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Medical Shared Decision Making: Attitudes & Benefits

Introduction to Shared Decision Making and Attitudinal Frameworks

The field of medical ethics and patient care has undergone a profound transformation, shifting
away from purely paternalistic models toward an emphasis on patient autonomy and collaboration.
Central to this evolution is the concept of Shared Decision Making (SDM). Attitudes toward SDM--
held by both patients and clinicians--are the critical psychological determinants influencing its
successful implementation and effectiveness. An attitude, in this context, is a complex
psychological construct comprising cognitive beliefs, affective feelings, and behavioral intentions
regarding the process of making medical choices collaboratively. Understanding these attitudes is
paramount because they dictate the level of engagement, the perceived legitimacy of the process,
and ultimately, the quality of healthcare outcomes achieved. Where attitudes align favorably, SDM
flourishes; conversely, negative or ambivalent attitudes, often rooted in historical power imbalances
or system inefficiencies, present significant barriers to patient-centered care.

Attitudinal frameworks provide the necessary lens through which to examine the willingness of
individuals to participate in complex medical deliberations. For the patient, a positive attitude
toward SDM often correlates with a high sense of self-efficacy regarding health management and a
belief in the inherent right to control one's own treatment course. Conversely, a patient's reluctance
may stem from a deeply ingrained trust in medical authority or a desire to minimize the emotional
burden associated with difficult choices. For the clinician, attitude reflects the tension between the
traditional role of expert authority and the modern mandate of partnership. While most clinicians
intellectually endorse the principles of patient autonomy, practical implementation is often
hampered by underlying beliefs about time efficiency, patient health literacy, and the perceived risk
associated with ceding some control over the therapeutic plan. This dual perspective--examining
attitudes from both sides of the clinical encounter--is essential for diagnosing and resolving
implementation challenges inherent in contemporary healthcare systems.

The study of attitudes toward SDM necessitates a nuanced approach, recognizing that these
attitudes are not static but are highly context-dependent, varying significantly based on the severity
of the illness, the urgency of the decision, and the specific therapeutic domain (e.g., elective
surgery versus end-of-life care). Furthermore, research consistently demonstrates that stated
attitudes--what people report they believe they should do--often diverge substantially from actual
behavioral implementation in stressful clinical settings. Therefore, effective interventions designed
to promote SDM must target not only the cognitive components of attitude (educating on the
benefits of collaboration) but also the affective components (reducing anxiety about participation)
and the behavioral components (providing structured tools and training to facilitate interaction). The
ultimate goal is to foster an environment where positive attitudes translate reliably into observable,
high-quality shared decision-making behaviors, thereby optimizing the ethical and clinical delivery
of care.
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Defining the Core Principles of Shared Decision Making

Shared Decision Making is formally defined as a collaborative process wherein a healthcare
professional and a patient jointly participate in making a health decision after discussing all
available treatment options, the evidence supporting them, and the patient's preferences, values,
and contextual circumstances. This model stands in stark contrast to the historical paternalistic
approach, where the physician unilaterally determined the best course of action, and the
consumerist model, where the patient acts as a sole purchaser of services. SDM requires a
genuine partnership characterized by mutual information exchange, explicit recognition that a
decision needs to be made, and the incorporation of both medical evidence (the "best practice")
and patient values (the "best fit"). A crucial prerequisite for SDM is the existence of clinical
equipoise, meaning that there is more than one medically reasonable treatment option, none of
which is definitively superior for all patients, thereby necessitating the integration of personal
preference to select the optimal path.

The foundational requirements for effective SDM extend beyond mere information transfer; they
necessitate structured communication that ensures comprehension and genuine deliberation.
Unlike simple informed consent, which primarily focuses on the patient's legal authorization for a
procedure after receiving information, SDM is an active, iterative dialogue aimed at finding
consensus. Key steps typically involve the clinician presenting the options and their associated
risks and benefits; the patient articulating their goals, priorities, and lifestyle constraints; and both
parties working together to weigh the potential outcomes against those personal values. This
process is often facilitated by Decision Aids (DAs), which are evidence-based tools designed to
clarify options, present risk statistics transparently, and help patients clarify their personal values
relative to the choices at hand. The explicit goal is not just a decision, but a decision that is
informed, aligned with the patient's values, and feasible within their life context.

Ethically, SDM is grounded in the principle of respect for autonomy, recognizing the patient's
right to self-determination regarding their own body and future. However, it also incorporates
elements of beneficence, as the process aims to achieve the best possible outcome for the
individual by tailoring treatment to their specific needs and preferences. The practical implication of
embracing SDM is the acknowledgment that clinical evidence alone is insufficient to determine the
"right" choice when faced with preference-sensitive decisions (e.g., choosing between surgery,
radiation, or watchful waiting for localized prostate cancer). Therefore, attitudes that prioritize the
integration of subjective patient experience alongside objective clinical data are essential for both
ethical compliance and maximizing the therapeutic alliance. If either party holds an attitude that
undervalues the contribution of the other--the clinician discounting patient insight, or the patient
refusing to engage with clinical complexity--the integrity of the SDM process is compromised.
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Patient Attitudes: Factors Influencing Engagement and Preference

Patient attitudes toward engaging in SDM are highly heterogeneous and influenced by a complex
interplay of intrinsic psychological factors and extrinsic situational variables. Intrinsically, health
literacy and self-efficacy are paramount determinants. Patients who possess higher levels of
health literacy are generally better equipped to understand complex risk information, compare
probabilistic outcomes, and articulate their preferences clearly, leading to a more positive attitude
toward active participation. Similarly, patients with a strong internal locus of control, who believe
they have the capacity to influence their health outcomes, are more likely to demand and embrace
an active role in decision-making. Conversely, patients who feel overwhelmed, medically illiterate,
or possess a fatalistic view of their illness often exhibit attitudes of deference, preferring to
relinquish decision authority entirely to the physician, believing the expert knows best regardless of
personal preference.

A crucial dimension of patient attitude is the concept of the desired decisional role, often measured
along a continuum from passive (delegating the decision) to collaborative (sharing the decision) to
active (making the decision unilaterally). Research consistently shows that while the vast majority
of patients express a desire to be informed, a significant minority do not wish to bear the primary
responsibility for the final choice. This preference heterogeneity means that a positive attitude
toward SDM is not necessarily synonymous with a desire for maximal involvement; rather, it is an
attitude that values the opportunity for participation and the assurance that their values have been
heard and considered, even if they ultimately choose to defer the final selection. Factors such as
the perceived severity of the condition, the anticipated level of decisional conflict, and fear of
potential regret significantly shape this desired role, making flexibility in the SDM approach vital.

Extrinsic factors further modulate patient attitudes toward participation. The most common
structural barrier leading to negative or hesitant attitudes is the perceived lack of time during a
clinical encounter. If a patient feels rushed or senses the clinician is impatient, their willingness to
ask clarifying questions or articulate nuanced preferences diminishes rapidly. Furthermore, the
availability and quality of external resources, such as high-quality Decision Aids, can significantly
enhance patient confidence and foster a more positive attitude toward engagement by reducing the
cognitive load. Finally, the perceived power differential within the clinical relationship remains a
powerful psychological barrier. If a patient views the physician as an unapproachable authority
figure, their attitude will likely favor submission rather than collaboration, necessitating explicit
efforts by the clinician to equalize the dynamic and validate the patient's experiential knowledge as
a legitimate contribution to the decision process.

Clinician Attitudes: Barriers and Facilitators to Implementation

Clinician attitudes toward SDM are generally positive in principle but often reveal significant
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reservations regarding practical implementation. Most healthcare providers intellectually endorse
the ethical necessity of patient autonomy and acknowledge the therapeutic benefits of SDM, such
as improved patient adherence and satisfaction. However, a primary attitudinal barrier is the deeply
entrenched belief that SDM is inherently inefficient and incompatible with the demands of a high-
volume clinical practice. Clinicians frequently cite time constraints as the single greatest
impediment, holding the cognitive attitude that a shared discussion takes substantially longer than
a traditional directive approach, despite evidence suggesting that the time difference may be
marginal or offset by reduced follow-up complexity. This perception of time pressure leads to a
behavioral avoidance of initiating complex preference discussions, even when the clinician's stated
attitude is one of support for SDM.

Another significant attitudinal barrier revolves around the clinician's perception of patient capacity
and health literacy. Some providers hold the belief that patients, especially those with lower
educational attainment or complex medical conditions, lack the cognitive capacity or emotional
resilience to process probabilistic information and make sound decisions. This paternalistic
attitude, while often rooted in a desire to protect the patient from anxiety or decisional burden,
fundamentally undermines the core principle of autonomy. Successful implementation of SDM
requires the clinician to adopt an attitude of curiosity and humility, acknowledging that while they
possess technical expertise, the patient possesses expertise regarding their own values and life
circumstances. Facilitators, conversely, include specific training in communication skills,
institutional recognition of SDM as a quality metric, and the personal experience of observing
positive outcomes--such as reduced decision regret--when SDM is successfully employed.

The tension between professional identity and the collaborative mandate of SDM often shapes
clinician attitudes. For many physicians, professional identity is closely tied to the role of the expert
who diagnoses and prescribes the optimal cure. SDM requires a subtle but profound shift in this
identity, repositioning the clinician as an expert facilitator and guide rather than the sole decision-
maker. This transition can cause psychological discomfort, manifesting as resistance or skepticism
toward the SDM model. Overcoming this requires systemic interventions that validate the
clinician's role in SDM--emphasizing that their expertise is crucial for framing the options and
interpreting the evidence, even as the final choice is shared. Furthermore, administrative support,
including adequate reimbursement for complex patient counseling sessions, reinforces the positive
attitude that SDM is a valued and necessary component of high-quality medical care, rather than
an optional add-on.

Measurement and Assessment of Attitudes Toward SDM

The reliable measurement of attitudes toward SDM is crucial for both research and quality
improvement, yet it presents methodological challenges due to the gap between stated belief and
actual behavior. Assessment tools must capture the cognitive, affective, and behavioral intention
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components of the attitude construct. Quantitative assessment typically relies on validated
psychometric scales utilizing Likert formats. For patients, scales often measure constructs such as
the desire for involvement (e.g., Control Preferences Scale), perceived decisional conflict
(Decisional Conflict Scale), and confidence in participation (Decisional Self-Efficacy Scale). For
clinicians, measurement instruments often assess perceived barriers (e.g., time, training gaps) and
the extent of their philosophical endorsement of patient partnership. The challenge lies in ensuring
these self-report measures truly reflect the underlying psychological disposition and are not merely
capturing socially desirable responses.

To mitigate the limitations of self-report, researchers often employ observational measures that
assess actual SDM behavior, which provides an objective proxy for underlying attitudes. Tools like
the OPTION scale (Observing Patient Involvement in Decision Making) allow trained raters to
score audio or video recordings of clinical encounters based on the extent to which the clinician
introduces options, explores patient preferences, and facilitates deliberation. While OPTION
measures behavior rather than attitude directly, a low score on such a measure strongly suggests
an underlying clinician attitude that prioritizes efficiency or directive control over genuine
collaboration. Conversely, high scores correlate with attitudes that value partnership. Integrating
these observational data with self-reported attitudinal scores provides a more comprehensive
picture of the alignment, or misalignment, between what providers believe and what they practice.

A key area of measurement focus is the assessment of congruence--the degree to which the
patient's desired level of involvement matches their actual involvement. A positive attitude toward
SDM is maximized when the patient feels they participated exactly as much as they wished to.
Discrepancy between preferred and actual roles often leads to negative outcomes, such as
decision regret or dissatisfaction, which in turn breeds negative attitudes toward future SDM
opportunities. Therefore, sophisticated measurement strategies increasingly utilize qualitative
methodologies, such as in-depth interviews, to explore the nuances of the patient experience,
capturing the subjective meaning and emotional valence attached to the decision process. This
mixed-methods approach provides the necessary depth to understand how attitudes are formed,
maintained, and shifted by specific clinical interactions and systemic factors.

Impact of Sociocultural and Demographic Variables on SDM Attitudes

Attitudes toward medical shared decision making are profoundly shaped by demographic and
sociocultural variables, highlighting the need for culturally sensitive implementation strategies. Age
is a significant determinant; traditionally, older patients often express more passive attitudes,
reflecting historical norms where deference to medical authority was expected. However, this is
heavily mediated by education and overall health status. Younger, highly educated patients, often
influenced by consumer culture and readily available online health information, tend to exhibit more
assertive attitudes, demanding maximal involvement and detailed risk information. Clinicians must
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be acutely aware of these generational differences to avoid imposing an SDM model that conflicts
with the patient's established expectations and comfort level.

Cultural background exerts a powerful influence, particularly regarding the concepts of
individualism versus collectivism. In highly individualistic cultures (e.g., Western Europe, North
America), the dyadic patient-physician model of SDM aligns well with the value placed on personal
autonomy. Conversely, in many collectivistic cultures, healthcare decisions are viewed as a family
or community concern, not solely an individual one. In these contexts, an SDM approach that
insists on the individual patient as the sole decision-maker can create significant distress and
conflict. Positive attitudes toward SDM in these populations require adapting the process to include
designated family members or respected community elders, recognizing that the "patient” deciding
may in fact be a collective unit. Failure to acknowledge these cultural norms results in resistance
and negative attitudes toward the imposed Western model of decision-making.

Socioeconomic status (SES) and related factors like educational attainment and language
proficiency are also critical predictors of SDM attitudes. Patients from lower SES backgrounds
often face systemic disadvantages that translate into reduced health literacy and lower self-efficacy
regarding complex medical choices. Their attitudes may reflect resignation or perceived inability to
successfully navigate the system, leading to a preference for delegation. Furthermore, linguistic
barriers and lack of access to culturally competent interpreters exacerbate these challenges,
fostering negative attitudes rooted in frustration and marginalization. Addressing these disparities
requires systemic interventions, such as providing tailored, easily accessible Decision Aids, and
ensuring clinicians are trained to utilize low-literacy communication techniques, thereby fostering
an environment where all patients feel capable and respected enough to engage collaboratively.

Outcomes and Future Directions of SDM Attitudes Research

The ultimate justification for promoting positive attitudes toward SDM lies in its measurable positive
outcomes. When SDM is successfully implemented, patients report significantly reduced
decisional conflict, which is the subjective uncertainty experienced when choosing among
several complex options. Furthermore, patients experience higher levels of satisfaction with the
care process, not merely the outcome, because they feel respected and heard. Perhaps most
critically, studies consistently link effective SDM to improved treatment adherence, as patients are
more likely to commit fully to a plan they helped design and understand. These positive feedback
loops reinforce positive attitudes: when patients experience the benefits of participation, their future
willingness to engage increases, creating a virtuous cycle that elevates the standard of patient-
centered care.

Future directions in SDM attitudes research must focus heavily on translational science--bridging
the persistent gap between reported positive attitudes and observed behavioral implementation in
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fast-paced clinical settings. Key research areas include the development of personalized SDM
approaches, where the method of deliberation is tailored based on the patient's measured
preference profile (e.g., providing structured Decision Aids for analytical patients versus relying on
narrative communication for emotionally focused patients). Furthermore, longitudinal studies are
needed to understand the stability of attitudes over time and across different health crises. Do
positive attitudes learned during an elective procedure carry over into a high-stakes emergency
context? Understanding this dynamic is vital for designing robust educational and systemic
interventions.

Finally, research must increasingly focus on the systemic and organizational attitudes that either
enable or impede SDM. Moving forward, SDM cannot remain an individual skill dependent solely
on a well-intentioned clinician; it must become a standard operational procedure. This requires
institutional attitudes that prioritize deliberation time, incentivize collaboration, and integrate SDM
tools directly into electronic health records. The future of medical SDM depends not only on
cultivating positive individual attitudes among patients and clinicians but also on achieving a
collective, organizational attitude that recognizes shared decision making as an indispensable
cornerstone of ethical, high-quality healthcare delivery.
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