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Is There a Relationship between Shared

Decision Making and Breast Cancer
Patients’ Trust in Their Medical Oncologists?

Ellen G. Engelhardt , Ellen M. A. Smets, Irini Sorial,

Anne M. Stiggelbout , Arwen H. Pieterse, and Marij A. Hillen

Background. Adjuvant systemic treatment for early stage breast cancer significantly reduces the risk of mortality but
is associated with side effects, reducing patients’ quality of life. Decisions about adjuvant treatment are preference
sensitive and are thus ideally suited to a shared decision making (SDM) approach. Whether and how SDM affects
patients’ trust in their oncologist is currently unknown. We investigated the association between patients’ trust in
their oncologist and 1) observed level of SDM in the consultation, 2) congruence between patients’ preferred and per-
ceived level of participation, and 3) patient and oncologist characteristics. Methods. Decision consultations (n = 101)
between breast cancer patients and their medical oncologist were audio-recorded and transcribed verbatim. Patients’
trust in their oncologist was measured using the Trust in Oncologist Scale (TiOS). The observed level of SDM was
scored using the 12-item Observing Patient Involvement In Decision Making scale (OPTION-12), preferred level of
participation with the Control Preferences Scale, and perceived level of participation with an open question in tele-
phonic interviews. Results. The average TiOS score was high overall (mean [SD] = 4.1 [.56]; range, 2.6–5.0). Low lev-
els of SDM were observed (mean [SD] = 16 [11.6]; range, 2–56). Neither observed nor perceived level of
participation in SDM was associated with trust. Patients’ preferred and perceived role in decision making was incon-
gruent in almost 50% of treatment decisions. Congruence was not related to trust. A larger tumor size (b = 4.5,
P = 0.03) and the use of a risk prediction model during the consultation (b = 4.1, P = 0.04) were associated with
stronger trust. Conclusion. Patients reported strong trust in their oncologist. While low levels of SDM were observed,
SDM was not associated with trust. These findings suggest it may not be necessary to worry about negative conse-
quences for trust of using SDM or risk prediction models in oncological consultations. Considering the increased
emphasis on implementing SDM, it is important to further explore how SDM affects trust in clinical practice.
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Shared decision making (SDM) is particularly relevant
in situations where no single ‘‘best option’’ exists from a
medical perspective or where patients’ weighing of the
treatment benefits and harms might vary.1 SDM is advo-
cated from an ethical perspective as patients have the
fundamental right to participate in decisions about
their health.2 There is weak empirical evidence that
SDM positively affects patients’ quality of life3 and
affective and cognitive outcomes such as satisfaction and

decisional regret.4,5 Furthermore, SDM may reduce the
use of unnecessary medical treatments.6
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Critics have warned that SDM may also have
unwanted negative consequences for patients. Physicians
may induce uncertainty by discussing multiple (treat-
ment) options with patients.7 As a consequence, patients
might become anxious, uncertain, or less satisfied with
the consultation.8 Moreover, patients might feel pres-
sured to participate in decision making when they do not
want to or feel able to do so.

The potential positive and negative consequences of
implementing SDM suggest that SDM may have both a
positive and a negative effect on the physician-patient
relationship. Systematic evidence exploring whether and
in which direction SDM affects the physician-patient
relationship is limited. This relation is of particular inter-
est, as trust is one of the crucial indicators of the
physician-patient relationship.9 Trust has been concep-
tualized as patients’ optimistic acceptance of a vulnerable
situation, in which they expect the physician to behave in
their best interests.10 Trust might be particularly crucial
for patients confronted with a potentially life-threatening
illness such as cancer. Cancer patients are particularly
vulnerable and need to rely strongly on their care provi-
ders.11 The evidence so far suggests that if cancer
patients’ trust in their physician is strong, patients worry
less about treatment and are more likely to adhere to
treatment advice.12

Physicians’ communication has an important impact
on patients’ trust.13–18 It is therefore likely that the
degree to which physicians attempt to involve patients in
decision making influences patients’ levels of trust in
them. Only 2 studies so far have investigated the rela-
tionship between SDM and trust.19,20 Both provide pre-
liminary support that physicians’ engagement in SDM
might lead to enhanced trust. However, both studies
assessed patient-reported SDM rather than observed lev-
els of SDM as determined by an independent rater. As
the agreement between self-reported and observed SDM
is known to be poor, it is still unknown how trust relates
to observed rates of SDM.21–23

Therefore, this study aimed to investigate whether
SDM, as rated by independent observers or as perceived

by patients, is associated with patients’ level of trust in
their oncologist. We hypothesized that a higher observed
level of SDM is related to stronger trust. In addition, we
tested whether congruence between patients’ preferred
and perceived degree of participation in decision making
predicts patients’ trust. We hypothesized that the greater
the congruence between patients’ preferred and perceived
level of participation in decision making, the higher their
level of trust in the oncologist. Finally, we explored if
patient, oncologist, consultation, or hospital characteris-
tics predicted patients’ level of trust in their oncologist.

Methods

A secondary analysis was performed of data collected for
a multicenter observational study among early stage
breast cancer patients consulting a medical oncologist
about adjuvant systemic treatment (i.e., chemotherapy,
endocrine therapy, or both).24,25 For women with stage I
and II HER2/neu-negative breast cancer, the expected
treatment benefits are generally modest, and foregoing
treatment is a medically viable option. Chemotherapy is
generally only discussed with women eligible for endocrine
therapy if they are younger than 36 years at diagnosis, have
a HER2/neu-positive tumor, have tumor-positive lymph
nodes, or are for some reason unable/unwilling to take
endocrine therapy.26 The original study aimed to assess
information provision during consultations on adjuvant
systemic treatment with and without the use of the online
prediction model Adjuvant!27 All patients had stage I to III
breast cancer and were eligible to receive adjuvant systemic
treatment with curative intent after surgical removal of the
breast tumor. Patients were recruited at 8 university and
general teaching hospitals in the Netherlands. The institu-
tional review boards of the participating hospitals
approved the study protocol.

Procedures

After obtaining informed consent, the consultations dur-
ing which patients and medical oncologists discussed the
decision about adjuvant systemic treatment were audio-
taped. The audiotapes were transcribed verbatim. Within
1 week of the consultation, patients were interviewed via
telephone, and thereafter patients were asked to com-
plete a patient questionnaire. For the current analyses,
we randomly selected 101 of the 287 patients for whom
an audiotape of the consultation, telephone interview,
and patient questionnaire were available. Sample size
was determined based on our aim to include minimally 8
cases for each of the 12 factors considered in our regres-
sion analysis.
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Measurements

Patient and disease characteristics. Patients’ characteris-
tics were collected using the patient questionnaire—spe-
cifically, age, education level, parity, and marital status.
Treatment and disease characteristics were extracted
from patients’ medical charts—specifically, TNM stage
of disease, tumor size (small v. intermediate or large),
presence of tumor-positive lymph nodes (yes/no), estro-
gen receptor status, progesterone receptor status, and
HER2/neu receptor status. Hospital affiliation (general
teaching hospital or university medical center) and
oncologists’ gender were recorded at patient inclusion in
the study. Use of Adjuvant! (an online survival calcula-
tor) during the consultation (yes/no) and treatment
options discussed were extracted from the audiotaped
consultations.

Patients’ trust in the oncologist. In the patient question-
naire, we used the validated 18-item Trust in Oncologist
Scale (TiOS)28,29 to measure patients’ level of trust in
their medical oncologist after the consultation. The TiOS
assesses 4 different dimensions of trust: Competence,
Fidelity, Honesty, and Caring. Items are answered on a
5-point Likert scale (1 = completely disagree to 5 = com-
pletely agree). An example of an item is ‘‘Your oncologist
would only think about what is best for you.’’ Scores are
summed and averaged, with higher scores indicating
stronger trust (possible range, 1–5). For up to 2 missing
values, we used median imputation. Internal consistency
was high; Cronbach’s a = 0.9.

Patient participation in treatment decision making. We
measured the level of SDM from both an independent
observer’s and the patient’s perspective. The observed
level of SDM was assessed using the validated 12-item
Observing Patient Involvement In Decision Making scale
(OPTION-12), a discrete measure of the extent to which
health care professionals involve patients in medical deci-
sions.30 Items are scored on a 5-point Likert scale (0 =
behavior is not observed to 4 = behavior is observed and
executed to a high standard). Sum scores were converted
to a 0 to 100 scale in this study. In the present study,
internal consistency was sufficient (Cronbach’s a = .8).
Transcriptions of consultations were double-coded by 2
researchers until adequate interrater reliability was
achieved for all items (Cohen’s k �0.7). Analyzing the
content of the consultations using this tool is very labor-
intensive. Due to time constraints, we opted to select a
random sample of 100 patients meeting the 3 selection

criteria for these secondary analyses (i.e., for whom an
audiotape of the consultation, telephone interview, and
patient questionnaire were available). We inadvertently
coded 1 consultation more than intended, resulting in a
total of 101 consultations used for our analyses.

We assessed the patient’s preferred level of participa-
tion in decision making using the Control Preferences
Scale (CPS).31 Patients were asked in the questionnaire
to choose 1 of 5 levels of participation; for the analysis,
we grouped the categories into 3 categories as described
by Degner et al.31: 1) patient driven, 2) shared, or 3)
oncologist driven.

Patients’ perceived level of participation in decision
making was assessed in the telephone interview using an
open-ended question: ‘‘Who made the final decision on
whether to start treatment X in your opinion?’’ for che-
motherapy and endocrine treatment separately. Patients’
answers were classified into 3 response categories: 1)
patient driven, 2) shared, or 3) oncologist driven. The
answers were independently categorized by 2 researchers
until sufficient interrater reliability was achieved (Cohen’s
k �0.7). After that, 1 researcher categorized the remain-
ing answers.

Statistical Analyses

Statistical analyses were performed using SPSS version
25 (SPSS, Inc., an IBM Company, Chicago, IL). For
descriptive analyses, means with standard deviations
(SDs) were calculated for continuous variables and abso-
lute numbers with percentages for dichotomous variables.
For all analyses, a 2-sided P value � 0.05 was considered
significant.

A 1-way analysis of variance (ANOVA) was used to
test the association between patients’ perceived level of
participation in decision making and trust in their oncol-
ogist. Pearson’s correlations were calculated to test asso-
ciations between the observed level of SDM and trust. If
an association was found, we planned to perform a multi-
variate linear regression analysis to quantify the strength
of the relationship between SDM and patients’ trust, cor-
recting for patients’ age, oncologists’ level of experience,
and disease stage.

Preferred and perceived levels of participation were
categorized using the same categories: 1) patient driven,
2) shared, or 3) oncologist driven. We compared these 2
variables to determine whether the preferred and per-
ceived level of participation categories matched or not
(categorical variable: congruent v. incongruent, more
involvement than preferred v. incongruent, less involve-
ment than preferred). We used Kruskal-Wallis tests to
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investigate whether congruence between patients’ pre-
ferred and perceived level of involvement in medical deci-
sions was associated with patients’ level of trust.

Using linear regression analysis with backward selec-
tion, we evaluated which patient sociodemographic and
disease characteristics, as well as oncologist, consulta-
tion, and hospital characteristics, predicted patients’ level
of trust in their oncologist. The variables included in the
regression analyses were selected a priori based on expert
knowledge and literature. Box 1 provides an overview of
the variables considered.

Results

A total of 101 consultations conducted by 18 oncologists
were included, of which 94 (93%) were conducted by a
specialist and 7 (7%) by a resident (Table 1). Patients
were on average 60 years at diagnosis (SD = 11).

Research question 1: Association between SDM
and Trust

The mean (SD) TiOS score was 4.1 (.6; range, 2.6–5.0)
out of a maximum of 5. OPTION-12 scores were low
with a mean (SD) of 15.5 (11.6; range, 2–56) out of a
possible 100. Two consultations received an OPTION-12
score �50. Given the limited size of our sample, we were
unable to account for the hierarchical structure of our
data (patients clustered within physicians) by means of
multilevel analyses. However, to investigate interdepen-
dencies, we plotted the range of both trust (TiOS) and
observed SDM scores (OPTION-12) per oncologist
(Figure 1). As we observed no trends within clusters that
would affect our findings, we continued our analyses with-
out accounting for the hierarchical structure of the data.

Observed level of SDM (OPTION-12) was not corre-
lated with patients’ level of trust in their oncologist
(TiOS; Pearson’s R = .02, P = 0.8), nor was patients’

Box 1 Variables Included in the Multivariate Linear Regression Analysis

Patient Characteristics

Age In years
Education Low educational level (i.e., none/primary/low-level vocational education)

Intermediate educational level (i.e., secondary school/intermediate vocational education)
High educational level (i.e., higher vocational education/university)

Children Has children
Has no children

Marital status Single/divorced/widowed
In a relationship

Preferred level of involvement in
decision making

Patient driven
Shared
Oncologist driven

Hospital, Oncologist, and Consultation Characteristics

Hospital affiliation General teaching hospital
University medical center

Oncologist gender Male
Female

Use of online survival indicator
software during the consultation

Adjuvant! not used
Adjuvant! used

Consultation duration In hours and minutes

Disease Characteristics

TNM stage of diseasea Stage I
Stages II and III

Size of tumor Tumor 0–20 mm
Tumor .21 mm

Tumor-positive lymph nodes Absent
Present

aTNM staging source: American Joint Committee on Cancer. Cancer Staging Manual. 7th ed. Chicago, IL: American College of Surgeons, 2015.
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Table 1 Sample Characteristics (N = 101)

Characteristic Value

Patient age in years, mean (SD) 60.6 (11)
TiOS score, mean (SD) 4.1 (0.6)
Consultation duration, mean (SD), min 00:28:03 (00:12:29)
OPTION-12 sum score, mean (SD) 15.5 (11.6)
Education, n (%)
High 29 (29)
Intermediate 51 (50)
Low 21 (21)

Marital status, n (%)
Single 35 (35)
In a relationship 66 (65)

Has children, n (%) 84 (83)
Preferred level of involvement in decision making, n (%)
Patient driven 39 (39)
Shared 41 (41)
Oncologist driven 21 (21)

Consultations with university hospital oncologists, n (%) 20 (20)
Consultations with use of Adjuvant! online, n (%) 60 (59)
Tumor size, n (%)
0–20 mm 58 (58)
�21 mm 42 (42)
Missing 1

Tumor stage,an (%)
Stage I 43 (43)
Stages II and III 58 (57)

Tumor positive lymph nodes present, n (%) 33 (33)
Positive estrogen receptor (ER) status (n = 96), n (%) 84 (88)
Missing 5

Positive progesterone receptor (PR) status (n = 95), n (%) 73 (77)
Missing 6

Positive HER2/neu receptor status, n (%) 7 (7)
Missing 5

Triple negative (i.e., ER/PR/HER2/neu negative; n = 96), n (%) 10 (10)
Missing 5

Surgery (n = 96), n (%)
Breast conserving 51 (53)
Mastectomy 45 (47)
Missing 5

Has received radiotherapy (n = 96), n (%) 54 (56)
Missing 5
Treatment(s) discussed during the consultation, n (%)
Chemotherapy only 12 (12)
Endocrine therapy only 18 (18)
Chemotherapy and endocrine therapy 70 (70)

Chemotherapy decision (yes; n = 94), n (%) 53 (57)
Missing 7

Endocrine therapy decision (yes; n = 93), n (%) 79 (85)
Missing 8

OPTION-12, 12-item Observing Patient Involvement In Decision Making scale; TiOS, Trust in Oncologist Scale.
aTNM staging source: American Joint Committee on Cancer. Cancer Staging Manual. 7th ed. Chicago, IL: American College of Surgeons, 2015.
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perception of their participation in decision making
(chemotherapy: F(1) = 0.1, P = 0.8; endocrine therapy:
F(1) = 0.3, P = 0.6). As there was no association
between SDM and trust in the oncologist, we did not
perform the planned linear regression analyses.

Research question 2: Association between the
Level of Trust and Congruence between Preferred
and Perceived Role in Decision Making

About three-quarters of patients preferred some level of
control in treatment decision making (Tables 2 and 3).
Of the patients eligible for chemotherapy, 66% felt
they had made the final decision, compared to 46% of
the patients eligible for endocrine therapy. For both

chemotherapy and endocrine therapy, 9% of patients
explicitly reported having perceived that a shared deci-
sion had been made.

Preferred and perceived role in decision making was
the same for 51% of chemotherapy and 47% of endo-
crine therapy decisions. If patients’ preferred and per-
ceived participation were incongruent, then we observed
that for 69% of such chemotherapy decisions, patients
experienced more involvement than preferred, and for
83% of such endocrine therapy consultations, patients
experienced less involvement than preferred (Figure 2).
Level of trust in the oncologist was not associated with
congruence between preferred and perceived participa-
tion in decision making (chemotherapy: Kruskal-Wallis
H = 0.7, P = 0.7; endocrine therapy: Kruskal-Wallis
H = 0.7, P = 0.7).

Figure 1 Overview of the distribution of scores on the Trust in Oncologist Scale (TiOS) and the 12-item Observing Patient
Involvement In Decision Making scale (OPTION-12) per oncologist.

Table 2 Congruence between Preferred and Perceived Role in Chemotherapy Decision Making

Perceived Level of Participation, n (%)

Preferred Level of Participation Oncologist Driven Shared Patient Driven Total

Oncologist driven 7 (47) 1 (7) 7 (47) 15 (21)
Shared 8 (28) 5 (17) 16 (55) 29 (41)
Patient driven 3 (11) 0 24 (89) 27 (38)
Total 18 (25) 6 (8) 47 (66) 71
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Research question 3: Potential Predictors of
Trust in the Oncologist

Table 4 shows the predictive effects of patient sociodemo-
graphic and disease characteristics, as well as oncologist,
consultation, and hospital characteristics for patients’
level of trust in their oncologist. None of the sociodemo-
graphic variables were associated with trust. Larger
tumor size (b = 4.5, P = 0.03) and the oncologist’s
use of Adjuvant!, an online survival calculator (b = 4.1,
P = 0.04), predicted higher trust in the oncologist.

Discussion

We investigated the relationship between the level of SDM
about adjuvant treatment for breast cancer and patients’
trust in their oncologist. Overall, about half of all patients
felt they had decided on adjuvant treatment themselves,

whereas only a few reported having experienced shared
decision making. Neither patients’ self-perceived nor
observed SDM were related to patients’ trust in their
oncologist. Congruence between patients’ preferred and
perceived participation in decision making did not predict
patients’ trust in their oncologist. Trust levels were higher
for patients with larger tumor size and for patients in
whose consultations the oncologist had used an online sur-
vival calculator.

We did not find an association between SDM and
trust. This null finding could be explained by the fact
that patients’ trust in their oncologist was high overall,
with clear ceiling effects, and the OPTION-12 scores
were consistently low, with comparable floor effects.
Possibly, in a sample with more variable trust and/or
SDM scores, a positive or negative association could be
detected. Our key findings are remarkable—namely, that
1) trust levels were high even though adequate levels of

Figure 2 Direction of incongruence between preferred and perceived involvement in decision making. Percentage in bar charts
based on consultations in which preferred and observed involvement in decision making were incongruent: chemotherapy (n =
35 consultations) and endocrine therapy (n = 41 consultations).

Table 3 Congruence between Preferred and Perceived Role in Endocrine Therapy Decision Making

Perceived Level of Participation, n (%)

Preferred Level of Participation Oncologist Driven Shared Patient Driven Total

Oncologist driven 13 (68) 1 (5) 5 (26) 19 (24)
Shared 13 (43) 5 (17) 12 (40) 30 (38)
Patient driven 9 (31) 1 (3) 19 (66) 29 (37)
Total 35 (45) 7 (9) 36 (46) 78
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SDM were hardly observed, and 2) a significant proportion
of patients reported to have made the final treatment deci-
sion themselves. It might suggest that patients felt suffi-
ciently comfortable to let the oncologist take the lead while
still experiencing a sense of autonomy.32 Alternatively,
oncologists may have incorrectly interpreted SDM as a full
delegation of decisional responsibility to the patient instead
of a shared process.33 Importantly, the OPTION-12 rates
physicians’ efforts to involve patients in decision making,
irrespective of the extent to which patients themselves con-
tribute to the decision. Another plausible explanation for
this apparent discrepancy is that patients may not have
been aware that more than 1 treatment option existed.34

Hence, patients in our study may have felt they were mak-
ing a final decision, even if they were not made aware of
other options than the oncologist’s treatment plan.
Possibly, an association between SDM and trust may be
revealed in samples with more variation in trust or SDM
levels. For example, physicians may increase patients’
awareness of uncertainty when informing patients more
fully about the pros and cons of multiple possible treat-
ment options. This may, in turn, affect patients’ trust. In
addition, results might differ if replicated in other cultures
differing in their approach to authority.35 For example,
patients in the United States may have higher expectations
of their involvement in decision making, leading to reduced
trust if this expectation is not met.

Patients in our study reported stronger trust if oncolo-
gists used the online survival calculator Adjuvant! during
the consultation. The use of Adjuvant! may have helped
oncologists to better explain the clinical reasoning
behind their treatment recommendation to patients and
therefore made them seem more trustworthy to patients.
Physicians have voiced concern that the prognostic infor-
mation from survival calculators is too complex or threa-
tening to share with patients. Our findings suggest that
such worries may be unnecessary. Presenting complex
models and statistics through Adjuvant! may instead
enhance patients’ perception of the oncologists’ medical
competence. It may moreover strengthen patients’
impression that the oncologist does not convey a per-
sonal preference but that the treatment recommenda-
tions are based on scientific knowledge and are likely
shared by the professional community. Use of Adjuvant!
and other similar tools (e.g., PREDICT) may also
strengthen patients’ impression that oncologists provided
honest and complete information. In line with these
hypotheses, both perceived competence and perceived
honesty have been previously found to contribute to
patients’ trust in an oncologist.13 Further research
should substantiate the relationship between physicians’
use of risk prediction models and trust and examine how
this relationship can be explained. The positive relation
between trust and tumor size in this study could be

Table 4 Factors Associated with Patients’ Trust in Their Oncologist in Multivariate Linear Regression

Characteristic B Standard Error P Value

95% Confidence Interval

Lower Bound Upper Bound

Full model
(Constant) 72.4 5.6 — 61.2 83.5
Children (no children [reference]) –2.8 2.9 0.3 –8.5 2.9
Marital status (single [reference]) –1.2 2.2 0.6 –5.7 3.2
Preferred level of involvement in decision making
Patient driven (reference)
Shared \0.1 \0.1 1.0 \0.1 \0.1
Oncologist driven \0.1 \0.1 0.6 \0.1 \0.1
Type of hospital (nonacademic [reference]) –0.8 2.7 0.8 –6.2 4.6
Gender oncologist (female [reference]) –1.9 2.2 0.4 –6.3 2.5
Use of Adjuvant! online (not used [reference]) 4.5 2.2 \0.05 0.1 8.8
Duration of consultation (continuous) \0.1 \0.1 0.3 \0.1 \0.1
Stage (stage 1 [reference]) –5.8 4.7 0.2 –15.1 3.6
Tumor size (smaller than 20 mm [reference]) 8.0 3.8 \0.05 0.5 15.5
Nodal status (node negative [reference]) 3.1 3.3 0.3 –3.5 9.8

Final modela containing only factors with P \ .05
(Constant) 68.6 1.8 — 65.1 72.0
Use of Adjuvant! online (not used [reference]) 4.1 2.0 \0.05 0.2 8.1
Tumor size (smaller than 20 mm [reference]) 4.5 2.0 \0.05 0.6 8.4

aThe final multivariate regression model was based on stepwise regression with backward selection.
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accounted for by vulnerability: patients who had a larger
tumor may have felt a stronger need to trust their oncol-
ogist11 because they felt more vulnerable and dependent.
More substantial research is needed to further establish
the relationship between trust and disease severity.

The degree of SDM in the present study was consistently
low, and it was even lower than levels found in a review of
29 previous studies applying the OPTION-1236 and in a
previous study assessing SDM among breast cancer
patients.8 Oncologists in our study may not have perceived
their consultations as involving a preference-sensitive deci-
sion that requires patient involvement, although most of
them should be considered as such: in the Netherlands, a
minimum benefit of 4% to 5% absolute gain on survival is
the threshold for eligibility for adjuvant therapy.26 Roughly
59% of the patients included in our study fall in the cate-
gory of patients for whom, based on their tumor character-
istics, the expected treatment benefit is modest (on average
less than 10% absolute benefit). Because of the preventive
nature, modest absolute expected benefit, and significant
side effects of these adjuvant treatments, these treatment
decisions qualify as preference sensitive.26,37

Limitations of Our Study

An important limitation of this study was that our mea-
sure of observed SDM, the OPTION-12, only rates the
physician’s actions to involve patients in the decision
making process. Possibly, also taking patients’ actions
and reactions into account would yield more variation in
observed levels of SDM. Many other instruments, some
of them observation based, are available to assess SDM,
but instruments assessing dyadic processes are still lack-
ing.38 A second limitation is that we assessed patients’
preferred role in SDM after the consultation. Potentially,
patients’ preferences would have differed if they had been
asked beforehand, due to post hoc justification: they
may have adapted their reported preferences to how the
consultation turned out. However, the significant pro-
portion of incongruence between patients’ preferred and
perceived role in decision making suggests that post hoc
justification does not fully account for patients’ self-
reported preference in participation.

Finally, in our data, the patient consultations are clus-
tered within medical oncologists. This could bias our
results, as within clusters, the consultations are likely to
be more alike than between clusters. However, between
medical oncologists, no clear patterns were observed
between clusters for the TiOS or OPTION-12 scores.
We, therefore, expect that the effect of clustering on our
findings is not noteworthy.

Conclusion

We found high levels of patient-reported trust in their
oncologist along with an observed lack of SDM, even in
situations where patients preferred higher or lower invol-
vement in decision making than they experienced. This
suggests that a lack of patient involvement does not
negatively affect the oncologist-patient relationship.
However, our findings do not offer definitive indications
regarding this relationship. Given the numerous efforts
to implement SDM in clinical practice, it is reasonable to
expect that physicians will increasingly aim to achieve
SDM with their patients. It is therefore imperative to
further explore how applying SDM in clinical practice
may affect trust and which factors are relevant modera-
tors in this relationship.
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