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Objectives: To determine preferences of patients

regarding their involvement in the clinical decision
making process and the related factors in Saudi Arabia.

Methods: This cross-sectional study was conducted in a

major family practice center in King Abdulaziz Medical
City, Riyadh, SaudiArabia, between Marchand May 2012.
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Multivariate multinomial regression models were fitted
to identify factors associated with patients preferences.

Results: The study included 236 participants. The most
preferred decision-making style was shared decision-
making (57%), followed by paternalistic (28%), and
informed consumerism (14%). The preference for shared
clinical decision making was significantly higher among
male patients and those with higher level of education,
whereas paternalism was significantly higher among
older patients and those with chronic health conditions,
and consumerism was significantly higher in younger age
groups. In multivariate multinomial regression analysis,
compared with the shared group, the consumerism group
were more likely to be female [adjusted odds ratio (AOR)
=2.87,95% confidence interval [CI] 1.31-6.27, p=0.008]
and non-dyslipidemic (AOR=2.90, 95% CI: 1.03-8.09,
=0.04), and the paternalism group were more likely to
be older (AOR=1.03, 95% CI: 1.01-1.05, p=0.04), and
female (AOR=2.47, 95% CI: 1.32-4.06, p=0.008).

Conclusion: Preferences of patients for involvement
in the clinical decision-making varied considerably.
In our setting, underlying factors that influence these
preferences identified in this study should be considered
and tailored individually to achieve optimal treatment
outcomes.
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Patients and physicians assume different and varying
roles in the medical consultation process. This could
determine the extent of involvement of the patient and
the physicians in the clinical decision making processand
patient care management. In one extreme, the physician
assumes the responsibility of the clinical decision with
no or very little joint deliberation with the patient.
This is known as the “paternalistic” approach.” In the
other extreme, the informed medical decision approach
means that the clinical decision is made by patients
and potential others, including family members, after
obtaining all needed medical information that could
enable the patient to make on appropriate decision.
This is known as the “consumerism” approach to clinical
decision-making.>* Shared decision making is probably
at the center of this spectrum, in which patients and
physicians exchange information, discuss the details
of the medical problems, explore available treatment
options, and conclude together an agreed treatment
plan.’ The provision of health care that is consistent with
the preferences of patients may improve the patients’
satisfaction and health outcomes.®” The practice of
shared clinical decision-making was encouraged as it
respects patients autonomy, values, and commitment
to the agreed health plan and continuity of care.® The
relevant literature shows that most patients prefer to
be offered information on their medical conditions,
available options of treatment, and future plan of
care."® However, the extent of the involvement of
patients in the process of decision making is variable
and influenced by issues related to the patients
status of their illnesses, and types of decisions under
consideration.'®"  Patients of younger age, women,
and with higher levels of education have been found
to prefer an active role and to share this process. In
addition, preferences of patients may change with time
and different stages of the sickness.'"'? The complexity
of this process is further compounded by the fact that
patient views and attitudes towards involvement in
medical decision making are influenced significantly
by certain underlying cultural aspects. This necessitates
a sensitive and individual approach for each patient.”
This study aims to explore preferences of patients from
Saudi Arabia regarding their involvement in medical
decision making, and to explore factors that may affect
these preferences.

Disclosure. Authors have no conflict of interests, and the
work was not supported or funded by any drug company.

Methods. This cross-sectional study was conducted
in a major family practice center in King Abdulaziz
Medical City, Riyadh, Saudi Arabia between March and
May 2012. This family practice center provides highly
accessible and comprehensive medical care to all eligible
patients and their families. Most patients with acute
and chronic problems receive their medical treatment in
this center, and if needed will be referred for diagnostic
and therapeutic services to the affiliated secondary and
tertiary care services. This is a well-equipped and staffed
busy health care center that serves 1200 patients daily.
Adult Saudi patients presented to this center, either as
walk-in, or with prior appointments, were invited to
participate in this study. After the end of their visit,
patients that consented to participate in the study
were requested to complete a structured questionnaire
designed to address the objectives of the study. The
questionnaire was written in Arabic.

The questionnaire. The questionnaire consisted of
3 main parts; demographic characteristics, presence
and details of chronic diseases, and questions related to
preferences for involvement in clinical decision making.
The options for decision making were presented to
patients as follows: “If you have obtained all needed
information related to the available treatment options
on your medical problems, who do you prefer to take the
final decision on your treatment?” Patients were given
many responses that were grouped into 3 options: 1) The
final decision will be taken by me, or my family without
involvement of the physician. 2) The final decision will
be left to the physician only, and 3) The decision will
be taken, after discussion and agreement, jointly by me
and my physician. If the patient indicated a preference
for the first option of making the decision by him/her
alone, or with the help of family members and without
the involvement of a physician, then this was labeled as
the informed “consumerist” style of decision making.
The second option indicates the “paternalistic” style.
The third option was labeled “shared decision making”
in which the patients prefers to involve the physician
in the management process either alone, or along with
other family members.

To ensure content validity of the questionnaire,
it was constructed by utilizing available published
data.**’ The content of the questionnaire was further
discussed and reviewed by a group of family medicine
consultants. This was followed by a pilot study to further
check the validity and clarity of the questionnaire. The
study proposal was reviewed and approved by the Ethics
Committee of King Abdullah International Research
Center, King Saud bin Abdulaziz University for Health
Sciences, Riyadh, Saudi Arabia.
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Statistical analysis. Data was summarized as
proportions or medians, and compared using the
chi-squared test or Mann-Whitney test. Multinomial
regression models were fitted to identify variables
associated with preferences of patients regarding their
involvement in the clinical decision process. In these
models, the “shared decision” was modelled as the
referent group. The factors modeled as explanatory
variables in these models included sociodemographic
and baseline clinical characteristics of the participants.
The final multinomial multivariate model included
variables found significant in univariate models.
Strength of association was expressed as an odds ratio
(OR) with a 95% confidence interval (CI) and tested
for significance using the Wald test. All tests were
2-sided and a p<0.05 was considered significant. Data
was coded, entered, and analyzed using the Statistical
Package for Social Sciences (IBM SPSS version 20, New
York, USA).

Results. Characteristics of the participants. The
total number of participants was 236 with a mean
(+SD) age of 43 years (145 males and 91 females).
Most of the participants (81%) were married and 62%
had formal level of education ranging from elementary
to high school education (Table 1). Sixty-five percent of
the participants indicated having chronic diseases, with
41% diagnosed with dyslipidemia, 38% with diabetes
mellitus, 31% with hypertension (31%), and 18% with
bronchial asthma.

Preference for participation in decision-making.
Approximately 57% of the participants preferred shared
decision making with their physicians, 28% preferred
the paternalistic approach, and 14% of patients
preferred the informed consumerism approach, Table 1.

The following characteristics were shown to be
significantly associated with increased preference for
shared clinical decision making: being male, and with
a higher level of education. The second preferred
approach by patient was the paternalistic approach,
which indicates a rather passive role in the decision
making process.

In multivariate multinomial regression analysis,
compared with the shared group, the consumerism
group were more likely to be female (adjusted odds ratio
[AOR]=2.87, 95% CI 1.31-6.27, p=0.008) and non-
dyslipidemic (AOR=2.90, 95% CI: 1.03-8.09, p=0.04),
and the paternalism group were more likely to be older
(AOR=1.03, 95% CI: 1.01-1.05, p=0.04), and females
(AOR=2.47, 95% CI: 1.32-4.006, p=0.008), Table 2.
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Discussion. This study demonstrated that shared
decision-making was the most preferred style followed
by the paternalistic approach, and the least preferred was
the consumerist approach. These findings are consistent
with the preferred styles reported in a Japanese study’
found that most of the patients (71%) preferred the
collaborative approach of decision-making, 17%
preferred a passive role, and 12% preferred an active
role in the decision-making process. Previous studies®
from western societies reported the order of preference
among western patients as follows: shared decision
making, consumerist, and paternalistic approach. This
indicates that Saudi patients generally have a positive
attitude towards active involvement in the process of
shared decision-making. However, the consumerist
style, with a more active role, was more common
among western societies as compared with findings
in the present study, and other eastern communities
tend to rely on the physician’s decision-making process
compared with patients from western societies.

In this study, the preference of shared style in the
clinical decision-making process was found to be higher
in male patients, and in those with higher levels of
education. These factors were consistently identified
in other studies.*®!"" The multinomial multivariate
regression model used in this study demonstrates that,
compared with the shared group, the consumerism
group were more likely to be females and non-
dyslipidemic patients. In addition, a less active role in
the decision-making process is preferred by females as
well as older patients. This study demonstrated that
females could prefer different roles, active and passive,
in the clinical decision making process. The preference
of active roles of females was demonstrated mainly in
previous studies>'! in western societies. The preference
of a less active role among female participants in this
study could be related to cultural and social factors. The
discrepancy in these views should be explored by further
studies. Previous studies' confirmed that preference of
the paternalistic styles by patients increases with age.
In this study, patients with dyslipidemia had a 3-fold
increase in the likelihood of preferring a collaborative,
shared style more than the active, and consumeristic
approach. Further analysis of patients with dyslipidemia
demonstrated that of the 97 dyslipidemic patients, 53
(54.6%) preferred to share decisions with the doctor,
6 (6.2%) were consumeristic, and 38 (39.2%) were
paternalistic. Most patients were older (66%), 60%
were males, and virtually all of them (100%) were found
to have one or more other chronic medical disease in
addition to the dyslipidemia. These findings highlight

the previously reported studies'*" that certain categories
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Table 1 - Socio-demographic and clinical characteristics of the 3 groups of patients (N=236).

Characteristic Informed Shared decision ~ Paternalism P-value
consumerism making (n=67)
(n=34) (n=135)
Age, median (IQR) 35 (22.8-45.8) 38 (28-52) 50 (38-62) 0.001
Gender
Male 16 (47.1) 96 (71.1) 33 (49.3) 0.002
Female 18 (52.9) 39 (28.9) 34 (50.7)
Marital status
Married 27 (97.4) 114 (84.4) 49 (73.1) 0.159
Unmarried 7 (20.6) 21 (15.6) 18 (26.9)
Education level
Non-formal 10 (29.4) 24 (17.8) 28 (41.8) 0.004
Elementary - High School 21 (61.8) 89 (65.9) 35 (52.2)
Tertiary 3 (8.8) 22 (16.3) 4 (6.0)
Any chronic disease
Yes 20 (58.8) 80 (59.3) 54 (80.6) 0.008
No 14 (41.2) 55 (40.7) 13 (19.4)
Diabetes
Yes 11 (32.4) 45 (33.3) 33 (49.3) 0.07
No 23 (67.6) 90 (66.7) 34 (50.7)
Hypertension
Yes 12 (35.3) 34 (25.2) 27 (40.3) 0.076
No 22 (64.7) 101 (74.8) 40 (59.7)
Lipidemia
Yes 6 (17.6) 53 (39.3) 38 (56.7) 0.001
No 28 (82.4) 82 (60.7) 29 (43.3)
Asthma
Yes 9 (26.5) 21 (15.6) 12 (17.9) 0.33
No 25 (73.5) 114 (84.4) 55 (82.1)

Data are expressed as number and percentage (%) unless otherwise specified, IQR -
interquartile range, P-value: ” test.

Table 2 - Univariate and multivariate multinomial regression analysis for factors associated with
preferences of patients regarding their involvement in the clinical decision making

process.
Factor Consumerism versus Paternalism versus
shared group* shared group*
OR (95% CI) P-value OR (95% CI) P-value’

Age 0.94 (0.97-1.02) 0.706 1.03 (1.01-1.05) 0.008
Gender

Male 1 0.008 1 0.005

Female 2.87 (1.31-6.27) 2.47 (1.32-4.60)
Dyslipidemia

Yes 1 0.04 1 0.35

No 2.90 (1.04-8.09) 0.73 (0.37-1.41)

*shared group is the baseline comparator. OR - odds ratio, CI - confidence interval,
"Wald test

of patients, such as the elderly and those with chronic
conditions tend to prefer a passive and paternalistic style
in the decision-making process. This view is even more
evident in patients with serious and life threatening
medical conditions, such as cancer.'”” Physicians
related factors, such as age, experience, values, and
communication styles were shown to contribute to the

extent of patients’ preference and involvement in the
decision-making process.”!"'¢ Shared decision-making
is significantly influenced by the values and culture
of both patients and physicians.”> Many barriers were
reported that compromise patients” involvement in this
process including; values and expectations of physicians
and patients, communication, and linguistic barriers."
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Study  limitations. 'The patients views on
participation in shared decision-making were obtained
from one family practice center in this study. However,
multicenter studies are required to confirm and
generalize these findings. In addition, this study reported
the preference of patients regarding their involvement
in shared decision making in general rather than their
actual experiences.

In conclusion, this study showed that Saudi
patients generally have a positive attitude toward
active participation in the clinical decision process.
Their preferences were significantly influenced by
sociodemographic and disease factors. The noted
difference in the clinical decision-making styles with
different culture should be recognized and appreciated
in order to ensure patients involvement that is
consistent to their values for best outcomes. Further
multicenter studies are recommended to evaluate the
actual involvement of patients in the process of shared
decision making in different clinical settings and with
varying level of disease seriousness especially with life-
threatening and terminal illnesses. The effect of other
contributing factors such as physicians’ characteristics
and attitude should be evaluated as well. In addition,
further qualitative studies are recommended to obtain a
better understanding of patients’ preferences and their
actual involvement in the process of shared clinical
decision.
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