-
tator asked participants to imagine themselves in that
situation, presented the physician recommendations
and answered questions participants had about the sce-
nario.

We conducted two focus group sessions for each
scenario, and we alternated the recommendations to
control for any potential effect of presentation order
on participants’ perceptions and reactions. In one
focus group session, the facilitator first presented the
approach supported by the Choosing Wisely principles,
and in the other session, she first presented an approach
not supported by the Choosing Wisely principles. After
the facilitator presented the initial recommendation,
she asked participants to discuss their reactions to
the recommendation (including whether or not they
thought they would accept it if they faced the scenario
in real life), preferences regarding how to proceed and
perceived influences on those preferences. Then, the
facilitator presented the second recommendation and
asked participants how their reactions and preferences
would differ from the first recommendation. Finally,
the facilitator revealed to the group as to which rec-
ommendation was evidence-based and asked how
their reactions and preferences would differ if they
had previously possessed that information. An exam-
ple of the focus group discussion protocols is in the
Supplementary Data.
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Table 1. Components of conceptual framework.

Domain

Physician/patient
relationship

Patient
characteristics

Social network

Environment and
supports

Healthcare system

Components
Office atmosphere

Physician communication skills

Physician interaction style

Patient perceptions regarding
physician

Secondary decision-maker/advocate

Decision aids

Health status and medical history
Experiences with healthcare system
Health condition/problem

Cognitive biases and heuristics

Knowledge and skills
Attitudes and beliefs

Emotional status
Age and gender

Current family and friends

Background and family of origin
Culture
Media

Financial

Home
Safety
Public health

Access to services (geographic)

Access to care (general)

Quality of care

Cost of care

Examples
Appearance of office space, interactions with office staff

General patient communication skills, cultural competency,
emotional intelligence

Paternal approach (top—down), consumerist approach (passive/
bottom-up), joint engagement in decision-making (collaborative)

History with the physician, whether a patient chose the physician,
a patient’s trust in the physician

Presence of a family member or friend as a caregiver or advocate
for the patient

Availability and use of decision aids

Overall health; includes functional or disability status

Experiences with providers and payers

Perceived severity and urgency, expectations regarding next steps

Affect heuristic, anchoring bias, availability heuristic, loss aversion,
present bias

Health and financial literacy, numeracy, communication skills

Decision-making preferences and styles, personal values regarding
treatment and risk, financial attitudes

Level of motivation, level of stress

The family a patient currently lives with; the friends a patient
currently has

The family a patient grew up in
Cultural and religious values, norms and beliefs
News, advertising

Whether a patient has insurance or enough money to pay for
healthcare

Support from family members, housing security
Level of safety felt at home and in community

Expectations and level of support at work, employer health
campaigns, public health campaigns

Proximity of health care services (urban vs rural); availability of
convenient, timely, safe transportation

Availability of clinicians by appointment or phone/email
communication, wait times, availability of technology and/or
machines that will help diagnose or improve a health condition

Quality as perceived by patient; access to information on quality
of services; how good or bad a patient thinks his or her doctors
are, in terms of how they are able to help and give information

Access to information on relative costs of care, access to patient/
plan specific information on costs of needed services

Participants

We used a marketing and research consulting firm to
recruit 80 potential participants by telephone. The
selected firm maintains a database of potential par-
ticipants in the Washington, DC area, searchable by

different demographic criteria. The only requirement

for participants recruited for the first scenario (pediat-
ric appendicitis) was custodial guardianship of at least
one child aged 617 years. For the remaining scenarios
(stable coronary artery disease, intermittent leg pain
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and GERD), the requirements were: an adult aged
40—69 years; and self-reported ‘excellent’ or ‘good’
health (excludes those with ‘fair’ and ‘poor’ health).
The gastroenterology scenario had an additional
requirement that the person had no more than one visit
to a healthcare provider (excluding vision and dental
care) in the past year. Participants were given an incen-
tive payment of US$100 for their time. This study was
granted exemption by the New England Independent
Review Board.

Overall, we were successful in recruiting partici-
pants from different ages, race and ethnicity catego-
ries, and education and income levels. We had an
even balance of male and female participants and
participants with and without a college degree. Par-
ticipants were also evenly distributed between three
household income brackets: less than US$70,000;
US$70,000-US$105,000; and more than $105,000.
Participants were unevenly distributed among racial
and ethnic categories, as 70% of participants identi-
fied themselves as white. All participants were in good
or excellent health (self-reported). We observed only
mild variation in participants across scenarios. Par-
ticipants in the first scenario (pediatric appendicitis)
tended to be younger than those in the other scenar-
ios because we did not apply an age minimum of 40
years; participants in scenario 1 had the widest age
range (30 through 69), but over 80% were between
the ages of 40 and 59 years. Participants in the other
three scenarios were on average 10 years older, with
over 80% between the ages of 50 and 69 years. Table 3
includes a breakdown of demographic information
overall and by scenario.

Data collection & analysis

We conducted eight in-person focus group sessions
(two 90-min sessions for each of the four selected clini-
cal topics) with a total of 70 participants in October
2015. The authors, two of whom facilitated the focus
groups, did not have any contact with participants
before or after the focus group sessions. All participants
signed consent forms that described the purposes, pro-
cedures and funding source for the study. We asked
participants a series of questions in conversational style
about the factors influencing their reactions to the rec-
ommended approach to care for their scenario. With
the permission of the participants, the discussions were
recorded and manually transcribed as they took place
in the focus group facility. We used the domains of
the conceptual framework as the main codes to apply
to the text of the focus group discussions in a qualita-
tive coding software program (ATLAS.ti). The authors
analyzed the coded data by identifying major themes
— and their emergence in the discussion as a facilita-

tor or a barrier — by scenario and component of the
conceptual framework. Finally, we used the COREQ
checklist to guide the reporting of the study context,
methods, findings and interpretations [17].

Results

First, we present participants’ reactions to the evidence-
and nonevidence-based recommendations presented in
each scenario, including any effects due to the order in
which they were presented or revealing the evidence-
based option. Second, we discuss how participants per-
ceived the concept of evidence in general. Third, we
report the influences that participants perceived had
affected their reactions.

Reactions to recommendations

In two of the scenarios (2 [cardiology] and 3 [vascu-
lar]), many participants had a distinct preference for
the evidence-based recommendation to ‘wait and see’
(no testing or treatment). In contrast, individuals
presented with scenario 4 (GERD) expressed a clear
preference for the nonevidence-based recommenda-
tion of maintaining the current dose of medication.
Participants in scenario 1 (pediatric appendicitis) were
equally amenable to both recommendations. The order
in which the facilitator presented the treatment options
had no effect for two scenarios (1 and 4), but seemed
to have a slight influence on reactions in scenarios 2
and 3.

For scenario 1, many participants said that they were
equally inclined to follow the nonevidence-based rec-
ommendation to get a CT scan as they were to fol-
low the evidence-based recommendation to get an
ultrasound. Participants noted a strong preference for
taking any steps necessary to diagnose and treat the
child’s emergency condition regardless of cost. The
order in which the facilitator presented the treatment
option had no effect on the ultimate reactions to the
recommendations. After the facilitator revealed that
the evidence-based recommendation was to get an
ultrasound, many participants continued to favor the
CT scan.

For scenarios 2 and 3, participants reacted more
favorably to the evidence-based recommendation
than the nonevidence-based recommendation, largely
because they preferred testing and treatment options
that were less invasive. A few participants were some-
what more agreeable to the more invasive, nonevi-
dence-based approach when presented with this option
first; however, the majority of participants were still
hesitant to follow the nonevidence-based recommen-
dation regardless of the order that the recommenda-
tions were presented. After the facilitator revealed that
the evidence-based recommendation was to ‘wait and

352

J. Comp. Eff. Res. (2017) 6(4)

fsg

future science group



Factors influencing patients’ receptiveness to evidence-based recommendations during the clinical encounter

Table 3. Characteristics of focus group participants.

Selected characteristics Participants (%)

Scenario 1 Scenario 2 Scenario 3 Scenario 4 Total (n = 70)

(n=17) (n=17) (n=18) (n=18)
Female 52.9 47.1 44.4 61.1 51.4
Age:
—30-39 years 11.8 0.0 0.0 0.0 2.9
—40-49 years 41.2 17.7 1.1 27.8 24.3
—50-59 years 41.2 471 44.4 33.3 41.4
- 60-69 years 5.9 35.3 44.4 38.9 31.4
Race/ethnicity:
— African-American 17.7 11.8 11.1 11.1 12.9
— Asian 5.9 0.0 0.0 0.0 1.4
— Hispanic 17.7 11.8 5.6 111 11.4
- White 58.8 64.7 77.8 83.3 71.4
- Other 5.9 17.7 16.7 16.7 5.7
Education:
— Less than high school 0.0 0.0 0.0 5.6 1.4
— High school graduate 29.4 235 16.7 11.1 20.0
— Some college 35.3 29.4 27.8 16.7 271
— College degree 235 5.9 33.3 33.3 24.3
— Advanced degree 11.8 41.2 22.2 333 271
Household income:
- Less than US$35,000 5.9 0.0 16.7 5.6 71
- US$35,000-69,999 23.5 41.2 1.1 33.3 27.1
- US$70,000-104,999 29.4 23.5 33.3 38.9 31.4
-US$105,000-139,999 35.3 23.5 16.7 111 21.4
-US$140,000-174,999 5.9 0.0 1.1 0.0 4.3
- More than US$174,999 0.0 11.8 111 111 8.6
Health status:
— Excellent 29.4 29.4 33.3 61.1 38.6
- Good 47.1 70.6 66.7 38.9 55.7
- Fair 23.5 0.0 0.0 0.0 5.7
Saw a medical provider more 100 82.4 88.9 0.0 67.1
than once in the past year
Has a child between ages of 100 17.7 27.8 38.9 457
6 and 17 years
The focus group sessions took place on 7 and 8 October 2015. While 80 participants were recruited, the percentages above include only the
70 who attended the sessions. The number of participants represents the sum of participants in two focus groups per scenario.
"Because we asked respondents about race and ethnicity separately, the figures for this variable add up to more than 100% in each column.
Sources: Self-reported data from participants at time of recruitment.

see’, even more participants said they would avoid
additional testing or treatment.

For scenario 4, participants rejected the evidence-
based recommendation. They questioned the physi-
cian’s recommendation to lower the dose of Nexium
given that the scenario noted that the current dose was

successfully controlling symptoms and they expressed a
desire to maintain the status quo rather than risk wors-
ening of symptoms. Consequently, many participants
said that they would be hesitant to pursue the recom-
mendation of titration. The order in which the facili-
tator presented the treatment option had no effect on
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the ultimate reactions to the recommendations. After
the facilitator revealed that the evidence-based recom-
mendation was to consider lowering the dose to avoid
potential long-term side effects, some participants were
more amenable to that option.

Participants’ perceptions of evidence in
medicine

Across scenarios, participants were generally accepting
of evidence in medicine and were more likely to prefer
a treatment option backed by research than unsubstan-
tiated alternatives. However, participants did not trust
evidence so much as to accept it without question. Par-
ticipants pointed out that although evidence may be
compelling for the average patient, it might not apply
to their personal medical circumstances or preferences.
Participants also noted that they were skeptical of evi-
dence because of how often they hear of changes, citing
the shifts in guidelines for the frequency of mammo-
grams and debates over the nutritional benefits of foods
such as milk and eggs. In addition, some participants
said they questioned the profit motives of physicians,
medical institutions and pharmaceutical companies
funding or promoting the research.

Perceived influences

We asked participants a series of questions about the
factors influencing their reactions to the two recom-
mendations for their scenario. Participants perceived
and reported on a variety of influences in the universe
of medical decision-making, including influences on
pre- and post-encounter decisions, decisions made in
clinical scenarios other than the one presented and
their feelings about the situation (with an unclear effect
on decisions). Below, we use the domains of the con-
ceptual framework to organize participant feedback on
medical decisions at the point of care and specific to
the scenario presented. Where necessary, we include
participants’ perceived influences on decisions during
any general medical encounter (since focus group par-
ticipant utterances often strayed from the topic of the
specific scenario presented).

Patient—physician relationship

Across all focus group participants, the relationship
a patient has with the physician emerged as the pri-
mary influence on whether participants would accept
or reject a recommendation. Participants repeatedly
described trust as a facilitator and a barrier: trust in
a physician motivated them to agree with the recom-
mendations, while distrust in a physician would make
them question the recommendation and seck a second
opinion. Participants identified a number of factors
that affect their trust in physicians, as described below.

Patient perceptions regarding physician

Participants noted that they were more likely to trust
a physician if they had a longer relationship with him
or her. One participant noted, “The doctor that deliv-
ered my babies knows my kids well. I would follow her
lead. But if a new doctor comes in...[such as] a doctor
in an ER, then you are usually on guard’. Participants
also felt more comfortable with physicians who spent
more time with them during an appointment. One
participant explained that her decision would depend
on how much attention the physician paid to her dur-
ing the visit by saying, ‘Some make you feel like they
care about you, and for some, you're just a name’. Par-
ticipants across the board trusted their regular physi-
cian more than physicians they were meeting for the
first time (such as a specialist they were referred to)
because they worried that the new physicians did not
know their medical history well enough and were not
as invested in the outcome.

Participants were also concerned about physicians’
approach to medicine and whether they aligned with
their own philosophies of care (such as how much pain
they will tolerate or how willing they are to take pre-
scriptions). Participants reported being more trusting
of physicians who take their philosophies into con-
sideration. Many participants noted that in nonemer-
gency situations, they are more likely to trust physi-
cians that try to minimize the number and intensity
of interventions, whereas they are less likely to trust
physicians that immediately suggest an invasive pro-
cedure without exploring other options first. This was
especially relevant in scenarios 2 and 3, where potential
treatments included an invasive option. A few partici-
pants expressed the sentiment that they trust surgeons
who do not revert to surgery as the first line of care.
As one participant noted, “That idea of ... what is the
least hassle-free thing first and then progress to surgery.
For me, that creates some trust. Trust is important in
surgery’. Participants also noted that they place more
trust in physicians that take a holistic approach to care,
treating the whole body and whole person instead of
one condition at a time. Last, participants said they
are more likely to trust physicians that believe in —
and practice — individualized care. The desire for care
that addresses the patient’s mix of medical conditions
and preferences persisted even after hearing about the
evidence basis. As one participant explained, he was
reluctant to simply agree with the evidence-based rec-
ommendation because “that is on average, but I'm not
in the doctor’s office as the average patient; I'm there
as me. I have my own set of characteristics and pref-
erences. I'm happy to know that, and I think it’s an
important starting point, but I'm still all about the
exchange of information”.
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Physician communication skills & interaction style
Participants indicated that they were more likely to
trust a physician that communicates in a clear, patient
and collaborative manner. Most participants said that
they are more likely to follow a physician’s recommen-
dation if he or she takes the time to explain the diagno-
sis and treatment options and answers any questions;
they are less likely to trust a physician who rushes them
out of the office without providing sufficient informa-
tion. One participant said “/If they] put everything in
layman’s terms ... explain how they come up with the
diagnosis and the tests they need to run, [I trust them
more]”.

Office atmosphere

The office atmosphere, including the condition of
the office space and interactions with office staff, had
unclear effects on participants’ decisions during the
health encounter described in the scenarios. Although
a few participants indicated that the appearance of the
office (i.e., how clean it is and how modern the tech-
nology is), wait times and office staff demeanor might
influence how much they would trust the physician, the
office and staff characteristics were more likely to pre-
dict how participants choose a physician and whether
they would return (pre- and post-encounter decisions,
respectively). Scenario 1 participants were unique in
linking the emergency department atmosphere with
trust in the physician and the influence on their deci-
sions at the point of care. One participant mentioned
a nurse’s confidence would increase their trust in the
physician and another participant mentioned the tran-
sient nature of emergency department physicians (due
to changing shifts) would decrease their trust in the
physician.

Other factors

Participants did not report that having a family mem-
ber or friend at the visit with them would influence their
decisions. Participants also did not mention using tools
or processes to promote informed decision-making.

Patient characteristics

Participants noted that their health condition and cer-
tain personal traits and beliefs would influence how
they make decisions about care. Themes that emerged
during the focus groups include:

Past experiences with the healthcare system

Participants in scenarios 1, 2 and 4 cited past experi-
ences with the healthcare system as barriers to accept-
ing physicians’ recommendations. Participants with
negative experiences were more likely to want to ask
questions before agreeing to a recommendation. A few

participants mentioned experiencing changes in guide-
lines for prescription drugs or testing; they found it
difficult to accept at first and used it as a reason to
question future recommendations.

Current health condition or concern

Participants in scenarios 1, 2 and 4 indicated that if
they (or their child) were experiencing more pain or
had a more severe condition, they would be more
likely to want an intervention to resolve the issue and
agree with the physician’s recommendation, regardless
of whether or not it was evidence-based. If they were
experiencing less pain or a less severe condition, they
would be more likely to challenge the recommenda-
tion and ask questions. These sentiments were reported
the most in scenario 1, which was confronted with an
emergency scenario (suspected pediatric appendicitis).
As one participant explained, “Depending on the pain
and how close [the appendix] is to bursting ... I'd hear
what the doctor has to say and go with what the doctor
says. If it’s not life-threatening, then we’d ask other ques-
tions... It depends on seriousness of the situation”. In
this emergency scenario, participants noted a strong
preference for taking any steps necessary to diagnose
and treat the child’s condition regardless of cost or
evidence.

Attitudes & beliefs

Participants in scenarios 1, 2 and 3 expressed the expec-
tation for a physician to ‘do something’, regardless of
the evidence-based guidelines. A few participants indi-
cated that they have come to expect testing to confirm
a medical issue or treatment to resolve medical issues.
One participant in scenario 1 said, “I want them to
find out what is the problem [with my child], so they
that’s the bot-
tom line”. After hearing the recommendation to ‘wait
and see’, a few participants in scenario 2 expressed the
desire for a test to confirm that nothing was wrong. In
addition, a participant in scenario 3 indicated that if
he were feeling any pain, he would expect the physi-
cian to perform tests or procedures to resolve the pain
and would not be content with a recommendation for

can do all the testing they can do ...

continued surveillance.

Personal values about secking medical care, under-
going tests and procedures and taking medication
directly influenced participants’ likelihood to accept a
recommendation. In contrast to the expectation for a
physician to ‘do something’, many participants across
scenarios 1, 2 and 3 stated that they would want pro-
viders to minimize medication and procedures, mainly
because they were wary of and highly averse to side
effects. For scenarios 2 and 3, participants reacted
more favorably to the evidence-based recommendation
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to ‘wait and see’, largely because they preferred test-
ing and treatment options that were less invasive. As
one participant concluded, ‘I tend to be a non-inter-
vention type person. I want to know when I can stop
cholesterol medications’.

Decision-making style of focus group participants

We found that most participants did not have a single
preferred decision-making style when making health
decisions. In general, most participants’ preferred
style was context-dependent based on the severity of
the condition and familiarity of the situation; patients
with more severe or less familiar conditions were more
reliant on physician recommendations. A few partici-
pants expressed a clear preference in taking an active
role in decision-making regardless of condition or
familiarity, mentioning previous experiences in which
they diagnosed themselves or requested additional
testing from physicians based on research they did
independently. On the other hand, a few participants
noted that they generally preferred a passive role and
relied on physicians for their expertise and experience.
A patient’s decision-making style in a medical encoun-
ter affects his or her receptivity to evidence-based care
through their interaction with a physician; a passive
decision-maker would benefit if a physician gives an
evidence-based recommendation but could acquiesce
to overutilization of healthcare services just as easily
if given an alternative recommendation. For example,
scenario 1 participants (who were given an emergency
scenario) were more likely to let the physician take
the lead and accept the physician’s recommendation
without much of a challenge — regardless of whether
the recommendation was based on the best current
evidence.

Cognitive biases, heuristics & emotional status

It is not surprising that participants did not perceive
the effect of cognitive biases and heuristics on their
decisions because these influences are largely subcon-
scious. However, we can infer from the responses how
such psychological processes might manifest in the
scenarios presented. It was clear, for example, that the
emotional overload people feel in an emergency situ-
ation might color one’s decisions. One participant in
scenario 1 directly addressed the issue, divulging that
even though she had the intellectual knowledge that
a CT scan was too drastic a procedure for suspected
appendicitis in a child, she imagined that she would
agree to it if the physician recommended it. As she
explained, in that situation, “I'm not thinking logically,
so I'm not trying to question anything...I'm going to have
to trust them and go with it... Your kid is sick, you don’t
have time to argue’.

Other influences

Participants did not report age, gender, health status
or medical history (which does not include the current
medical concern) asinfluential in their decision-making
at the point of care in any of the scenarios.

Social network

Participants across all scenarios reported that their
social networks had minor influences on their deci-
sions during the health encounters described in the
scenarios.

Current family & friends

Some participants reported that they consulted with
current family (such as their spouse) and friends,
particularly those with a medical background, before
making big health decisions. Reliance on friends and
family varied by individual (not by scenario). Some
participants relied heavily on their social networks
for information on procedures and decision-making,
while others preferred individual discussions with their
physician. One participant summarized the influ-
ence of friends and family by saying it “depends on the
circumstances if I trust them or my doctor”.

However, the influence of friends and family were
more likely to influence pre-encounter decisions, such
as which physician or practice to select based on rec-
ommendations and experiences of other people in
their social network. Most participants noted that they
like to select providers based on word of mouth from
friends and family, and they are more likely to trust
physicians that have been recommended to them. A
few participants also noted that they are more likely to
trust a specialist if they are referred by a primary care
provider that they trust.

Background & family of origin

A few participants noted more generally that their cur-
rent beliefs and values stem from their upbringing or
family of origin. For example, some participants noted
a common family belief in avoiding medical interven-
tions, preferring to use alternative therapies or letting
the body heal itself. Participants with family medical
histories similar to the scenario (such as in scenario 2)
reported that knowledge of the disease in their fam-
ily would make them more cautious and more likely
to accept the physician’s recommendations (whether
or not it was evidence-based). For example, one par-
ticipant with a family history of cardiovascular disease
said he would be more likely to accept a physician’s
recommendation to pursue stress testing or more inva-
sive procedures because he knows that cardiovascular
disease runs in his family and additional testing would
give him peace of mind.
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Other influences

Participants in scenarios 2 and 3 reported seeing
advertizements on television but did not perceive
media to be an influence on their decision-making.
Participants did not perceive or report a signifi-
cant influence of culture, race or ethnicity on their
decision-making.

Environment & supports

A variety of views on cost were reported across sce-
narios, with the major determinants being quality of
insurance coverage and severity of medical condition.

Financial capacity

Most participants in scenarios 2, 3 and 4 noted
relying on insurance to cover the costs of necessary
tests and procedures. In the discussion, they there-
fore focused on the out-of-pocket costs for pre- and
postencounter decisions, such as copay for visits and
prescriptions. However, cost was a major concern for
a few participants due to inadequate or lack of health
insurance. As one participant noted, “(when consider-
ing treatment options,) I automatically think about how
much it costs.” For participants presented with sce-
nario 1 (pediatric appendicitis), cost was not a con-
sideration at all. Scenario 1 participants noted that
given the emergency situation, they primarily wanted
physicians to diagnose their child and treat him or her
as quickly as possible, without regard to the financial
consequences.

Home

Availability of support at home influenced decisions for
a few participants, particularly when the recommenda-
tion involved more invasive testing or treatment and
might result in a longer recovery time. One participant
in scenario 3 (vascular surgery) noted “You need to talk
to other family members ... especially if they have to take
care of you (after the surgery).”

Public health

Participants in scenario 3, where one of the treatment
options might require respite from work during recov-
ery, were cognizant of how health could affect employ-
ment (for themselves and for the broader population).
One participant described that in the past, he selected
an alternative recommendation instead of surgery
because it would not require him to miss as much work.

Other influences

Participants did not perceive access to services as
an influence on their treatment decisions; proxim-
ity to services was more likely to affect selection of a
physician or facility (a preencounter decision).

Healthcare system

The healthcare system did not have a clear influence
on how participants thought they would react during
the health encounters described in the four scenarios.

Access to care

Participants were more likely to note that the health-
care system influenced their pre- and post-encounter
decisions, noting factors such as access to care and
appointment availability. Some participants explained
that these factors influence their choice of physician or
practice before a health encounter and likelihood to
follow-up postencounter.

Quality of care

A few participants across all scenarios expressed con-
cern that recommendations were not always based on
evidence, but rather a physician’s incentives from phar-
maceutical companies, desire to bill more services or
desire to practice defensive medicine (that is, to provide
care based on a perceived ability to prevent or limit the
probability of litigation). Participants did not explicitly
link these sentiments to the likelihood of accepting or
rejecting a recommendation.

Cost of care

A few participants in scenarios 3 and 4 believed that
transparent information on costs of care could assist
with decision-making and would enable them to better
understand the costs and benefits of undergoing tests
or treatment, but others preferred not to discuss costs
and were hesitant to enter into a ‘business relation-
ship” with their physician. A participant in scenario 3
experienced limitations in coverage from an insurance
company that contrasted with her physician’s recom-
mendation to get an MRI; the participant noted that
the insurance terms prevented her from making the
decision whether to accept the recommendation. The
influence of insurance coverage was a popular topic to
debate; as another participant in scenario 3 summa-
rized, “if you have insurance, you don’t have to worry
about (cost). If you don’t (have insurance), then you do.
Or you have to (follow the insurer’s guidelines).”

Discussion

The relationship patients have with their physicians
—and, in turn, their trust in the physician — was the
strongest influence on decisions at the point of care for
focus group participants. A physician’s communica-
tion skills, demeanor and history with a patient were
important determinants to a trusting relationship that
could pave the way for acceptance of a recommenda-
tion (whether objectively ‘evidence-based’ or not).
These findings corroborate other studies that illus-
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trate the importance of the physician’s demeanor in
developing the trust of a patient [18] and the tendency
for patients to favor a treatment option if a trusted
physician recommends it [19].

Strategies for inducing physicians to suggest evi-
dence-based treatment options include targeted reim-
bursement structures, such as bundled payments and
payment for performance. Approaches to strengthening
physicians’ relationships with patients include train-
ing on informed decision-making and motivational
interviewing techniques as well as separate incentives
or requirements to use formal shared decision-mak-
ing tools in preference-sensitive clinical scenarios [20].
In addition, physicians could be better supported for
taking the time to engage patients regarding their
concerns, priorities and treatment preferences. These
strategies would be most applicable to scenarios 2 and
3, which involved choices of tests or treatments in an
office setting; however, decision support is becom-
ing a valuable tool in the emergency department as
well (12.21]. Despite this potential, developing strate-
gies for helping physicians and practices that increase
patient trust has proved difficult. Sustained physician
behavior change requires targeted training, substantial
practice and support from physicians’ healthcare deliv-
ery systems [22]. Along with evaluations of models that
cultivate patient trust, future research might consider
the impact on the therapeutic relationship of disagree-
ments between patients and providers and patients’
awareness of provider incentives that could influence
clinical recommendations.

Patient-level characteristics also emerged as an
important category of influences in the focus group
discussions. Focus group participants echoed the lit-
erature findings on influences derived from the severity
of the health conditions; participants said they would
be more likely to accept a physician’s recommendation
when a health condition was more severe. However,
focus group findings suggest that the context sur-
rounding a severe or emergent health condition could
give cognitive biases and heuristics more relevance in
patient decision-making (which could be a force for
or against an evidence-based recommendation). Lim-
its in healthcare knowledge and skills compound the
difficulty in choosing a more evidence-based recom-
mendation. Alcthough the level of engagement in deci-
sion-making varies across patients, many (and indeed
nearly all participants) express a desire for physicians
to explain medical concepts and treatments to them in
laymen’s terms. These patient-level findings bolster the
importance of a physician’s ability to use motivational
interviewing and accessible information to encourage
a patient to incorporate both his preferences and full
knowledge of the treatment options into his decision.

Although the literature suggests significant influ-
ence derived from culture, family and friends on
healthcare decisions [23-25], focus group participants
did not perceive the social network domain to have
a large influence on their decisions at the point of
care. Friends and family were more likely to influence
pre- and postencounter decisions. However, social
networks had the potential to influence decisions at
the point of care through their effect on a patient’s
trust in a physician. Except for scenario 1, where par-
ents discussed making a medical decision on behalf of
their children, our study focused on scenarios where
patients made decisions on their own (with a physi-
cian) at the point of care. Given the debate on the
validity of substituted judgement [2¢] and the vari-
ability in how caregivers view their roles as surrogate
decision-makers for elderly and disabled adults, addi-
tional research on how caregivers make medical deci-
sions on behalf of others is necessary. There is some
evidence already that caregivers would benefit from
decision support [27].

Focus group participants and previous research
seemed to place similar emphasis on two components
of the environment and supports domain: patients’
financial capacity and home life. The influence of
costs on medical decisions was a commonly cited sub-
ject under this domain in the focus group discussions.
Focus group participants revealed a range of prefer-
ences regarding costs, which varied by scenario, sever-
ity of medical condition and level of insurance cov-
erage. Those with generous health insurance did not
feel that cost was a concern, while those with little or
no health insurance felt strongly about weighing the
relative costs of each medical decision. These findings
echoed the perception of physicians in a companion
study that a patient’s level of insurance coverage and
ability to pay typically serve as barriers to evidence-
based care, because they either cover unnecessary tests
(such as those in scenarios 2 & 3) or lack coverage for
valuable alternatives (such as lower doses of GERD
medication, which are sold over-the-counter) [4]. If, as
the literature suggests, high-deductible health plans
and other forms of cost sharing become more com-
mon, patients might place an even greater emphasis
on understanding and using costs in their medical
decisions. While the effects of widespread cost-shar-
ing on the use of evidence-based care is unknown,
prior research suggests that targeted insurance ben-
efit design and financial incentives could encourage
its use [28,29].

The influence of other home supports on medical
decisions was only brought up in the context of assis-
tance after a surgery. It is possible that the diversity in our
focus groups was not wide enough to have heard more
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about housing security, safety, public health support or
access to services as an influence on decision-making.

The focus group discussions did not uncover strong
connections between healthcare system factors and
decisions at the point of care. More research is needed
to link factors such as access and perceived cost and
quality effects to decisions at the point of care. How-
ever, these forces are likely to be more indirect than the
other levels of the model.

While a few participants’ initial attitudes persisted
throughout the discussion, many participants desired
more information on potential treatment options and
responded favorably when presented with the evidence
promoting one treatment option over the other. For
patients with an open mindset, there seems to be an
opportunity within the clinical context to improve
uptake of evidence-based treatments. However, our
findings suggest that evidence in medicine does
not speak for itself; rather, physicians must address
the patients’ unique influences to effectively reduce
demand for low-value testing and minimize dosages
for medications with adverse side effects. Specifi-
cally, evidence-based recommendations would be best
received if physicians recounted the potential benefits
and costs of the research, the study’s limitations and
changes in research findings over time.

It is important to note the limitations in this study.
The influences reported in the focus groups are those
that participants perceive they would have had if they
were in the scenario read to them; we cannot know
the actual presence or effect of those influences — or
of influences not mentioned during the discussion —
on participants’ decisions in real life. Although the
focus group approach limits our ability to detect the
existence or assess the level of impact of subconscious
influences, it is well-positioned to highlight the influ-
ences most salient to participants. Finally, we selected
respondents that reported being in ‘good’ or ‘excellent’
health to better isolate participants” influences in each
scenario from competing health and social concerns.
However, such attention to precision comes at a cost;
it is possible that these findings might not translate to
populations with complex healthcare needs.

Conclusion

Although a variety of factors are at play when patients
are considering physicians’ recommendations during
the clinical encounter, the physician—patient relation-
ship is a key influence. The quality of the relationship
is largely dependent on the physician’s communica-
tion skills and length of relationship with the patient.
These findings point to the importance of a physi-
cian’s initial recommendation as well as the poten-
tial value of interventions that promote improved

communication and relationship building between
physicians and patients. Future research that investi-
gates how the level of a patient’s trust in a physician
would affect his decisions at the point of care would
be useful in developing strategies for the uptake of
evidence-based treatments.

Various patient characteristics are also quite impor-
tant, including the severity of the health condition,
amount of healthcare knowledge and level of engage-
ment in care. In addition to the cost considerations
imposed by the patient’s financial circumstances and
type of health insurance, other environmental supports
come into play in specific scenarios (like the decision
to consider a surgical intervention). Not surprisingly,
the urgency of the patient’s health concern can override
many other considerations, including costs. Consis-
tent with other literature, social network and broader
healthcare system issues may have a greater overt influ-
ence on decisions pre- and postencounter rather than
decision-making that occurs at the point of care.

Quantitative assessments that target specific
domains in the conceptual framework are needed to
confirm the individual contributions of the themes
that emerged in our study. Social experiments would
be critical to examine subconscious influences, such
as cognitive biases and social circles, in particular. It
would also be prudent to directly investigate whether
patients would and could use shared decision-making
tools if they were made available in a clinical context.

The diversity of influences involved in patient
decision-making in clinical settings suggest that great
opportunity exists to improve the likelihood that
patients will seek out, and act upon, evidence-based
recommendations. However, interventions meant to
improve patient decision-making at the point of care
will need to be adaptable for use in specific clinical
conditions, patient populations and care settings.
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Summary points

or reject a clinical recommendation.

and interaction style.

options into his or her decision.

¢ The objective of this study was to identify the factors that promote or interfere with evidence-based clinical
decisions from the patient perspective using focus groups of relatively healthy individuals.
e Overall, a patient’s relationship with a physician was a primary influence on whether he or she would accept

e Participants described trust as a facilitator and a barrier to making an evidence-based clinical decision: trust
in a physician motivated them to agree with the recommendations, while distrust in a physician would make
them question the recommendation and seek a second opinion.

e Factors that affect patient trust include patient perceptions of physicians and physicians’ communication skills

e Patient characteristics (such as past experiences with the healthcare system, the current health condition,
knowledge and attitudes) emerged as moderate influences on medical decisions.

e Although elements of a patient’s social network (such as current family and friends) were perceived as
potentially influential, the magnitude of the impact on decisions at the point of care was less certain.

¢ Financial capacity was a major concern for a few participants due to inadequate or lack of health insurance,
but it was not a concern for participants with generous health insurance coverage.

e The urgency of the patient’s health concern can override many other considerations, and may lead patients to
accept the physician’s recommendation without extended discussion.

¢ These findings point to the importance of a physician’s ability to use motivational interviewing and accessible
information to encourage a patient to incorporate both preferences and full knowledge of the treatment
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