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Abstract
Patient participation in care decisions is facilitated by shared-decision-making (SDM). This study, therefore, aims to explore

the impact of patient’s trust in physicians, emotional support, informational support, and tendency to excuse on SDM. A

cross-sectional study was conducted at the medical–surgical wards of 6 similar-sized public hospitals in Tabriz, northwest

Iran, using a self-administered questionnaire, with 321 cases collected from October to December 2019. The structural equa-

tion modeling (SEM) analysis was used to test the hypothetical model. Using the SEM approach, the findings fully confirmed

the study hypothesis, and patients’ trust in physician (Beta=−0.44), emotional support (Beta= 0.29), tendency to excuse

(Beta= 0.18), and informational support (Beta= 0.58) predicted the inpatient’s SDM behavior (R2= 0.65, goodness-of-fit

index= 0.902). To improve patient outcomes, physicians might advise incorporating techniques such as improving patient

trust, informational and emotional supports to improve SDM. Improving the psychosocial skills of physicians also seems to

be essential to help patients express their concerns.
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Introduction
Shared-decision-making (SDM) is a well-known approach to
implementing patient-centered care (1). When faced with the
challenge of making decisions, health care professionals
share the best available data, and patients are supported to
consider alternatives and achieve balanced choices (2).
According to a recent series of studies on the creation of
activities to support SDM, 19 out of 22 various countries
have health care policies that encourage or even recommend
SDM adoption (3). While in some countries, policy systems
require SDM adoption, findings of research in other countries
point to weak performance in regular clinical practice (4).

Recent research has recognized the significance of consid-
ering individual and organizational factors that influence
SDM implementation (5). The current research is based
on the hypothesis that there is an association between
SDM and social support (6). In general, social support
distinguishes between 4 types of support involves appraisal,

informational, instrumental, and emotional support (7).
Furthermore, it already seems to be empirically proven that
SDM is linked to the patient tendency to excuse and
patient trust in physicians (6).

For example, trust and SDM are considered to be mutually
related, but the processes by which they are associated are not
well established (8). Persons’ trust in other individuals or
organizations is characterized as their anticipation that
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certain people or organizations will meet their obligations. In
common, trust in physicians is categorized into 5 categories:
competence, agency, control, confidentiality, and disclosure
(9).

While the relation of SDM and patient trust has been con-
firmed in previous studies (10,11), little is known about the
importance of other factors, such as emotional support, infor-
mational support, and tendency to excuse, in the SDM imple-
mentation. Empathy and concern are all examples of
emotional support while informational support offers help
in the form of information, knowledge, and talent that can
be used to solve problems (7). The term “tendency to
excuse” also refers to a patient’s tendency to legitimize
faults and inconveniences throughout a hospital stay (6).

The SDM paradigm arose as a solution to get the patient’s
and clinician’s wishes together (12). In the typical paternalistic
paradigm, information flows through one direction from the
clinician to the patient, and the psychiatrist and other health
providers are solely responsible for addressing treatment
options and make the final decision with little or no involve-
ment from the patient. The 3 foundations of high-quality
SDM are 2-way information exchange between the clinician
and patient, consultation based on the patient’s needs, as
well as patient and clinician engagement in the final decision-
making plan (13). SDM has been linked to less decisional
regret and distress regarding treatment plans, as well as opti-
mized health outcomes and patient satisfaction (14).

While there is plenty of evidence of SDM’s clinical ben-
efits, there is a substantial gap in the literature when it
comes to the contributing factors listed earlier. A better
understanding of factors that may hinder or benefit the
SDM implementation in routine care may aid in developing
strategies to address these factors. This study, therefore,
aims to explore the impacts of patient’s trust in physicians,
emotional support, informational support, and tendency to
excuse on SDM. The following are the main hypotheses of
the study (Appendix 1 in the Supplemental material):

1. Patients’ trust in physicians affects their SDM
behavior.

2. Emotional support affects patients’ SDM behavior.
3. Tendency to excuse affects patients’ SDM behavior.
4. Informational support affects patients’ SDM

behavior.

Materials and Methods
Study Design, Procedure, and Sampling
A cross-sectional study was conducted at the medical-
surgical wards of 6 similar-size (at least 150 beds) public
hospitals in Tabriz, northwest of Iran, from October to
December 2019. These are noneducational hospitals in
which no trainees are involved in care. Multidisciplinary
levels of care such as gastroenterology, nephrology, oncology,
urology, and medical cardiology care deliver in these wards.

The sample size was determined based on the need for a
structural equation modeling (SEM) study, which implies
that a minimum of 200 respondents was needed for an ade-
quate proposed model (15). Convenience sampling was used
to recruit the study participants. The sample involved patients
aged ≥18 years who were not cognitively impaired and were
hospitalized for at least 1 day. Patients who were unable to
make health-related decisions due to their age or disability
and those under the age of 18 years or who were unable to
comprehend the questionnaire were excluded from the study.

Within the study period, participants who had completed
their medical care (eg, therapeutic procedures or surgeries)
were chosen from each of the sampled hospitals. Oral
informed consent was obtained before the patients’ participa-
tion in the survey.

Measures
A single survey instrument involving 5-sections was used to
gather data. There are 17 items in the scale, across the dimen-
sions of patients’ trust in physicians (3 items), emotional
support (4 items), informational support (3 items), tendency
to excuse (3 items), and SDM behavior (3 items). The origi-
nal questionnaire was developed by Ommen et al. (6) based
on a project entitled “Cologne Patient Questionnaire—to
measure the involvement of patients in care” (16) in
Germany. The items of the questionnaire used a 4-point
Likert scale from 1 for “strongly disagree” to 4 for “strongly
agree.”All the items were added together and then divided by
the total number of items. In addition, demographic informa-
tion was gathered by questions, including age, gender, educa-
tional status, and employment status. The Cronbach’s alphas
of the questionnaire were reported from 0.749 to 0.863 for
subscales (6).

The Translation, Reliability, and Validity of the
Questionnaire
First, a permit was obtained from the author for translating and
applying the scale. Then, the questionnaire was translated from
English to Persian by a modified forward/backward translation
process (17), and the original Persian version of the question-
naire was developed based on comparing both translations.
Subsequently, a proficient translator with no prior knowledge
of health and clinical behavior translated the Persian text
back into English. A final Persian version of the questionnaire
was designed through a case-by-case comparison of the origi-
nal and back-translated versions. Following this, the validity of
the questionnaire was tested by a multidisciplinary board of
health specialists and professors. These experts were requested
to present their comments about the rationality, appropriate-
ness, attractability, and rational order of items, as well as the
succinctness and inclusiveness of the questionnaire.

To test the understandability and readability of the ques-
tionnaire, its face validity was assessed by 10 outpatients.
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Simplification and modification of some items were per-
formed based on the commentaries and viewpoints presented
by the professionals and patients. Average values of content
validity ratio and content validity index were 0.86 and 0.81,
respectively, for the entire 17 items of the questionnaire. The
reliability of the questionnaires was assessed by the internal
consistency procedure, resulting in a total Cronbach’s alpha
of 0.84 for the scale.

Data Analysis
Data were analyzed statistically using SPSS version 20 (IBM
Corp.) and IBM SPSS AMOS version 20. Descriptive statis-
tics were used for the characteristics of the patients and eval-
uated parameters. Cronbach’s alpha was determined for the
variables. The structural equation model (SEM) was estab-
lished to explore the relationship between endogenous and
exogenous structures. Data were examined for normality,
outliers, and multicollinearity prior to SEM.

The hypothesized model’s fit was evaluated using multi-
ple criteria: (a) chi-square/degrees of freedom (DF) < 3, (b)
goodness-of-fit index (GFI) > 0.90, (c) standardized root
mean square residual < 0.08, (d) comparative-fit index
(CFI) > 0.90, (e) normed-fit index (NFI) > 0.90, incremental
fit index (IFI) > .90, and (f) root mean square error of approx-
imation (RMSEA) < 0.07 (18). The magnitude of path coeffi-
cients (standardized coefficient) and their significance were
used to test hypotheses about the structural relationships of
the objects in the final model. The factor capability of the
sample was assessed by evaluating the fitting of the factor
analysis, the Kaiser–Meyer–Olkin (KMO) indicator of sam-
pling adequacy (>0.6 was assumed satisfactory), and the
Bartlett test of independence.

Results
Participants’ Characteristics
From a total of 420 questionnaires administered among the
study participants, 321 completed questionnaires were
returned (response rate= 76%) in this study. Table 1 outlines
the characteristics of the participants. SDM behavior had sig-
nificant correlations with age (P= 0.031), education level (P<
.01), insurance (P= .001), residence (P= .013), and employ-
ment status (P= .022). However, SDM behavior had no sig-
nificant correlations with gender, marital status, and ethnicity.

The mean and standard deviation (SD) for all variables of
the scale are reported in Appendix 2 in the Supplemental
Material. All the variables in this research had kurtosis and
skewness values in an acceptable range; skewness between
−1 and 1 while kurtosis between −2 and 2 (19) and as a
result the presumption of a normal distribution being
achieved. The Cronbach’s alpha was assessed for internal
consistency evaluation and the results with the variables
ranged from 0.723 (SDM behavior) to 0.963 (trust in physi-
cian) (Appendix 2 in the Supplemental material).

The KMO measure of 0.796 and Bartlett tests (χ2=
2,613.3, df= 136, P< .001) implied that the sample size and
correlations for the factor analyses were acceptable. The stand-
ard loading factors and measurement error, as well as results of
fitting indices of confirmatory factor analysis models, are
shown in Appendix 3 in the Supplemental material. All
items of patients’ trust in physicians, emotional support, ten-
dency to excuse, and SDM behavior were significant (the
loading factor > 0.4) (20) in its items. As a result, no item
was removed (Appendix 3 in the Supplemental material).

According to Pearson’s correlation coefficient matrix of
the components, SDM behavior was significantly correlated
with all other latent variables (P< .01), which were used to
construct the most appropriate SEM (Table 2).

Analysis of the Hypothetical Model
The final structural model fits the data well enough with the
model-fit indices as follows: chi-square/df= 2.935, RMSEA
= 0.078, CFI= 0.914, NFI= 0.877, IFI= 0.915, and GFI=

Table 1. Mean Differences in Total SDM Behavior According to the

Participants’ Characteristics (n= 321).

Variables

Gendera n (%) Mean (SD) P

Male 119 (37.1) 3.36 (0.52) .370

Female 202 (62.9) 3.30 (0.59)

Marital statusa

Single 110 (34.3) 3.29 (0.62) .451

Married 211(65.7) 3.34 (0.53)

Ageb

≤25 63 (19.6) 3.27 (0.08) .031

26-35 67 (20.9) 3.41 (0.05)

36-45 78 (24.3) 3.18 (0.07)

≥46 113 (35.2) 3.40 (0.04)

Education levelb

Illiterate 22 (6.9) 2.5 (0.10) .000

High school or lower 70 (22.7) 3.29 (0.06)

College or more 229 (70.4) 3.41 (0.03)

Insurancea

Yes 291 (90.7) 3.29 (0.57) .001

No 30 (9.3) 3.66 (0.25)

Residencea

Urban 277 (86.3) 3.52 (0.30) .013

Rural 44 (13.7) 3.29 (0.59)

Ethnicityb

Turk 213 (66.4) 3.29 (0.04) .91

Fars 52 (16.2) 3.25 (0.08)

Kurd 10 (3.1) 3.48 (0.06)

Lur 46 (14.3) 3.52 (0.13)

Employment status

Unemployedc 80 (24.9) 3.28 (0.06) .022

Self-employed 50 (15.6) 3.42 (0.07)

House wife 127 (39.6) 3.23 (0.05)

Worker 64 (1.9) 3.45 (0.59)

Abbreviations: SDM, shared decision-making; SD, standard deviation.
aIndependent t-test.
bAnalysis of variance.
cIncluding retired people and students.
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0.902 (Figure 1). Using the SEM approach, the findings con-
firmed the suggested study hypothesis, and patients’ trust in
physicians, emotional support, tendency to excuse, and infor-
mational support predicted the inpatient’s SDM behavior,
and this prediction was very good (R2= 0.65) (Table 3).

Discussion
The results of SEM analysis showed that patients’ trust in
physicians, emotional support, tendency to excuse, and infor-
mational support was significantly related to inpatient’s SDM
behavior. Additionally, higher patient trust in physicians was
correlated with a lower level of SDM. There is evidence that
higher patient trust has the ability to either improve or
decrease patients’ SDM (21). In line with our research, it
has previously been shown that patients’ “blind trust” in
their doctors is associated with their desires for a passive
role, while lower trust is correlated with preferred autono-
mous roles (10). In contrast, physician–patient relationships
built on trust have the necessary context for SDM in a
study by Lown et al. (11). Trust in physicians helps to per-
suade the patients to reveal their personal information and,
in turn, their SDM process promotion (22). A study by
Niranjan et al. (23) among patients with metastatic breast
cancer suggests that patient autonomy and trust in doctors
do not conflict in the SDM process, but rather live in
harmony as a balancing act between professional opinion
and lay viewpoints. Physicians might advise incorporating
techniques to both engender their patients’ trust and reinforce
SDM to ultimately improve the outcomes of patients.

In this study, there was a significant positive correlation
between the perceived emotional support of patients and
their SDM behavior. The current results concur with other
researchers who have identified emotions as a factor influenc-
ing SDM (24–26). The existing literature also emphasizes the
significance of raising awareness of emotions as social infor-
mation affecting SDM (25). Given that the “Ottawa Decision
Support Framework” emphasizes the importance of targeted
decision support, additional research may help to better
understand how emotional states affect the SDMmechanism,
with consequences for intervention use (24). When making
critical decisions, emotions play a considerable role in our
decision-making process. Emotions are necessary for
decision-making, but they may also bias decisions

(consciously or subconsciously). It has made some signifi-
cant advancements in patient-centered clinical decision-
making (25). This involves a greater reliance on patient-
reported events, which have been shown to improve the exe-
cution of collaborative decision-making and can act as the
foundation for clinical decision support systems (14). The
use of patient decision aids is another technique that has
been found to enhance decision-making (27).

The current study also found that tendency to excuse had a
low but significant relationship with SDM, thereby confirm-
ing the third study hypothesis. It is important to be present
not only physically but also emotionally and mentally
when approaching patients and to be mindful of patients’
areas of weakness to prevent flaws in interactions (28). As
patients are required to adjust rapidly to hospital life,
reduce their expectations, and be willing to overlook unfav-
orable circumstances, it was thought that the majority of inpa-
tients might be able to disregard small inconveniences, which
might occur throughout their hospitalization. However, the
evidence suggests that patients only tolerate minor disruptions
or discomforts (29). Instead of only supplying information, we
believe that health care professionals should participate in con-
versations with patients and their close relatives about their
needs. This approach is critical for providing health services
founded on a shared understanding.

Our findings suggest a significant positive relationship of
informational support with SDM, which confirms the last
study hypothesis. Access to informational support is
crucial, specifically because an absence of informational
support might lead to a sense of isolation. The findings
of the present study highlighted the relationship between
SDM and informational support, which is in contrast with
a previous study showing no significant relationships
between informational support and SDM (6). Since SDM
continues to evolve, it is essential to consider which infor-
mational support is needed for patients to feel adequately
prepared to participate (30). The care plan, medical prob-
lems, and practical issues are examples of informational
support that ought to be educative in nature and accessible
to family members (31). According to previous studies,
patients decided on the value of having health care profession-
als to address clinical conditions and care plans with (32). The
patients’ requests for informational support varied based on
their particular traits and where they were in the illness’s pro-
gression. Regardless of this, patients accepted that effective
contact with health care professionals is critical (33).

Finally, the present study also revealed that SDM behavior
differs with respect to demographic variables, including age,
education level, insurance, place of residence, and employ-
ment status. Interestingly, recent studies have yielded diver-
gent results on the topic. Some evidence confirms our results
(34, 35), while others show a nonsignificant relationship
between SDM and demographic variables (6, 36, 37). The
reason for this difference is unclear and further research is
required to ascertain the true interrelation, or lack therein,
between SDM and these factors.

Table 2. Pearson Correlations of Study Variables.

Variable 1 2 3 4 5

1. Patients’ trust in
physician

–

2. Emotional support −0.111* –
3. Tendency to excuse −0.064 0.523** –
4. SDM behavior −0.404** 0.310** 0.255** –
5. Informational support −0.245** 0.902 0.082 0.436** –

*Correlation significant at 0.05, **Correlation significant at 0.01.
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Limitations
The 3 research limitations mentioned therein must be care-
fully considered for this study. First, the demographic com-
position was a constraint since all respondents were
patients from Tabriz public hospital medical–surgical
wards. Second, since a self-reporting questionnaire was
used here, there may be data bias. As a result, additional
studies could complete the partial least squares structural
equation modeling (PLS-SEM) model by incorporating
demographic and latent variables in the model at the same
time.

Conclusion
This study explored the effects of patients’ trust in physicians,
emotional support, tendency to excuse, and informational
support on SDM behavior in Iran, with 321 hospitalized
patients participating in the study. The results of the analysis
of variance and t-test identified that SDM behavior had

significant correlations with age, education level, insurance,
place of residence, and employment status. Using the SEM
approach, the findings fully confirmed our suggested study
hypothesis, and patients’ trust in physicians, emotional
support, tendency to excuse, and informational support pre-
dicted the inpatient’s SDM behavior and this prediction was
very good (R2= 0.65). These results offer not only theoretical
evidence for the preferred methods of patients’ SDM conduct
but also a valid roadmap for restoring SDM in practice.

Acknowledgments
Many thanks also go to the patients who volunteered to participate
in the study.

Authors’ Note
The research was approved by the Ethics Committee of Tabriz
University of Medical Science (the approval code IR.TBZMED.
REC.1397.617). Participation was entirely voluntary, confidential,
and uncompensated. Before the patients took part in the survey,
they gave their verbal informed consent. All procedures in this

Table 3. Results of SEM.

Hypothesis Path Standardized coefficient C.R. P Result

H1 Patients’ trust in physician→SDM −0.437 −5.540 .00 Confirmed

H2 Emotional support→SDM 0.293 3.305 .00 Confirmed

H3 Tendency to excuse→SDM 0.182 2.409 .016 Confirmed

H4 Informational support→SDM 0.584 5.701 .00 Confirmed

Abbreviations: SDM, shared decision-making; SEM, structural equation modeling; C.R., critical ratio; R2, 0.65.

Figure 1. SEM method for analysis of factors influencing SDM behavior in hospitalized patients.
Abbreviations: SEM, structural equation modeling; SDM, shared-decision-making.

Chegini and Islam 5



study were conducted in accordance with the Ethics Committee
of Tabriz University of Medical Science (IR.TBZMED.REC.
1397.617) approved protocols (60750). Verbal informed consent
was obtained from the patients for their anonymized information
to be published in this article.

Authors’ Contributions
ZCH designed and conducted the study, performed the analysis, and
drafted the manuscript. ZCH advised on the study design and assis-
ted in data analysis. ZCH and SMSI assisted in data collection, read,
and approved the final manuscript.

Declaration of Conflicting Interests
The authors declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Funding
The authors received no financial support for the research, author-
ship, and/or publication of this article.

ORCID iD
Zahra Chegini https://orcid.org/0000-0001-9125-9453
Sheikh Mohammed Shariful Islam https://orcid.org/0000-0001-
7926-9368

Supplemental Material
Supplemental material for this article is available online.

References

1. Scholl I, Zill JM, Härter M, Dirmaier J. An integrative model of
patient-centeredness—a systematic review and concept analy-
sis. PLoS One. 2014;9(9):e107828.

2. Elwyn G, Laitner S, Coulter A, Walker E, Watson P, Thomson
R. Implementing shared decision making in the NHS. Br Med J.
2010;341(7780):971-3.

3. Härter M, Moumjid N, Cornuz J, Elwyn G, van der Weijden T.
Shared decision making in 2017: international accomplish-
ments in policy, research and implementation. Z Evid
Fortbild Qual Gesundh wesen. 2017;123(Special Issue):1-5.

4. Scholl I, LaRussa A, Hahlweg P, Kobrin S, Elwyn G.
Organizational-and system-level characteristics that influence
implementation of shared decision-making and strategies to
address them—a scoping review. Implement Sci. 2018;13(1):
1-22.

5. Elwyn G, Frosch DL, Kobrin S. Implementing shared decision-
making: consider all the consequences. Implement Sci.
2015;11(1):1-10.

6. Ommen O, Thuem S, Pfaff H, Janssen C. The relationship
between social support, shared decision-making and patient’s
trust in doctors: a cross-sectional survey of 2,197 inpatients
using the cologne patient questionnaire. Int J Public Health.
2011;56(3):319-27.

7. House J. Work Stress, and Social Support. Reading, MA:
Addison-Wesley; 1981.

8. Groot G, Waldron T, Barreno L, Cochran D, Carr T. Trust and
world view in shared decision making with indigenous patients:
a realist synthesis. J Eval Clin Pract. 2020;26(2):503-14.

9. Mechanic D, Meyer S. Concepts of trust among patients with
serious illness. Soc Sci Med. 2000;51(5):657-68.

10. Kraetschmer N, Sharpe N, Urowitz S, Deber RB. How does
trust affect patient preferences for participation in decision-
making? Health Expect. 2004;7(4):317-26.

11. Lown BA, Hanson JL, Clark WD. Mutual influence in shared
decision making: a collaborative study of patients and physi-
cians. Health Expect. 2009;12(2):160-74.

12. Charles C, Gafni A, Whelan T. Decision-making in the physi-
cian–patient encounter: revisiting the shared treatment
decision-making model. Soc Sci Med. 1999;49(5):651-61.

13. Charles C, Gafni A, Whelan T. Shared decision-making in the
medical encounter: what does it mean? (or it takes at least two
to tango). Soc Sci Med. 1997;44(5):681-92.

14. Ankolekar A, Dekker A, Fijten R, Berlanga A. The benefits
and challenges of using patient decision aids to support
shared decision making in health care. JCO Clin Cancer Inf.
2018;2 (Special Series):1-10.

15. Buhi ER, Goodson P, Neilands TB. Structural equation model-
ing: a primer for health behavior researchers. Am J Health
Behav. 2007;31(1):74-85.

16. Pfaff H, Freise D, Mager D, Schrappe M. Der Kölner
Patientenfragebogen (KPF), Entwicklung und Validierung
eines Fragebogens zur Erfassung der Einbindung des
Patienten als Kotherapeuten, Forschungsbericht 1-2001. Köln:
Universität zu Köln; 2003.

17. Aaronson N, Acquadro C, Alonso J, Apolone G, Bucquet D,
Bullinger M, et al. International quality of life assessment
(IQOLA) project. Qual Life Res. 1992;1(5):349-51.

18. Bentler PM. Comparative fit indexes in structural models.
Psychol Bull. 1990;107(2):238.

19. Kim H-Y. Statistical notes for clinical researchers: assessing
normal distribution (2) using skewness and kurtosis. Restor
Dent Endod. 2013;38(1):52.

20. Woo JP. The Concept and Understanding of Structural
Equation Model. Seoul: Hannarae; 2012, pp.275-361.

21. Peek ME, Gorawara-Bhat R, Quinn MT, Odoms-Young A,
Wilson SC, Chin MH. Patient trust in physicians and shared
decision-making among African-Americans with diabetes.
Health Commun. 2013;28(6):616-23.

22. Ward P. Trust and communication in a doctor-patient relation-
ship: a literature review. Arch Med. 2018;3(3):36.

23. Niranjan SJ, Wallace A, Williams BR, Turkman Y, Williams
CP, Bhatia S, et al. Trust but verify: exploring the role of
treatment-related information and patient-physician trust in
shared decision making among patients with metastatic breast
cancer. J Cancer Educ. 2020;35(5):885-92.

24. Liverpool S, Hayes D, Edbrooke-Childs J. An affective-
appraisal approach for parental shared decision making in chil-
dren and young people’s mental health settings: a qualitative
study. Front Psychiatry. 2021;12:626848.

25. Treffers T, Putora PM. Emotions as social information in shared
decision-making in oncology. Oncology. 2020;98(6):430-7.

6 Journal of Patient Experience

https://orcid.org/0000-0001-9125-9453
https://orcid.org/0000-0001-9125-9453
https://orcid.org/0000-0001-7926-9368
https://orcid.org/0000-0001-7926-9368
https://orcid.org/0000-0001-7926-9368


26. Légaré F, Thompson-Leduc P. Twelve myths about shared
decision making. Patient Educ Couns. 2014;96(3):281-6.

27. McAlpine K, Lewis KB, Trevena LJ, Stacey D. What is the
effectiveness of patient decision aids for cancer-related deci-
sions? A systematic review subanalysis. JCO Clin Cancer Inf.
2018;2:1-13.

28. Nilsson Å, Skär L, Söderberg S. Nurses’ views of shortcomings
in patent care encounters in one hospital in Sweden. J Clin
Nurs. 2015;24(19-20):2807-14.

29. Davoll S, Kowalski C, Kuhr K, Ommen O, Ernstmann N, Pfaff
H. “Tendency to excuse” and patient satisfaction of those
suffering with breast cancer. Int J Public Health. 2013;58
(3):385-93.

30. Frosch DL, Kaplan RM. Shared decision making in clinical
medicine: past research and future directions. Am J Prev
Med. 1999;17(4):285-94.

31. Islind AS, Johansson V, Hult HV, Alsén P, Andreasson E,
Angenete E, et al. Individualized blended care for patients
with colorectal cancer: the patient’s view on informational
support. Support Care Cancer. 2021;29(6):1-7.

32. Chegini Z, Janati A, Babaie J, Pouraghaei M. Exploring the
barriers to patient engagement in the delivery of safe care in

Iranian hospitals: a qualitative study. Nurs Open. 2020;7-
(1):457-65.

33. Chegini Z, Arab-Zozani M, Janati A. Patient and health profes-
sional perspectives about engaging patients in addressing
patient safety: a systematic review protocol. Open Access
Maced J Med Sci. 2019;7(9):1561-5.

34. Brinkman WB, Hartl J, Rawe LM, Sucharew H, Britto MT,
Epstein JN. Physicians’ shared decision-making behaviors in
attention-deficit/hyperactivity disorder care. Arch Pediatr
Adolesc Med. 2011;165(11):1013-9.

35. Chang H-L, Li F-S, Lin C-F. Factors influencing implementa-
tion of shared medical decision making in patients with
cancer. Patient Prefer Adherence. 2019;13:1995.

36. Menear M, Garvelink MM, Adekpedjou R, Perez MMB,
Robitaille H, Turcotte S, et al. Factors associated with shared
decision making among primary care physicians: findings
from a multicentre cross-sectional study. Health Expect.
2018;21(1):212-21.

37. Evong Y, Chorney J, Ungar G, Hong P. Perceptions and obser-
vations of shared decision making during pediatric otolaryngol-
ogy surgical consultations. J Otolaryngol Head Neck Surg.
2019;48(1):1-7.

Chegini and Islam 7


	 Introduction
	 Materials and Methods
	 Study Design, Procedure, and Sampling
	 Measures
	 The Translation, Reliability, and Validity of the Questionnaire
	 Data Analysis

	 Results
	 Participants’ Characteristics
	 Analysis of the Hypothetical Model

	 Discussion
	 Limitations

	 Conclusion
	 Acknowledgments
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


