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For comparative effectiveness research to be effective, patients and providers must collaborate in shared
decision making (SDM) to make evidence-based clinical decisions that align with patient preferences. We
conducted a systematic review to examine patient and provider attitudes toward and engagement in
SDM in the USA. Searches in PubMed and PsycINFO identified 1585 articles published between July 2006
and December 2016, of which 290 were screened in for coding and analysis. We found that patients
and providers have generally positive attitudes toward SDM, but actual engagement in SDM behavior is
lagging. Translation of positive attitudes into behavior could be achieved through policies that support key
SDM processes of sharing evidence, considering patient preferences and discussing the relative advantages
of different clinical options.

First draft submitted: 19 June 2017; Accepted for publication: 1 September 2017; Published online: 17
November 2017

Keywords: patient attitudes • patient engagement • patient preferences • provider attitudes • provider engagement
• shared decision making

Comparative effectiveness research (CER) or patient-centered outcomes research (PCOR) is intended to give
patients and providers the information they need to make evidence-based, patient-centered clinical decisions at the
point of care [1–3]. Absent patient engagement in these decisions, however the information itself, cannot help patients
make an informed decision that would, from their perspective, improve their health [4,5]. Only if patients join
providers in the process via shared decision making (SDM) – a process involving active engagement of patients and
presentation by providers of information associated with viable care options, where applicable – can CER/PCOR
lead to better healthcare quality and efficiency [6]. SDM can also ensure that clinical decisions align with patient
preferences and values, increase patient knowledge and reduce patient anxiety [6]. Alignment of clinical decisions
with patient preferences is particularly important, given that most decisions involve consideration of options that
vary as to benefits and risks, and patients have different preferences regarding those benefits and risks [5].

Patients are more likely to engage if they know that providers will consider their feelings and opinions, especially
regarding more serious clinical decisions [5,7]. Patients are also more likely to participate in SDM if they feel they
have the information and support they need to make an informed decision [5]. For instance, patient decision
aids are tools that support SDM by providing patients with evidence regarding clinical options and clarifying the
preference-sensitive nature of the decision [5].

Providers are more likely to facilitate SDM when they feel a patient takes an interest in his or her care, and when
they are comfortable discussing emotionally charged issues with a patient, acknowledging their own uncertainty
and relinquishing their role as sole decision makers [5,7]. Provider attitudes regarding SDM in a given context also
vary based on the specific clinical condition and treatment decision [8].

For this reason, and because to our knowledge there is only one review on this topic which focuses only
on providers and is narrow in focus [8], we conducted a systematic review of the peer-reviewed literature to
describe current patient and provider perspectives regarding the SDM process. We examined attitudes toward
and engagement in SDM, changes in attitudes or engagement due to an intervention with a patient decision aid
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Table 1. PubMed and PsycINFO search strategy.
Category ID Search terms

Patients and providers 1 Consumer* OR patient OR patients OR physician* OR provider* OR doctor* OR nurse* OR
practitioner* OR public [‘All Fields’ for PubMed; ‘Abstract Only’ for PsycINFO]

Data collection 2 Survey* OR interview* OR focus group* OR questionnaire* OR poll OR polls [‘All Fields’ for PubMed;
‘Abstract Only’ for PsycINFO]

Shared/informed decision
making

3 Informed decision making OR shared decision making [‘All Fields’]

Perspectives 4 Opinion(s) OR attitude(s) OR perception(s) OR reaction(s) OR concern(s) OR belief(s) OR value(s) OR
feeling(s) [‘All Fields’ for PubMed; ‘Abstract Only’ for PsycINFO]

Combination of terms 5 (1 AND 2 AND 3 AND 4)

intended to promote SDM, and treatment-related patient preferences and information addressed during clinical
encounters.

Methods
Search methodology
We conducted a systematic review of the peer-reviewed literature on patients’ and providers’ perspectives on SDM.
Table 1 summarizes our search strategy for PubMed and PsycINFO. A potential limitation to our search is that
we did not search the CINAHL database, which may have included relevant studies not included in PubMed or
PsycINFO.

We designed a targeted search strategy to obtain articles with findings from surveys, interviews, and focus groups
with patients and providers (we included only papers that reported results of primary studies carried out by the
authors). We limited our search to articles written in English and published within the period from July 2006
through December 2016 (We conducted our original search and analysis for the 5-year period from July 2006
through June 2011, and then extended that period through December 2016 for the final search and analysis we
present here). In addition, we limited ourselves to articles about patients and providers in the USA. We imposed
this limit because, although considerable research on SDM has been conducted in other countries (especially in the
UK and Australia), perspectives likely vary considerably across countries with different policy histories regarding
CER use.

Figure 1 summarizes our screening process, which we conducted according to Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) guidelines [9]. Our search returned 1585 articles (984 from
PubMed alone, 404 from PsycINFO alone and 197 from both). Because we designed our search strategy to be
inclusive, the search returned many articles not relevant to this literature review. For this reason, we screened the
abstracts of the returned articles by hand, using a two-stage process to ensure the reliability and accuracy of our
screening categories. First, the second author sorted the abstracts into three categories – 270 relevant to the scope
(screened in), 1195 not relevant to the scope or for which the article provided insufficient information to determine
relevance (screened out) and 120 of borderline relevance. We obtained full-text articles for the 390 screened-in
and borderline abstracts. Second, the first author sorted those of borderline relevance into either the screened-in or
screened-out categories. Ultimately, we screened in 290 articles for coding and analysis. Please see the online-only
Supplementary Appendix document for the full reference list of all studies included in the analysis.

Coding methodology
We conducted several types of coding in two rounds for the final set of 290 relevant articles.

Table 2 presents our coding categories for the first round of coding. We started by sorting the articles into mutually
exclusive categories based on the population targeted by each study – patients, providers, and both patients
and providers. Next, we coded the studies based on types of data collection activities (nonmutually exclusive
categories), clinical focus (mutually exclusive categories) and demographic focus of the patients (nonmutually
exclusive categories). We then tabulated whether the study involved used a patient decision aid as an intervention
and, if so, whether the intervention occurred in a clinical setting. To ensure the reliability and accuracy of our
coding categories, we used a two-stage process in which the second author conducted the coding, and the first
author then reviewed it and reconciled discrepancies (of which there were very few – all minor) with the second
author.
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Figure 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) screening process (also
available as a separate editable Visio file).

Next, we created a coding scheme and conducted coding to classify the study outcome variables and findings.
This coding was more complex than that for the first round, so we refined it iteratively to ensure the reliability and
accuracy of the coding scheme. We did not find adequate code definitions in existing literature; therefore, our codes
are empirically driven. The first author developed the initial set of codes based on a sample of 25 patient-focused
studies and 25 provider-focused studies; the second author then conducted the initial coding and suggested revisions
to the coding scheme, the first author reviewed and finalized the coding scheme, and the second and third authors
finalized the coding.

Table 3 presents the final coding definitions for the two outcomes codes – attitudes toward SDM and engagement
in SDM behavior (nonmutually exclusive categories). For all studies, we examined attitudes toward SDM (coded

future science group www.futuremedicine.com 685



Systematic Review Williams, Fleming & Doubleday

Table 2. Basic coding categories.

Target population

Patients only

Providers only

Both patients and providers

Data collection activities

Survey

Focus groups

Interviews

Literature review

Clinical focus

Screening (especially colon, prostate or breast cancer screening)

Treatment (such as cardiac catheterization, lung transplantation, drug treatment or total knee replacement)

Other (such as a general study focused on attitudes or behaviors regarding shared decision making)

Demographic focus

No specific focus (on a demographic group or comparison among demographic groups)

Racial, ethnic or socioeconomic focus

Gender focus

Involved decision aid intervention

Involved clinical practice intervention (most typically use of a patient decision aid at the point of care, but also phone counseling with patients at home or mailing
decision aid materials to patients at home)

Table 3. Coding definitions.
Code Definition

Attitudes toward SDM Patient or provider preferences regarding the clinical SDM process, including perceived quality of
patient–provider communication, desire for patient to engage in SDM vs autonomous decision
making or delegation to the provider, satisfaction with the decision-making process, perceived
self-efficacy regarding SDM, attitude toward information seeking and preference for information

Engagement in SDM behavior Patient- or provider-reported use of SDM processes, including discussion of treatment options,
discussion of patient preferences and goals, and understanding of conditions and relative pros and
cons of treatment options

Reported on treatment-related patient
preferences

Patient or provider reports of patients and providers addressing patient preferences for
treatment-related decisions during clinical encounters

Reported on treatment-related information Patient or provider reports of patients and providers addressing information relevant to treatments
during clinical encounters

SDM: Shared decision making.

as ‘positive’ vs ‘negative’ or ‘passive’) and engagement in SDM behavior (coded as ‘higher’ vs ‘lower’ than typical
engagement). For studies that involved a decision aid intervention, we conducted the coding on baseline (prein-
tervention) attitudes and behavior. For those studies, we also examined changes in attitudes (coded as ‘improved’
vs ‘no change’) and engagement (coded as ‘increase’ vs ‘no change’). Table 3 also presents definitions for the two
codes used to identify articles reporting on treatment-related patient preferences and information.

For those articles that addressed treatment-related patient preferences and information, we conducted a qualitative
analysis. The second and third authors reviewed the results and discussion sections of these articles to identify
potential trends across study findings, and summarized several themes related to SDM that were commonly
reported across several articles. The first author reviewed the summary and finalized it.

Results
Study characteristics
Table 4 shows the study characteristics as well as findings on patient and provider views of SDM. The most
common data collection method was a survey (61% of the studies), followed by interviews (34%) and focus groups
(14%). The most common clinical focus was treatment (62%), such as cardiac catheterization, lung transplant,
drug treatment or total knee replacement. Most of the remaining studies focused on screening (24%), and more
specifically on colon, prostate or breast cancer screening.
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Table 4. Summary of studies and findings.
Coding category Studies focusing on patients Studies focusing on providers Studies focusing jointly on patients and

providers

Total number of articles 186 54 50

Data collection activities

Survey 115 33 29

Focus groups 26 6 10

Interviews 67 20 13

Literature review 0 0 3

Clinical focus

Screening 53 11 7

Treatment 122 21 37

Other 21 6 5

Demographic focus (of patients)

No specific focus 107 NA 38

Racial, ethnic or SES focus 38 NA 2

Gender focus 51 NA 7

Involved patient decision aid
intervention

31 13 10

Involved clinical practice intervention 15 NA 5

Outcome variable measured

Attitudes toward SDM 109 34 38

Engagement in SDM behavior 124 31 33

Findings

Positive attitudes 74 30 34

Negative or passive attitudes 39 17 17

Improved attitudes 11 0 2

No change in attitudes 5 0 2

Higher engagement 57 12 19

Lower engagement 79 27 23

Increase in engagement 18 2 1

No change in engagement 9 0 1

Reporting on treatment-related patient preferences and information

Reported on treatment-related patient
preferences

55 12 24

Reported on treatment-related
information

63 18 26

Coding categories are not mutually exclusive.
NA: Not applicable; SDM: Shared decision making; SES: Socioeconomic status.

Most of the studies involving patients (58%) did not target a specific demographic group or comparisons between
such groups. However, a few focused on race, ethnicity or socioeconomic status (20%), or gender (27%).

41 of the studies that included patients (either exclusively or jointly with providers) used a patient decision aid
as an intervention (17%). 20 were conducted in a clinical practice setting in which the aid was typically used at
the point of care. In some cases, patients were counseled at home by phone, or patient decision aid materials were
mailed to them. The other 21 studies were conducted in a research setting.

Patient & provider perspectives on SDM
The proportions of studies examining attitudes toward SDM (62%) and engagement in SDM behavior (65%)
were similar. For all studies, we examined attitudes toward SDM (coded as positive vs negative or passive) and
engagement in SDM behavior (coded as higher or lower). For studies that reported findings on the use of a patient
decision aid to promote SDM, we also examined changes in attitudes (coded as improved or no change) and
changes in engagement (coded as increase or no change). The studies that focused on both patients and providers
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generally reported synthesized outcomes, such as patient–provider communication or patient–provider agreement
in their attitudes toward SDM, the quality of the decision or satisfaction with the decision-making process.

Most of the studies (186; 64%) focused on patients, and more found positive (40%) rather than negative
or passive (21%) attitudes toward SDM. However, more of them also found lower (42%) rather than higher
engagement (31%) in SDM behavior.

54 studies (19%) focused on providers. Like the patient studies, more of them found a positive (56%) rather
than a negative or passive (31%) attitude toward SDM. More also found lower (50%) rather than higher (22%)
engagement in SDM behavior.

50 studies (17%) focused on both patients and providers. Again, more of them found positive (68%) rather than
negative or passive (34%) attitudes toward SDM, and more found lower (46%) rather than higher engagement
(38%) in SDM behavior.

20 studies (7%) examined changes in attitudes toward SDM resulting from an intervention. 13 of them
(65%) found improved attitudes. However, these findings should be interpreted with caution because few studies
examined changes in attitudes. 31 studies (11%) examined changes in engagement in SDM behavior resulting from
an intervention. 21 of them (66%) found increases in engagement.

Treatment-related patient preferences & information
We assessed which studies reported on treatment-related patient preferences and information addressed during
clinical encounters. Of the 290 studies screened in for coding and analysis, 91 (31%) reported on treatment-related
patient preferences and 107 (37%) reported on treatment-related information. Of the articles that reported on
patient preferences, 55 (60%) focused on patients, 12 (13%) reported on providers and 24 (26%) reported on both
patients and providers. Of the articles that reported on information, 63 (59%) focused on patients, 18 (17%) on
providers and 26 (24%) on both.

We then conducted a qualitative analysis of all of these articles to identify potential trends across study findings,
noting commonly reported themes related to SDM. Because 82 studies reported on both treatment-related patient
preferences and information, the total pool for the qualitative analysis consisted of 116 articles. We found that the
types of treatment-related information exchanged and whether treatment-related patient preferences were addressed
were influenced by a variety of factors, including patient condition, tests or procedures being considered and patient
demographics. For example, Fowler et al. [10] found that decision-making processes for back or knee replacement
surgery included a more balanced discussion of pros and cons compared with discussions about hip or cataract
surgery.

Addressing pros & cons of treatment or screening

Researchers found that pros of tests or treatments are often more likely to be discussed than cons, and often
providers do not ask patients whether they want a test or treatment that may not be necessary. Via a survey of a
national sample of adults 40 years or older, Fowler et al. [10] found that for each of ten common tests, medications
and procedures, “patients reported more discussion of the pros than of the cons”. Similarly, Hoffman et al. [11] found that
“most discussion with providers addressed pros of [breast, colorectal and prostate cancer] screening. . . but few similarly
addressed cons”. We found similar findings elsewhere. For example, via a survey of 412 patients who received an
implantable cardioverter defibrillator, Green et al. [12] found that some respondents reported not being told of the
option not to get an implantable cardioverter defibrillator, and/or did not remember being asked if they wanted
one. Similarly, researchers surveying patients who underwent vascular procedures found that only about half of
respondents indicated they were offered a choice [13].

Patient demographics & decision-making processes

Across varied clinical settings, patient demographics such as race and gender also have been shown to have a
bearing on decision-making processes and related outcomes. Among women with early stage, nonmetastatic breast
cancer considering adjuvant chemotherapy or hormone therapy, Shelton et al. [14] found that black patients had the
lowest ratings for communication with their oncologists and involvement in the decision-making process. Similarly,
among male veterans receiving outpatient care at a Veterans Affairs Medical Center in Miami, whites expressed
more satisfaction with their current role in decision making than did African Americans [15]. Researchers have also
demonstrated that gender may be an important factor in SDM processes and outcomes. In their analyses of results
from a national survey of adults who made cancer screening decisions, Hoffman et al. [11] found that among adults
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who made a colorectal cancer screening decision, most men reported that their provider explained the patient could
choose whether to have the test and asked if the participant wanted the test, compared with smaller majorities
of women. Similarly, most men making a prostate cancer screening decision reported the provider asked if the
participant wanted the test versus a smaller majority of women making a breast cancer screening decision. On
the other hand, results from a survey of patients with depression and providers treating patients with depression
indicated ratings of SDM were more likely to be higher if the survey respondent was female [16].

Patient knowledge of tests & treatments

Adding to the complexity of SDM processes and potential factors affecting them is patient knowledge of tests
and treatments. Analyzing results from a sample drawn from a national survey of adults making decisions about
ten common cancer screenings and blood pressure or cholesterol medications, Fairfield et al. [17] found overall
knowledge scores were low across the study sample (adults 40 years or older); respondents also reported poor
decision processes. Via a study of 1041 men deciding whether to undergo prostate-specific antigen testing after
viewing a decision aid, researchers found that men with higher knowledge were ‘more likely to lean against’ screening
(the US Preventive Services Task Force recommends against routine prostate-specific antigen testing) and ‘less likely
to be unsure’ about their decision [18].

Patient perceptions of disease risk & mortality

Patient perceptions of disease risk, disease-related mortality risk and effectiveness of treatments or screenings have
also been found to influence exchange of treatment-related information and patient preferences. Hoffman et al.
found, via a survey of adults facing cancer screening decisions, that patient perception of being at average/high risk
for cancer was a factor highly associated with decision confidence. However, in another study of adults faced with
the same decisions, they found most participants greatly overestimated risks of a cancer diagnosis and mortality [19].

Provider knowledge & beliefs

Unsurprisingly, given that providers are the most important and often most trusted source of information for
patients making medical decisions (e.g., [13,19,20]), provider knowledge and beliefs about the efficacy of tests and
treatments as well as their perceptions of patient preferences also influence the scope of SDM in clinical practice.
Volk et al. [21] found that “compared with physicians who ordered prostate cancer screening without discussion, physicians
who discussed harms and benefits with patients and then let them decide were more likely to endorse beliefs that scientific
evidence does not support screening, that patients should be told about the lack of evidence, and that patients have a right
to know the limitations of screening”. The researchers also found that such physicians “were also less likely to endorse
the belief that there was no need to educate patients because they wanted to be screened” [21]. Additionally, physician
demographics such as specialty (e.g., family physicians vs internists) and physicians’ beliefs about their patients’
aversion to ambiguous scientific information predicted attitudes toward communicating such ambiguity [22]. When
physicians felt their patients would respond negatively to ambiguous information, Portnoy et al. [22] found that
such physicians ‘were more likely to think that they should decide what is best for their patients’.

Given the number and scope of patient and provider factors potentially clouding decision-making processes, it is
important to note that our review includes studies indicating that patients and providers utilizing SDM processes
have the potential to improve patient knowledge regarding the decisions they make as well as patient satisfaction
with confidence in both the decision-making process and decisions made. Bozic et al. [23] found significantly more
patients who were assigned to an SDM intervention reached an informed decision compared with a control group,
and also ‘reported higher confidence in knowing what to ask their doctor’. Fowler et al. [24] found that patients with
more knowledge and those who reported more involvement in decision making more frequently had their decision
match their stated goals and concerns. Further, patients whose stated goals were met “reported more confidence in
their decisions and feeling more positively about how the treatment turned out” [24].

Discussion
We conducted a systematic review of the peer-reviewed literature to describe current patient and provider perspec-
tives regarding the SDM process. Our primary analysis examined attitudes toward and engagement in SDM, as well
as changes in attitudes or engagement as a result of an intervention with a patient decision aid intended to promote
SDM. Attitudes toward SDM tended to be positive, whereas actual engagement in SDM tended to be lower.
Future research should examine barriers to engagement when attitudes are positive – separately for patients and
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providers – to better inform the development of interventions or policies to address those barriers. Among studies
that examined changes resulting from an intervention, most found improved attitudes and increased engagement.
Future research should examine the characteristics of successful interventions.

We also conducted a qualitative analysis of studies that reported on treatment-related patient preferences and
information addressed during clinical encounters. In general, pros of tests or treatments were discussed more often
than cons, and providers often did not ask patients whether they wanted a potentially unnecessary test or treatment.
However, the types of treatment-related information exchanged and whether patient preferences were addressed
were influenced by a variety of factors, including patient condition, tests or procedures being considered, patient
demographics, patient knowledge and perceptions of treatments and disease-related risk and mortality, and provider
knowledge and beliefs about treatment efficacy and patient preferences. Future research should examine these factors
to inform the development of interventions to improve provider communication with patients regarding the cons
of tests or treatments and more effectively elicit and consider patient preferences and values.

Because we conducted a systematic review that included both quantitative (surveys) and qualitative (interviews
and focus groups) studies, we did not conduct a meta-analysis, which would have permitted weighting by study
quality. Therefore, a potential limitation of our review is that our results may include lower quality studies, as we
did not conduct a systematic assessment of study quality. However, our rigorous screening methodology ensured
that all included studies could be coded using our rigorous coding methodology, which likely screened out the
lowest quality studies, as those would have been screened out.

Conclusion
The findings from this literature review are promising. They suggest that patients and providers are already positively
inclined toward SDM. However, the findings also suggest that actual engagement in SDM behavior is still lagging
behind attitudes toward the process. If CER/PCOR is to ensure that clinical decisions at the point of care are
evidence based and patient centered, thus promoting healthcare quality and efficiency, the positive attitudes of
patients and providers must be translated into behavior. This result could be achieved through interventions that
promote SDM and policies that support key SDM processes of sharing evidence, considering patient preferences
and values, and discussing the relative advantages of different clinical options.

Future perspective
Over the past 20 years, there has been an increasing emphasis on patient-centered care, including SDM. This
trend has been reflected in both research and implementation, and has accelerated in recent years. Funders such
as the Patient-Centered Outcomes Research Institute (PCORI) and professional organizations such as the Society
for Medical Decision Making (SMDM) have promoted research on SDM, ranging from better understanding of
patient and provider decision making to development and evaluation of patient decision aids to assessment of
patient preferences. The Agency for Healthcare Research and Quality (AHRQ) has developed a broad range of
evidence-based tools, curricula, and other resources to support SDM. Through its Center for Medicare and Medicaid
Innovation (CMMI), the Centers for Medicare & Medicaid Services (CMS) has been promoting implementation
of SDM through various initiatives – most recently through development of the Beneficiary Engagement and
Incentives Models initiative to be launched in early 2018. We anticipate that this accelerating trend will continue
over the next 5 years, with a shift in focus as the field matures toward evidence-based refinement and evaluation of
interventions and other initiatives that promote SDM.

Supplementary data

To view the supplementary data that accompany this paper please visit the journal website at:

www.futuremedicine.com/doi/suppl/10.2217/cer-2017-0045
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Executive summary

� For comparative effectiveness research/patient-centered outcomes research to be effective, patients and
providers must collaborate in shared decision making (SDM) to make evidence-based clinical decisions that also
align with patient preferences and values.

� Therefore, we conducted a systematic review of the peer-reviewed literature to examine patient and provider
attitudes toward and engagement in SDM.

� Searches in PubMed and PsycINFO identified 1585 articles published between July 2006 and December 2016, of
which we screened in 290 for coding and analysis.

� We found that patients and providers have generally positive attitudes toward SDM, but actual engagement in
SDM behavior is lagging. Among studies that examined changes resulting from an intervention to promote SDM,
most found improved attitudes and increased engagement.

� During clinical encounters, pros of tests or treatments were discussed more often than cons, and both the types
of treatment-related information exchanged and whether treatment-related patient preferences were addressed
were influenced by a variety of factors.

� Translation of positive attitudes into behavior could be achieved through interventions that promote SDM and
policies that support key SDM processes of sharing evidence, considering patient preferences and discussing the
relative advantages of different clinical options.
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