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Background: Involving patients in the decision-making process is now widely accepted as 
appropriate and ethical during consultations, particularly when several options are available. 
The aim of this study is to measure the patients’ perceptions of shared decision-making 
practices during clinical encounters in Saudi Arabia.
Methods: This study employs a quantitative cross-sectional design. The OPTION scale was 
translated to Arabic. The questionnaire’s content validity was assessed using an expert panel 
review. The questionnaire was then administered to 291 participants through online recruitment.
Results: Participants reported positive perceptions of shared decision-making practices in 
Saudi Arabia. The lowest perceived shared decision-making scores were from patients who 
visited the internal medicine department (f = 2.163, P = 0.009). Participants who received 
care from female physicians reported significantly higher levels of involvement in the shared 
decision-making process compared to male physicians (t = −2.732, P = 0.007). Although the 
majority of the participants in the study were from Eastern Province, this province docu-
mented the lowest mean perceived decision-making score by the patients compared to other 
provinces within Saudi Arabia (f = 3.613, P = 0.007). Female participants in the study had 
a higher shared decision-making score than the male participants (t = −3.644, P < 0.0001).
Conclusion: Generally, the study results confirmed that shared decision-making in the Saudi 
health system includes significant patient involvement. Interventions that enhance the culture 
of shared decision-making in Saudi Arabia are necessary to ensure better adherence to 
treatment plans and thus better health outcomes.
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Background
Involving patients in the decision-making process is now widely accepted as 
appropriate and ethical during consultations, particularly when several options are 
available.1 Several studies and systematic reviews have shown that adopting 
a shared decision-making (SDM) approach results in positive outcomes such as 
improved patient satisfaction and adherence to treatment plans, especially when 
compared to the traditional paternalistic way.2–4 SDM has been defined as an 
approach where clinicians and patients make decisions together using the best 
available evidence. Patients are encouraged to think about the available screening, 
treatment, or management options and the likely benefits and harms of each so that 
they can communicate their preferences and help select the best course of action for 
them.5
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In addition to the SDM approach, other approaches are 
practiced in clinical settings. One such approach is the 
paternalistic approach, which used to be the most common 
approach used by doctors.6,7 In this approach, the doctor 
controls the consultation, and the patient’s role is simply to 
answer the doctor’s questions.6 This means that the doctor 
usually dominates the consultation, both regarding the 
actual length of talking and in relation to the level of 
control, which is why it is usually referred to as a doctor- 
centered consultation.6 Another approach is the informed 
choice approach, in which the patient makes the final 
decision and the doctor usually acts as a guide who helps 
the patient to arrive at their preferred choice.8

These three approaches are usually viewed as being 
located on a single spectrum, with the paternalistic 
approach being at one end of the spectrum and the 
informed choice approach at the opposite end.8 By con-
trast, SDM is commonly seen as the middle ground 
between the “two extremes” of paternalism and informed 
choice.9 Patients usually prefer SDM.10,11

The main issue is the actual implementation of SDM in 
clinical settings.1 However, one way to help with imple-
mentation is by looking at the SDM approach and view it 
as a process.12 Charles et al identified three steps in the 
decision-making process: “information exchange, delib-
eration about treatment options and deciding on the treat-
ment to implement.” These steps show the importance of 
presenting and discussing the different treatment options 
with the patient, using language the patient can understand 
and comprehend. The different options can be presented 
using a variety of techniques, such as decision trees, to 
help ensure that the patient has clearly understood what 
each treatment entails and the possible consequences that 
could result from each option.12,13

SDM is especially important with chronic conditions, 
considering that the patient would need to self-manage 
themselves and adopt certain lifestyle changes; therefore, 
their input and preferences are important to ensure that 
these changes are acceptable to the patient over the long- 
run and doable.14

In the case of the Kingdom of Saudi Arabia (KSA), 
health concerns have arisen because of its social and cultural 
characteristics.15 The discovery of oil and the dispersal of 
wealth have led to shift in burden of disease.16 For instance, 
most people now rely on cars for transportation and so are 
less physically active than previously, leading to higher 
incidences of non-communicable diseases, such as obesity, 
diabetes mellitus, and cardiovascular disease. Ischemic heart 

disease is now the main cause of death (16.4% of total 
deaths) in KSA.17 In addition, patients’ expectations have 
been increased in KSA,18 which might be resulted from the 
improved education and literacy levels (94.4% of 15- to 24- 
year-olds in 2013;19). One of the few studies conducted on 
this topic in Saudi Arabia found that the majority of the 
respondents (57%) preferred the shared decision-making 
approach compared to the paternalistic approach (28%) 
and the informed approach (14%).20 All these factors 
increased the importance of assessing the level of SDM in 
KSA. Without such an evaluation of the decision-making 
process, patients’ preferences will not be obtained and thus 
physicians’ will not know what style their patients’ preferred 
in order to employ it during consultations. Therefore, the 
development and application of a valid assessment tool can 
facilitate the practice of SDM and can be seen as the first 
step that needs to be taken before adopting the SDM 
approach.21–23

According to a systematic review conducted by Gärtner 
et al, 2018,24 there are several SDM-related assessment tools 
available in the literature, including PPC scale to assess 
patient desire for involvement in making medical 
decisions;25 CollaboRATE to assess the extent of SDM in 
clinical encounter;26 and SMDMQ to assess shared medical 
decision process;27 and Dyadic OPTION scale28 to asses 
perceived patient involvement in shared decision-making; 
and the OPTION scale to assess the overall SDM process.26 

This scale was developed to measure how much doctors 
involved their patients in the decision-making process by 
observing and rating a consultation. In this study, the scale 
was used to assess patients’ perceptions of the consultation, 
rather than the doctor’s perceptions, as was the case in 
a number of studies.24,25 This scale was selected from 
many other measures because it has been validated by 
a number of studies worldwide and thus is one of the most 
common scales used to measure SDM, so it was chosen as 
the best option for this study.30,31

The aim of this study is to measure the patients’ per-
ceptions of shared decision-making practice during clinical 
encounters in KSA.

Methods
Study Design
This is a cross-sectional study performed to assess the 
patient perception on the shared decision-making practice 
by their physician and whether they were involved in the 
process.

submit your manuscript | www.dovepress.com                                                                                                                                                                                                                    

DovePress                                                                                                                                       

Journal of Multidisciplinary Healthcare 2020:13 1338

Alrawiai et al                                                                                                                                                         Dovepress

http://www.dovepress.com
http://www.dovepress.com


Participant
Non-probability snowball sampling technique was used to 
recruit the study participants through distributing the sur-
vey online to the public using social media applications. 
The survey targeted the participant’s last clinic visit. The 
participants included in the study were adults aged 19 
years old or older with a previous visit to the doctor that 
they could recall.

Variables
Independent variables in the study include patients demo-
graphic characteristics, physician’s demographic charac-
teristics, and type and specialty of clinic, while the 
dependent variable is the patient’s shared decision- 
making score.

Data Sources/Measurement
The OPTION scale consists of 12 items was used to 
collect the patients perceptions about their involvement 
in the decision-making process, the scale is developed by 
Elwyn et al 2003.28–31

Because the target population is the Saudi public, the 
scale was translated into Arabic. A forward–backward trans-
lation process was conducted to ensure the conceptual 
equivalence of the scale in Arabic and English, by measuring 
the instrument’s linguistic validity.32 Furthermore, content 
and face validity were tested using an expert panel review 
and interviews with a sample from the general public.

Five experts were involved in establishing content 
validity.32 The panel were selected using purposive sampling 
technique and recruited from the Public Health Department at 
Imam Abdulrahman Bin Faisal University. The experts in this 
context were those who have written a number of publications 
or have significant work experience in the field,33 such as 
academics in health services research who have experience 
in designing healthcare-related questionnaires. A modification 
was conducted on the scale following the feedback received. 
Later on, content and face validity of the modified scale was 
tested by interviewing 25 members from the general public. 
The participants were recruited from one of the hospitals in the 
eastern region of Saudi Arabia using convenient sampling 
techniques. They have been asked to read the questionnaire 
carefully and provide their feedback on the clarity and rele-
vancy of the content and the scale overall layout.

The internal consistency reliability of the scale was also 
tested using the Cronbach’s alpha. A rule of thumb for inter-
preting the Cronbach’s alpha Likert scale questions is the 

following; if the value of alpha is >0.9 = Excellent, >0.8 
=Good, >0.7 = Acceptable, >0.6 = Questionable, >0.5 poor 
and < 0.5 = unexpectable.34

Bias
Recall bias could have been introduced, as the data rely 
solely on the patients recollection of their latest visit to 
a health facility.

Study Size
The rule of thumb advocated by Comrey and Lee35 was 
used in this study, where, 100 participants = fair, 200 
participants =good, 500 participants = very good, and 
>1000 participants = excellent. The total number of com-
pleted surveys in this study was 291 participants.

Quantitative Variables
The shared decision-making process was assessed through 
a continuous score by computing the score of all 12 items 
within the scale, with higher scores indicating better shred 
decision-making.

The patient demographic characteristics assessed in the 
study included age, gender, occupation (whether health- 
related or not), education level, nationality, marital status, 
current region of residence, whether the patient has health 
insurance and its type, and the patient’s perception of his/ 
her general health.

Information about the patient’s last clinical visit was 
measured, including the type of hospital/clinic (whether 
public or private), the gender of the treating doctor, and 
the department or specialty the visit was for (eg, obstetrics 
and gynecology, emergency, or ear, nose, and throat).

Statistical Methods
Statistical Package for Social Science (SPSS) version 25 
was used to conduct the statistical analyses.36 The sum-
mary statistics are presented as counts and percentages of 
categorical variables and as measures of central tendency 
for continuous variables.

The shared decision-making score is a normally dis-
tributed variable according to the skewness and kurtosis 
criteria of normality,37 the shared decision-making score 
variable was normally distributed. Thus, parametric tests 
were used. Analysis of variance (ANOVA) and t-tests were 
used to conduct bivariate analyses.

Further, multivariable linear regression analysis was 
conducted to find the magnitude of association between 
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the outcome variables (SDM) and the significant variables 
in the bivariate analysis.

Results
Scale Validity
Invitation email was sent to five experts asking them to 
participate in the assessment of the content validity of the 
scale. All of them responded to the invitation. The assess-
ment of the content validity showed that all items had an 
acceptable Item content validity index (I-CVI) with 
a score above 0.80, which was considered as 
excellent.38 Also, the finding revealed an S-CVI/UA= 
0.90 and S-CVI/Ave= 0.98, which reflect an adequate 
and satisfactory content validity.38,39 Based on these 
results, few changes have been made to the questionnaire.

Overall, for both the Arabic and English versions, the 
clarity, ability to answer questions, and consistency mean 
of the face validity form responses was calculated and 
results in out of 4 the scores was 3.5 and above for all of 
the 12 items of the questionnaire. As a result, no changes 
were made.  The interviews with the general public that 
were conducted to measure face and content validity show 
that there was no need to modify the questionnaire content. 
Moreover, the internal consistency results show that the 
scale has an excellent reliability level (alpha = 0.935). The 
Cronbach’s alpha of the scale if an item deleted was 
ranged from (alpha = 0.927 to alpha = 0.937). Therefore, 
there was no item need to be deleted.

Participants
A total of 367 participants completed the questionnaire, of 
whom 59 did not answer all of the scale questions. These 
were excluded from the final data set. In addition, 17 
records had missing demographic information, so these 
were excluded as well. The final number of completed 
records came from 291 patients.

Descriptive Data
Most of the participants indicated that the hospital they 
last visited was affiliated with the private sector (n = 136, 
47%), while only 5% visited teaching hospitals (n = 16). 
Most of the patients’ last visits were to the emergency 
department (n = 73, 25%), followed by obstetrics and 
gynecology (n = 39, 13%), while the fewest visits in this 
study were to the ophthalmology, cardiology, and cardiac 
surgery departments (n = 4, 1%, each). Most of the phy-
sicians in the study were men (n = 172, 59%).

The majority of patients in the study were women (n = 
119, 66%), and most of the patients were aged 30–39 years 
old (n = 97, 33%). Almost all of the patients in the study 
were Saudi (n = 285, 98%). Only 1% of patients in the 
study had an intermediate degree as their highest educa-
tional qualification (n = 4), while 63% had a bachelor’s 
degree (n = 183). The majority of participants in the study 
were employed in a non-health-related sector (n = 174, 
60%), and 82 participants were unemployed (28%). Most 
of the participants in the study were married (n = 230, 
79%), while 58 were not married (19%).

All of the researchers in this study are from the Eastern 
Province, and most of the participants were from the same 
province (n =257, 88%). Almost half of the participants had 
health insurance (n = 130, 45%), and the most common 
health insurance type in the study was type A or VIP (n = 
54, 19%). Lastly, when participants were asked about their 
general health, most of them indicated that their health was 
excellent (n = 98, 34%) or very good (n = 102, 35%).

Outcome Data
The shared decision-making score is calculated by computing 
the results of the OPTION scale, with higher scores indicating 
better perceived shared decision-making. The shared deci-
sion-making variable is normally distributed with a mean of 
44.40 (SD= 8.848), maximum score is 60 while the minimum 
is 12 (Skewness= −.924, Kurtosis= 1.028). Table1 shows 
responses to all the items in the OPTION scale.

Main Results
The type of clinic significantly influenced the patients’ 
perception about their shared decision-making experience 
(Surgery x= 47.3,8 Pediatrics x= 47.9,7 Internal Medicine 
x= 38.3,11 [f = 2.163] p=0.009) (Table 2 and Figure 1).

The gender of the physician influenced the patient’s 
perceived shared decision-making experience significantly 
(t = −2.732, P = 0.007). Although the majority of physi-
cians in the study were men, the mean shared decision- 
making score for female physicians was significantly 
higher than that of male physicians, according to the 
patients’ perceptions (Table 2).

Patient gender was significantly associated with their 
perceived shared decision-making experience (t = −3.644, 
P < 0.0001). Female participants in the study had a higher 
shared decision-making score than the male participants 
did (Table 3). Lastly, although most of the participants in 
the study were from Eastern Province, this province had 
the lowest mean shared decision-making score, which was 
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significantly different from those of other regions in Saudi 
Arabia (f = 3.613, P = 0.007) (Table 3).

Multivariable linear regression in Table 4 shows 
a significant model (Prob > f = 0.0001, R-squared = 

0.1736, Adj R-squared= 0.1124). Patient’s gender remained 
significant in the multivariable linear regression model 
(bfemale patient= 2.905, t= 2.52, P-value= 0.012). Patients 
attending Internal medicine clinic and pediatrics clinics 

Figure 1 Shared decision-making score and type of clinic.

Table 1 Variable Distribution

Strongly Disagree 
(%)

Disagree 
(%)

Neutral 
(%)

Agree (%) Strongly Agree 
(%)

1. The physician draws attention to certain problems that requires my 

decisions.

11 (3.8) 22 (7.6) 45 (15.5) 173 (59.5) 40 (13.7)

2. The physician indicates there are more than one option to deal with 

my problem.

9 (3.1) 30 (10.3) 27 (9.3) 171 (58.8) 54 (18.6)

3. The physician assists me in making a decision. 6 (2.1) 22 (7.6) 20 (6.9) 183 (62.9) 60 (20.6)

4. The physician lists all treatment options including “not to take any 

action.”

12 (4.1) 48 (16.5) 43 (14.8) 150 (51.5) 38 (13.1)

5. The physician explains the pros and cons of my decision. 11 (3.8) 32 (11) 30 (10.3) 157 (54) 61 (21)

6. The physician explores my expectation on my way of managing the 

problem.

12 (4.1) 42 (14.4) 58 (19.9) 153 (52.6) 26 (8.9)

7. The physician explores my fears on my way of managing the problem. 7 (2.4) 44 (15.1) 62 (21.3) 146 (50.2) 32 (11)

8. The physician ensures my understanding of the provided information. 11 (3.8) 35 (12) 42 (14.4) 153 (52.6) 50 (17.2)

9. The physician enables me to ask questions during the decision- 

making process.

9 (3.1) 22 (7.6) 33 (11.3) 154 (52.9) 73 (25.1)

10. The physician indicates my best level of involvement in decision- 

making.

5 (1.7) 29 (10) 55 (18.9) 157 (54) 45 (15.5)

11. The physician indicates the need to a shared decision-making. 7 (2.4) 33 (11.3) 62 (21.3) 144 (49.5) 45 (15.5)

12. The physician indicates the necessity of re-evaluating the decision. 7 (2.4) 29 (10) 51 (17.5) 151 (51.9) 53 (18.2)
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have significantly different mean perceived SDM scores 
compared to other clinics (binternal medicine=−5.147, t= −2.59, 
P-value= 0.01, and bpediatrics= 4.906, t= 1.97, P-value= 0.049, 
respectively). Patients from the Southern region have signif-
icantly lower mean SDM score compared to other regions in 
the multivariable regression model (bSouthern Region= −14.791, 
t= −2.34, P-value= 0.02). While physician’s gender is no 
longer significant when added in the model (bfemale physician 

= 1.387, t= 1.19, P-value= 0.234).

Discussion
A key aspect of patient-centered care is clinicians’ will-
ingness to share healthcare decisions with patients. The 
questionnaire results from the current research make sig-
nificant empirical contributions to the Saudi literature 
because perceptions of involvement in decision-making 
have rarely been investigated.

Generally, the study results confirmed that a good deal 
of patient involvement exists in shared decision-making in 

the Saudi health system. Many studies have explained the 
importance of shared decision-making in terms of adher-
ence to treatment plans, health outcomes, and satisfaction 
with care.26,40,41 According to a systematic literature 
review,42 patients who are well-informed about their treat-
ment plan options and therefore make decisions with sup-
port from their doctors are more likely to adhere to 
treatment plans, thus increasing the probability of better 
health outcomes – a core goal in healthcare. The results of 
this study give preliminary evidence that the Saudi health 
system is in a good position regarding shared decision- 
making models in terms of patients’ perceptions. In other 
countries with a long-standing interest in shared decision- 
making, such as the UK and the USA, the progress in 
achieving shared decision-making is still slow.5,43 These 
differences between countries in shared decision-making 
score might be due to the variance in patients’ expecta-
tions of the healthcare providers.

Based on the study findings, the shared decision- 
making score was associated with three factors, including 
the department at which the participants received care 
during their last visit; their physicians’ gender; and the 
participants’ personal characteristics, most clearly their 
gender.

By department, the results revealed that participants 
who received care from the pediatric department, as com-
pared to from the other departments, reported the highest 
shared decision-making score. This difference could be 
due to the strict legislation to ensure child healthcare 
safety in the Saudi health system. The national accredita-
tion body, named CEBAHI, has a specific standard called 
Care for Minors mandating specific policies and proce-
dures to ensure safe healthcare in pediatrics departments.44 

Moreover, the difference could be explained by the fact 
that parents are probably concerned about their children’s 
care.45 Thus, they do not want to lose the opportunity to 
ask questions, discuss treatment options for their child, and 
provide their own perspectives on the selected treatment 
plan, including about the possible side effects of the pre-
scribed medicine. These are all considered to be key 
components of the shared decision-making process. 
Positive perceptions of involvement in shared decision- 
making in pediatric departments have already been sup-
ported by literature.46

Conversely, participants who received care at cardiology 
and cardiac surgery departments reported a low shared deci-
sion-making score, which means they perceived themselves 
as less involved in shared decision-making. This might be 

Table 2 Associations Between Mean Shared Decision-Making 
Score and Clinic and Physician Information

Variables n= 291 
(%)

Mean 
(SD)

Test

Type of hospital/clinic  
from which patient received 
care

f = 1.291 

P = 0.278

Private hospital 136 (47) 43.5 (9)

Government hospital 113 (39) 44.5 (9)

Teaching hospital 16 (5) 47.0 (10)

Military hospital 26 (9) 46.0 (6)

Clinic f = 2.163 

P = 0.009Emergency 73 (25) 44.4 (8)

Internal medicine 24 (8) 38.3 (11)

Surgery 15 (5) 47.3 (8)

Neurology & Neurosurgery 9 (3) 45.8 (8)

Cardiology & Cardiac Surgery 4 (1) 40.8 (11)

Urology 7 (2) 42.7 (9)

Pediatrics 14 (5) 47.9 (7)

Obstetrics & Gynecology 39 (13) 46.3 (8)

Orthopedic 19 (7) 43.9 (11)

Ophthalmology 4 (1) 44.3 (11)

Dermatology 15 (5) 44.5 (10)

ENT 19 (7) 40.0 (10)

Dentistry 26 (9) 45.7 (6)

GP 11 (4) 43.6 (4)

Otherª 12 (4) 49.7 (5)

Physician’s gender? t = 

−2.732 

P = 0.007

Male 172 (59) 43.3 (10)

Female 119 (41) 46.0 (7)

Note: ªOther clinics include endocrine, chronic disease, hematology, and oncology 
clinics.
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explained by the fact that cardiac patients might need to 
make an immediate life-threatening decision, such as open- 
heart surgery, which makes their physicians follow 
a paternalistic approach during the shared decision-making 
process. However, this was not the case in other studies that 

supported shared decision-making for chronic conditions,14 

as explained earlier, and some reporting that cardiologists 
usually involve cardiac patients in decision-making pro-
cesses, especially patients with critical disease.47 In Saudi 
Arabia, the leading cause of death is cardiovascular disease. 

Table 3 Associations Between Mean Shared Decision-Making Score and Patients’ Demographic Characteristics

Variables n=291 (%) Mean (SD) Test (P-value) Variables n=291 (%) Mean (SD) Test (P-value)

Patient’s gender Availability of health insurance

Male 100 (34) 41.8 (9) t = −3.644 

(0.0001)

Yes 130 (45) 43.7 (10) t = −1.278 
P = 0.202Female 191 (66) 45.7 (9) No 161 (55) 45.0 (8)

Patient’s age Patient’s perception of his/her general health

19–24 years 21 (7) 44.5 (7) f = 1.542 

(0.142)25–29 years 26 (9) 41.9 (9)
30–34 years 48 (16) 44.4 (9) Excellent 98 (34) 44.1 (10) f = 0.370 

P = 0.83035–39 years 49 (17) 42.3 (10) Very good 102 (35) 45.0 (9)
40–44 years 31(11) 44.6 (9) Good 81 (28) 44.4 (9)

45–49 years 40 (14) 45.6 (8) Bad or very bad 3 (1) 39.7 (8)

50–54 years 42 (14) 45.9 (9) Did not want to disclose 5 (2) 44.2 (2)
55–59 years 19 (7) 43.8 (8)

> 60 years 14 (5) 49.8 (5) Missing 2 (1) -

Missing 1 (0) -

Patient’s nationality Patient’s profession

Saudi 285 (98) 44.4 (9) t = 0.018 

(0.985)

Unemployed 82 (28) 45.6 (8) f = 2.927 

(0.055)Non-Saudi 6 (2) 44.3 (5) In the healthcare sector 35 (12) 41.3 (11)
Non-health-related sectors 174 (60) 44.4 (9)

Patient’s highest educational level Patient’s marital status

Single 44 (15) 42.6 (9) f = 0.804 

(0.523)

Primary 0 (0) - f = 1.247 
(0.291) Married 230 (79) 44.9 (9)Intermediate 4 (1) 48.8 (3)

Divorced 7 (2) 44.0 (11)

High school 24 (8) 46.8 (7) Widowed 7 (2) 4.9 (6)
Diploma 29 (10) 45.1 (10) Did not want to disclose 3 (1) 43.0 (12)
Bachelor 183 (63) 44.4 (10)

Higher education 50 (17) 42.6 (11)

Missing 1 (0) -

Patient’s current living region (Province) Type of health insurance

A or VIP 54 (19) 44.0 (9) f = 0.587 
P = 0.710Middle 17 (6) 42.0 (10) f = 3.613 

P = 0.007

B 29 (10) 42.8 (10)

Western 14 (5) 44.8 (9)

Eastern 257 (88) 24.0 (13) C 12 (4) 44.9 (10)
Southern 2 (1) 24.0 (13)

Northern 1 (0) - D 6 (2) 40.8 (14)

No insurance 161 (55) 45.0 (8)
Otherª 28 (10) 43.7 (9)

Missing 1 (0) -

Notes: ªOther types of health insurance included Aramco, company insurance, security forces hospital insurance, and Royal Commission insurance in Jubail. Some patients 
did not know what type of insurance they had.
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Evidence suggests that the more involved cardiac patients 
are in shared decision-making, the better their adherence to 
treatment plans and therefore their health outcomes will 
be.48 Thus, further investigations of shared decision- 
making practices in cardiac care are needed in Saudi 
Arabia to ensure better adherence to treatment plans as 
well as reduce hospital admissions due to cardiac diseases. 
Interventions that enhance the culture of shared decision- 
making in cardiac care in Saudi Arabia are necessary to 
ensure better adherence to treatment plans and thus better 
health outcomes. One of these interventions could include 
giving cardiologists tools (eg booklets, websites, and videos) 
that patients could view after the patients’ clinical encoun-
ters to make their final decisions.49 It should be noted that 
although the sample size is very small for these particular 
patients’ group. The severity of their condition and it’s being 

the leading cause of death in Saudi Arabia, we felt it was 
important to highlight these findings. Policy makers may 
also want to provide training to improve cardiologists’ abil-
ity to involve patients in decision-making processes in Saudi 
Arabia.

Interestingly, significant differences in patient percep-
tions of their involvement in shared decision-making were 
found according to the physician’s gender. Patients who 
received their care from a female physician reported higher 
involvement in shared decision-making compared to those 
who received care from male physicians. Similar results 
arose from another meta-analysis revealing that female phy-
sicians provide better communication and take more time 
with their patients as compared to their male colleagues.50 

With regard to the situation in Saudi Arabia in general and 
this study in particular, most of the participants in this study 

Table 4 Linear Regression Analysis to Account for the Magnitude of Association of the Shared Decision-Making Score and Other 
Variables in the Study

Variables Coef. Std. Err. t P>|t| 95% Conf. Interval

Upper Lower

Patient’s gender  
Female

2.905 1.155 2.52 0.012 0.631 5.180

Physician’s gender  
Female

1.387 1.161 1.19 0.234 −0.900 3.673

Type of Clinic
Internal medicine −5.147 1.984 −2.59 0.01 −9.054 −1.24

Surgery 3.223 2.383 1.35 0.177 −1.469 7.914

Neurology and Neurosurgery 0.926 2.957 0.31 0.754 −4.895 6.748
Urology −0.375 3.340 −0.11 0.911 −6.950 6.200

Pediatric 4.906 2.485 1.97 0.049 0.014 9.797

Obstetrics & Gynecology 0.639 1.767 0.36 0.718 −2.839 4.117
Orthopedic −0.190 2.186 −0.09 0.931 −4.493 4.114

Ophthalmology 0.499 4.313 0.12 0.908 −7.992 8.991

Dermatology −0.760 2.376 −0.32 0.749 −5.439 3.918
ENT −4.056 2.166 −1.87 0.062 −8.321 0.209

Dentistry 1.328 1.910 0.7 0.488 −2.433 5.088

Others 4.505 2.613 1.72 0.086 −0.640 9.650
GP −0.592 2.703 −0.22 0.827 −5.913 4.730

Cardiology and cardiac surgery −2.307 4.322 −0.53 0.594 −10.817 6.202

Living Region
Western Province 1.432 3.072 0.47 0.642 −4.617 7.480
Eastern Province 3.112 2.122 1.47 0.144 −1.065 7.290

Southern Province −14.791 6.315 −2.34 0.02 −27.223 −2.359

Northern Boarder −9.763 8.740 −1.12 0.265 −26.970 7.444

Cons. 39.218 2.356 16.65 0 34.580 43.857

Notes: Summary: Number of obs= 291, SS= 3941.25144, Df= 20, MS= 197.062572. Model: Prob > F = 0.0001, R-squared = 0.1736, Adj R-squared= 0.1124. Outcome 
variable: Shared Decision-Making score. The bold font in the numbers indicate a significant association.
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were women. Saudi culture might influence the female 
patients’ intention to ask and challenge male physicians due 
to their desire to remain polite and non-confrontational. 
Saudi society advocates women avoiding arguments with 
men to show respect, this point was supported by study 
done by.20 Moreover, in healthcare, practices in Saudi hospi-
tals are determined by gender rules, and people usually 
demand same-gender healthcare providers.51

The patient’s gender also showed differences in shared 
decision-making score. Female patients had higher scores 
than the male patients did. This has also been reported in 
a previous study conducted in Italy.52 This result could have 
been due to the nature of women, as they may have been more 
concerned about their health and might have therefore dis-
cussed the treatment options with their physician in detail.53

Finally, it is important to address some of this study’s 
limitations, which might have affected its results. Firstly, this 
study was conducted using convenience sampling with 
a small sample size, thus affecting the representativeness of 
the participants to the whole population of Saudi Arabia. 
Secondly, only linguistic, content and face validity were 
tested for the used scale which might affect the accuracy of 
the collected data. More validation work needs to be con-
ducted if this scale will be used in the future researches (ie 
construct validity of the scale). Thirdly, there was a limited 
sample size for some of the clinic (ie cardiology clinic), 
which might affect the study finding. Finally, the question-
naire was distributed online via several social media plat-
forms, which might have caused sample bias by neglecting 
populations with less access to the Internet.

With regards to suggestions to future studies, a qualitative 
study would be important for digging deeper into the reasons 
behind the positive or negative perceptions of shared deci-
sion-making, especially in some departments such as cardiac 
care. Moreover, it is important to investigate the patients’ 
expectations and preferences regarding their involvement in 
shared decision-making processes and its influence on 
patients’ health-related decisions.
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