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Abstract

Background: Shared decision-making (SDM) is an integral part of patient-centered delivery of care. Maximizing the
opportunity of patients to participate in decisions related to their health is an expectation in care delivery nowadays.
The purpose of this study is to explore the perceptions of physicians in regard to SDM in a large private hospital
network in Dubai, United Arab Emirates.

Methods: This study utilized a cross-sectional design, where a survey questionnaire was assembled to capture
quantitative and qualitative data on the perception of physicians in relation to SDM. The survey instrument included
three sections: the first solicited physicians’ personal and professional information, the second entailed a 9-item SDM
Questionnaire (SDM-Q-9), and the third included an open-ended section. Statistical analysis assessed whether the
average SDM-Q-9 score differed significantly by gender, age, years of experience, professional status—generalist versus
specialist, and work location—hospitals versus polyclinics. Non-parametric analysis (two independent variables) with
the Mann-Whitney test was utilized. The qualitative data was thematically analyzed.

Results: Fifty physicians from various specialties participated in this study (25 of each gender—85% response rate).
Although the quantitative data analysis revealed that most physicians (80%) rated themselves quite highly when it
comes to SDM, qualitative analysis underscored a number of barriers that limited the opportunity for SDM. Analysis
identified four themes that influence the acceptability of SDM, namely physician-specific (where the physicians’ extent
of adopting SDM is related to their own belief system and their perception that the presence of evidence negates the
need for SDM), patient-related (e.g., patients’ unwillingness to be involved in decisions concerning their health),
contextual/environmental (e.g., sociocultural impediments), and relational (the information asymmetry and the power
gradient that influence how the physician and patient relate to one another).

Conclusions: SDM and evidence-based management (EBM) are not mutually exclusive. Professional learning and
development programs targeting caregivers should focus on the consolidation of the two perspectives. We encourage
healthcare managers and leaders to translate declared policies into actionable initiatives supporting patient-centered
care. This could be achieved through the dedication of the necessary resources that would enable SDM, and the
development of interventions that are designed both to improve health literacy and to educate patients on their
rights.
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Background
Shared decision-making (SDM) is a cornerstone of
patient-centered delivery of care. It involves a set of in-
teractions between the patient and the healthcare pro-
vider to ensure high-quality decisions in managing
patient care [1]. SDM involves discussing the health
problem with the patient, while presenting medically ap-
propriate treatment options, and in turn, selecting the
best evidence-driven choice, while considering the goals,
preferences, and concerns of the respective patient [1].
Accordingly, patients engaged in SDM are fully informed
throughout the decision-making process and actively
participate in selecting the best possible treatment op-
tion [1, 2].
Studies have shown that SDM improves health out-

comes [3–5], patients’ adherence to treatment [3], and
patient satisfaction with decisions [6] and with the over-
all quality of care [7], while reducing healthcare costs
[3]. SDM can also allow for the adoption of treatments
that better suit the lifestyle and personal preferences of
the patient [8]. Since decision-making in healthcare is
becoming more complex due to the availability of differ-
ent treatment options with possibly varied health out-
comes [9], the adoption of SDM has not only been
encouraged but is also becoming an ethical mandate of
the medical profession [10]. Therefore, enhancing
patient-centered care through the promotion of SDM in
clinical settings is now considered among the top prior-
ities for health managers and policymakers in healthcare
systems around the globe.
Despite the aforementioned advantages of SDM, many

healthcare providers are still minimally engaging patients
in decisions related to their health [2]. This is partly be-
cause it takes time to enable effective negotiation and
communication between the healthcare provider and the
patient [8]. In fact, for some providers, SDM is hard to do
and is often not taught during medical training [11]. Re-
ported barriers to SDM implementation include high
workload, patients’ characteristics, and the clinical situ-
ation [11]. Furthermore, physicians may not support SDM
in situations where less treatment options were available;
guidelines stipulated only one treatment option, in emer-
gency cases; and/or when the patient was unable or un-
willing to participate in decision-making [2].
Favorable attitudes and behaviors toward SDM among

healthcare providers are pivotal for the delivery of
proper and equitable patient-centered care [2]. Reported
facilitators include the healthcare provider’s motivation
and positive effects on the clinical process and the health
outcomes [12].
According to Kon [13], the extent of patient engage-

ment in decision-making can be anywhere on a con-
tinuum that ranges from an evidence-based decision
made by the physician, on his/her own, all the way to a

patient-driven interaction. Sociocultural factors (e.g.,
value system, attitude, norms, age, educational back-
ground, and preferred language) may either facilitate or
inhibit the entailed information exchange [14]. The im-
portance of addressing those sociocultural variables in
order to raise the extent of patient engagement in
decision-making is established in the literature [15, 16].
Although there are several studies that assess the posi-
tioning of clinical encounters on the SDM continuum,
very few capture the physicians’ perspective and most of
them were conducted in the Western world. In order to
increase the adoption of SDM in the Middle East region,
there needs to be a more context-specific understanding
of physicians’ perspective. Accordingly, the purpose of
this study is to explore the perception in relation to
SDM of physicians working in a large private healthcare
delivery network in Dubai, United Arab Emirates (UAE).

Methods
Research design
This study utilized a cross-sectional design, where a sur-
vey questionnaire was assembled to capture quantitative
and qualitative data on the perception of physicians in
relation to SDM. It is worth noting that this study re-
ports on the results of Stage One of a larger research
work examining whether the concordance versus dis-
cordance of gender of the physician and patient affects
the extent of SDM during outpatient clinic consultation.

Context of the study
The study was carried out in Dubai, the largest and most
populous of the seven Emirates of the UAE. Dubai is a
major tourist destination and global hub for trade, in-
dustry, and economy. The population of the city is char-
acteristically diverse, with Dubai hosting more than 200
nationalities from all around the globe [17].
The delivery of healthcare in Dubai is a shared public

and private responsibility. It is estimated that around
70% of the healthcare facilities in Dubai are private and
the remaining 30% are public [18].
This study involved physicians practicing in a large pri-

vate healthcare delivery network (two hospitals, one special-
ized polyclinic, and four multi-specialization polyclinics) in
Dubai. The network, considered among the largest in the
UAE, has a capacity of approximately 1000 inpatient beds
and around 6000 employees. The network offers a full
range of preventive and curative services including primary,
secondary, tertiary, and quaternary [19]. The network’s pro-
viders and patients are as diverse as the city, coming from
various countries and care systems [19].

Ethical and administrative approvals
The study protocol was cleared from four different IRB
boards (details under the “Declarations” section). In
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addition, administrative approval for data collection was
secured from the healthcare provider network under in-
vestigation, and a written informed consent was ob-
tained from each of the participating physicians. All
approvals were secured prior to the commencement of
data collection.

Survey
The survey questionnaire is composed of three sections.
The first section solicits personal and professional data
about the physician (gender, age, nationality, year of ex-
perience since attainment of highest educational degree,
and specialty degree country), as well as information
about the clinic in which the respective physician prac-
tices/operates (type of clinic: hospital-based, polyclinic,
primary healthcare center, and private practice, and spe-
cialty). The second section is based on the validated 9-
item Shared Decision-Making Questionnaire (SDM-Q-9)
[20]. The SDM-Q-9 yields an average score ranging from
1 (indicative of absence of perceived shared decision) to
5 (indicative complete perceived shared decision). The
third section of the questionnaire is composed of an
open-ended question to solicit qualitative data, where
the participant is given unlimited space to provide any
relevant additional comment(s) that comes to their
mind.

Pilot study
The survey was piloted on four, randomly selected phy-
sicians (two female and two male). Prior to the pilot, the
study was meant to be purely deductive, where the phy-
sicians’ perception of the SDM was going to be assessed
in relation to the differing characteristics of the physi-
cians and the clinic in which they operate as the inde-
pendent variables. No changes were made to the
quantitative part of the questionnaire as a result of the
pilot. The open-ended section of the questionnaire, how-
ever, was added since the physicians, who participated in
the pilot, seemed eager to voice their opinion. The re-
searchers agreed that adding a qualitative component
will generate valuable content that is worth inductively
analyzing to develop a better understanding of the rele-
vant aspects of patient experience related to SDM.

Sampling technique
A complete listing of all physicians working in the
healthcare delivery network was acquired. Then, a list of
all physicians meeting the inclusion criteria was gener-
ated. To meet the inclusion criteria, study participants
needed to be licensed to practice in Dubai, providing
care in specialties that serve both genders (obstetrician-
gynecologist, for example, were excluded since they only
serve female patients). The inclusion of physicians who
only serve both genders is by virtue of the design of the

mother study which was mentioned under the “Research
design” section. Pediatricians were also excluded (since
the study is examining SDM in patients and not in legal
guardians). Physicians meeting inclusion criteria were
stratified by gender and specialty.
A total of 25 female and 25 male physicians, who meet

the inclusion criteria, were randomly selected and in-
vited to participate in the study. If physicians were not
available (e.g., were on a vacation) or if they did not
agree to participate, they were replaced by another ran-
domly selected physician of the same gender and spe-
cialty from the list of the remaining physicians, who
meet the inclusion criteria. This process of recruitment
continued until the target sample size of 50 physicians
(25 female and 25 male) was attained.
A total of 59 physicians (31 female and 28 male) were

invited to participate, and 50 responded (85% response
rate). Non-participating physicians were either busy
(schedule, time constraints, and competing priorities),
not interested in research, or not sure the study was an-
onymous (despite reviewing the consent form and get-
ting assurances of the protection of their privacy and
confidentiality).

Data collection and coding
Data collection took place from July 2018 to October
2018. The physicians were interviewed in their respective
clinics by the Field Surveyor, at an agreed upon timing.
Each physician agreeing to participate was requested to
sign a consent form prior to the initiation of data collec-
tion. Questionnaires took an average of around 15 min
to complete.
Each participant was referred to with a code that con-

stitutes a numerical value sandwiched in between two
letters. The first letter is “P”—an abbreviation of the
word “Participant.” The numerical value is unique to
each participant (i.e., 1 to 50), and the last letter is either
“F” or “M” referring to the gender of the participant (fe-
male or male, respectively).

Quantitative data analysis
The quantitative data was analyzed by three researchers
with experience in undertaking quantitative and qualita-
tive research studies. The quantitative analysis was done
using SPSS for Windows version 23.0. Analysis utilized a
non-parametric (two independent variables) Mann-
Whitney test. Significance was set at P value less than
0.05. Analysis assessed whether the average SDM-Q-9
score differed significantly by gender, age (< 50 versus ≥
50), years of experience (< 20 versus ≥ 20), generalist
versus specialist, and hospital versus polyclinic.
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Qualitative data analysis
The qualitative data, retrieved from the open-ended sec-
tion of the questionnaire, was inductively analyzed using
thematic analysis by two researchers. This type of quali-
tative analysis constitutes a systematic way of identifying,
organizing, and offering insights into patterns of mean-
ing (themes) across a dataset [21]. Accordingly, this
method is a way of identifying what is common to the
means by which a topic is referred to, and (more import-
antly) to shed light on the patterns that are relevant to
answering the research question. The reliance on such
data analyses techniques is of added value to the theory
and practice of the subject matter, offering the discipline
a lot of worthwhile insights [22, 23].
The qualitative analysis was initiated by reading the

transcripts for all interviews which led to the emergence
of several themes. The encapsulated data segments
within each of the themes were further investigated to
identify a way to identify sub-themes. Finally, the themes
were thoroughly reflected upon, and different ways by
which these themes relate to one another were

identified, based on our understanding of the context
and of the dynamics in the local healthcare ecosystem.
The researchers also assessed the concordance (vs. dis-
cordance) of the quantitative and qualitative findings.

Results
Study participants
As Table 1 reveals, out of 50 participants, half were fe-
males and the other half were males (as per the research
design); 28 are less than 50 years old. In terms of years
of experience after attainment of last degree, most physi-
cians have a career tenure of less than 20 years (58%).
The majority of the surveyed physicians are specialists
(82%). Most of the respondents were hospital-based (41
physicians—82%); the remaining practice in/operate out
of polyclinics.

Quantitative analysis output
As revealed in Table 2, the study revealed no significant
difference across all independent variables. Most of the

Table 1 Description of the study sample

Characteristic Level Number (%)

Gender Female 25 (50.0)

Male 25 (50.0)

Age (years) < 50 28 (56.0)

> 50 22 (44.0)

Years of experience (after attainment of last degree) < 20 29 (58.0)

> 20 21 (42.0)

Specialty Specialist 41 (82.0)

• Dermatology 1 (2.0)

• Neurosurgery 1 (2.0)

• Plastic surgery 1 (2.0)

• Vascular surgery 1 (2.0)

• Endocrinology 2 (4.0)

• Internal medicine 2 (4.0)

• Nephrology 2 (4.0)

• Neurology 2 (4.0)

• General surgery 3 (6.0)

• Orthopedics 3 (6.0)

• Rheumatology 3 (6.0)

• Ear, nose, and throat 4 (8.0)

• Gastroenterology 5 (10.0)

• Oncology 5 (10.0)

• Ophthalmology 6 (12.0)

Generalist 9 (18.0)

Type of healthcare delivery system Polyclinic 9 (18.0)

Hospital 41 (82.0)

Alameddine et al. Human Resources for Health           (2020) 18:33 Page 4 of 9



physicians (80%) rated themselves quite highly when it
comes to SDM.

Qualitative (thematic) analysis output
The qualitative component of this study identified four
themes of variables that influence the acceptability of
SDM, namely the following:

1. Physician-specific (i.e., attitudes and behaviors)
2. Patient-related
3. Contextual or environmental
4. Relational or interpersonal (e.g., power or

knowledge gradient)

Within the first theme, the two quotations below illus-
trate the perception of physicians who tend to fully en-
gage their patients in decision-making:

P4M: “I assume that the patient wants to be fully
informed and involved in the decision-making and
treatment process.”

P45M: “This is my routine- no decision is made
without the involvement of the patient. Clinical
practice is about patient education and shared deci-
sion making.”

Also belonging to the same theme are the two exam-
ples where the physicians do not engage their patients,
at all, in decision-making. They favor taking the lead, re-
ferring to manuals and other repertoire of evidences and
best practices, and making the decision on behalf of
their patients.

P34F: “In most cases, the decision is up to me. The
patient in turn is requested to adhere to the
treatment regime. I make the decision right upon
undergoing the diagnosis which is based on the
results. In the cases where there are multiple
treatment options, I inform the patient, but I am
always inclined to take the decision that I perceive
as optimal for their specific cases. I do not leave it
up to the patient to decide.”

P3F: “I base my decisions on evidence. I have a
manual that I rely on.”

The second theme identified was “patient-related ante-
cedents.” Under this theme, some physicians explained
that their patients prefer not to be involved in decision-
making related to their health. The patients’ attitude
under this theme is to be blamed for lack of SDM, since
patients are reluctant to take the responsibility. The quo-
tations below highlight the findings under this theme:

P28M: “The patients either cannot take the decision
or do not want to be involved. I rarely come across
a patient who wants to be involved. In some cases,
the patients reach me ‘spaced-out’. They tell me
‘you know better’, ‘please do not involve me’, ‘I am
fed-up’, ‘make the choice that you deem fit’, and
‘take any decision’.”

P29M: “Many patients come to the clinic with the
expectation of getting handled in a parental way,
where the physician makes the decision on behalf of
the patient and in turn bears all the responsibility.
Most patients are expecting the decision to be made
for them, especially patients who are from the Asian
continent.”

P5F: “Patients do not want to be involved in the
decision-making. They prefer that they are told
what to do by the expert.”

The third theme emanating from the thematic analysis
relates to environmental or contextual factors. For ex-
ample, some physicians believe that there is a cultural
norm, in the UAE, where taking the lead reflects that
their patients trust in their credentials and credibility. In
other instances, the physicians claim to minimize the

Table 2 Output of quantitative analysis

Independent variables

Gender Male Female

N 25 25

Median score (IQR) 4.56 (4.22–4.83) 4.44 (4.22–4.83)

P value 0.85

Age < 50 ≥ 50

N 28 22

Median score (IQR) 4.61 (4.25–4.89) 4.56 (4.08–4.69)

P value 0.29

Career tenure < 20 ≥ 20

N 29 21

Median score (IQR) 4.66 (4.22–4.89) 4.44 (4.11–4.72)

P value 0.35

Specialty Generalist Specialist

N 9 41

Median score (IQR) 4.33 (4.11–4.44) 4.66 (4.22–4.89)

P value 0.06

Type of facility Hospital Polyclinic

N 41 9

Median score (IQR) 4.56 (4.22–4.83) 4.44 (4.17–4.83)

P value 0.66
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patients’ involvement because there is only one (or lim-
ited) treatment option(s), and so engaging other parties
would induce confusion and anxiety, complicating the
dynamic as opposed to bettering it. A couple of exem-
plars in that regard are provided below:

P28M: “Involving patients in decision-making is not
part of this culture. It does not work for this system.
Sometimes we take the decision on our own; we do
not even tell the patient that we need to make a
decision.”

P25F: “People in this country are reluctant to learn
and to bear responsibility for their decisions.”

The last theme has to do with how the physician and
patient relate to one another. This theme is relational in
nature where the physicians seem to be bearing the re-
sponsibility of making the decision on behalf of the pa-
tients due to the preconceived roles and responsibility of
both parties. Within this realm, a group of physicians
also highlight that the gradient of power and of creden-
tials and knowledge also influence the situation. The
quotations below illustrate the relational variables under
this theme:

P36F: “There is a moment where the patient might
not completely understand what is best for him/her.
They require that additional push from our side.
This push, when appropriate, gives the patient the
courage that is needed to start the respective
treatment.”

P47F: “There is significant knowledge asymmetry in
the field of medicine. I explain a lot to my patients,
not to worry them, but to increase their level of
awareness. This especially applies when referring to
the pros and cons.”

P23M: “When I am interacting with a lay, non-
medical, and/or non-clinical patient, I prefer not to
open the discussion around treatment options and
personal preferences.”

Discussion
The findings of this study revealed that physicians are
supportive of engaging patients in decisions concerning
their health. In fact, it is already established in the litera-
ture that physicians tend to express positive attitudes to-
ward SDM in clinical practice [2]. However, the
qualitative component of this study showed a variation
of perspectives on how to position scientific evidence
vis-a-vis SDM, and the margin provided to patients in
partaking decisions related to their health. There are

physicians who seem to favor either SDM or evidence-
based medicine (EBM), and that is due to personal and
professional attributes that are physician-specific which
constitutes the first theme of this study’s conceptual
framework. Analysis also identified three additional
themes that, according to surveyed physicians, influence
the degree of SDM (patient-related variables, contextual
variables, and relational variables). The findings of this
study concur with those published previously in regard
to the unwillingness of patient to participate in decision
related to their health (context/culture-specific variable)
[24], their poor adherence to treatment regimens (pa-
tient-specific variable) [25], and their limited insight into
condition or treatment (relational variable) [25, 26].
The group of physicians who believe that they highly

engage their patients in decisions related to their health
report empowering their patients and keeping them well
informed throughout the treatment journey. For this
group of physicians, SDM is somehow aligned with their
personal value system, where for them “to do their job
right” they need for the patient to play an active role
throughout their treatment journey (“sharing is caring”
attitude). Similar findings were reported in the primary
care context [27].
Conversely, the second group of physicians mainly rely

on evidence to reinforce their decisions. They believe
that EBM supersedes SDM, and tend to assume that
those two realms of approaching decision-making may
contradict each other [24]. Those physicians rely more
heavily on practice guidelines and manuals, and afford
their patients narrower margins of SDM. They believe it
is their own responsibility to lead the interaction and ul-
timately make the decisions concerning their patients’
health. This is in alignment with several studies that re-
vealed that physicians tend to reduce their support for
SDM when there is sufficient evidence in favor of one
specific option [9, 28, 29].
In fact, SDM and EBM are not mutually exclusive

[30, 31]. We wish to argue that the crux of patient-
centered care and the optimal engagement of patients
in SDM happen when the two perspectives are effect-
ively consolidated. The essence of good clinical care
stems from the use of evidence-based state-of-the-art
clinical practice guidelines. However, within the
boundaries of those guidelines, there are often several
options that would present a window of opportunity
for patients to participate in decision related to the
care plan that best fits their context, preference,
budget, and lifestyle. Professional learning and devel-
opment programs targeting caregivers should focus on
the consolidation of SDM and EBM [32, 33]. The role
of professional societies includes working collabora-
tively with academic institutions and healthcare insti-
tutions to offer professional development programs to
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physicians and other healthcare providers that would
strike the abovementioned balance.
Moreover, all physicians who highlighted a relatively

weaker support to SDM attributed their attitudes and be-
haviors to variables that are outside their locus of control:
patients’ stances, environment, and interpersonal dynam-
ics. Accordingly, the practice of optimal SDM does not
only require physicians to have conceptual clarity and per-
sonal conviction, it also requires the investment of re-
sources. For example, physicians practicing SDM would
need to spend more time with patients to educate them
on treatment options in a language that the patients and/
or their families understand [34]. Many physicians com-
plain of heavy workloads limiting the time they could
spend with patients to educate them on treatment options.
Other physicians would need to be trained on communi-
cating with patients in a language that minimizes the
health literacy gap and empowers them to participate in
decisions related to their health. The expansion of the care
team to include health educators and experienced nurses
could also decrease the time requirements on physicians
while empowering other care professionals to expand their
scope of practice [35, 36]. We encourage healthcare man-
agers and leaders to “walk the talk” of patient-centered
care, through the dedication of the necessary resources,
making sure the institutional policies and procedures are
consistent with their core values, and clearly communicat-
ing what needs to change in order to enable SDM.
In addition, improvements in the health literacy of the

public through the development of educational interven-
tions and health promotion activities would facilitate in-
formation exchange [37]. We recommend developing
interventions that are designed to both improve health
literacy and to educate patients on their rights (such as
information leaflets and mass media campaigns). Such
interventions can have a positive effect on patients’
knowledge and empowerment and in turn their health
behavior and well-being. The insights that this study of-
fers call for the development of a tool that assesses all
aspects of the consultation (e.g., whether, or not, the en-
vironment is enabling, and the expectations of the pa-
tients) and not solely the attitude and behavior of the
physician. It will be useful to perceive the patient-
physician interaction from a linear information transmis-
sion model [38, 39] or, even better, from a constructivist
communication framework perspective (i.e., models that
consider how meaning is constructed by both initiators
and interpreters rather than simply transmitted) [40, 41].
From that perspective, the patient will be considered as
an interpreter and not solely as an information receiver,
along with factoring in other aspects, for example, ex-
ploring how both parties relate to each other (e.g., lan-
guage barrier or power gradient) and to the environment
(e.g., physical setting and cultural norms).

This study has several shortcomings that are worth
mentioning. First, it cannot be ascertained whether the
physicians who disagreed to participate would have a dif-
ferent perspective than their participating counterparts.
Second, despite assurances of the objectivity of the re-
search team and the confidentiality of collected informa-
tion, there remains a possibility of social desirability bias
where physicians may be inclined to overestimate their
positive views of SDM. This can explain why upon map-
ping the quantitative component onto the qualitative one,
it turned out that a number of physicians who rated them-
selves highly in terms of SDM gave reasons why they do
not engage their patients in decision-making. Hence, in
future studies, it would be important to map the perspec-
tive of the physician with that of their patients in order to
increase the validity of the generated findings. Third, while
the collected information provided interesting perspec-
tives on SDM, the overall small sample size, and limited
representation across the included specialties, may have
not provided the study with the necessary power to detect
significant differences across various independent vari-
ables and among various specialties. It would be worth-
while for future studies to capture the perspective of a
larger sample size, with statistically significant representa-
tion from all the included specialties. Finally, the external
validity of the findings of this study will be specific to the
care network where the investigation took place and to
other similar networks. It is recommended that similar
studies are carried out to investigate the degree and deter-
minants of SDM in other contexts (e.g., public hospitals).

Conclusion
The current study underscored a strong support among
surveyed physicians for patients’ involvement in
decision-making concerning their health. All physicians
who seem less likely to engage in SDM attributed their
attitudes and behaviors to factors that they do not have
control over: patients’ stances, environment, and inter-
personal dynamics. This constitutes a worthwhile oppor-
tunity to support SDM through investing in learning
and development programs and ensuring the availability
of the resources needed to enable SDM—be it through
creating the space for the respective physician to engage
their patients during the time of consultation, or
empowering the patients via better educating them of
their respective medical conditions. Taking such initia-
tives is essential to support the systems of care that as-
pire to become truly centered on patients.

Abbreviations
EBM: Evidence-based management; SDM: Shared decision-making; SDM-Q-
9: 9-item Shared Decision-Making Questionnaire; UAE: United Arab Emirates

Acknowledgements
We would like to acknowledge the Harvard Medical School, Centre for
Global Health Delivery–Dubai for funding the research project, offering two

Alameddine et al. Human Resources for Health           (2020) 18:33 Page 7 of 9



of the authors a professional development opportunity in scientific writing,
along with providing research advising whenever needed throughout the
research project.
In addition, we would like to extend gratitude to the private hospital
network in Dubai, United Arab Emirates, where the project was conducting,
and all the physicians whose approvals to participate made this project
happen. The support nurses of the respective physicians were also of great
support in terms of organizing for holding the interviews.

Authors’ contributions
MA conceptualized the study, supervised the data collection and analysis
activities, and contributed to preparing the first draft of the manuscript. RA
co-supervised the study, and contributed to the analysis of data and to the
write-up of the manuscript. FO supervised and carried out the data collection
activities, was a major contributor to data analysis, and contributed to the
write-up of the first draft of the manuscript. AAA conceptualized the study
and supported the application for funding, supported the supervision of field
work, and contributed to the write-up of the manuscript. The authors read
and approved the final manuscript.

Funding
This research was funded by the Harvard Medical School, Centre for Global
Health Delivery–Dubai.

Availability of data and materials
As per the IRB stipulations, the datasets used and/or analyzed during the
current study are available from the lead authors on reasonable request.

Ethics approval and consent to participate
The study protocol was reviewed and approved sequentially by four
International Review Boards: Partners Human Research Committee,
Mohammed Bin Rashid University of Medicine and Health Sciences-IRB,
Dubai Healthcare City Authority-Regulatory Ethics Review Committee, and
Dubai Health Authority. Furthermore, administrative approval was secured
from the central administration of the private healthcare provider group, and
a written informed consent was obtained from each of the participating
physicians. All approvals were secured prior to the commencement of data
collection.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Department of Health Management and Policy, Faculty of Health Sciences,
American University of Beirut, Beirut, Lebanon. 2College of Medicine,
Mohammed Bin Rashid University of Medicine and Health Sciences, P.O. Box
505055, Dubai, United Arab Emirates. 3Strategy and Institutional Excellence,
Mohammed Bin Rashid University of Medicine and Health Sciences, Dubai,
United Arab Emirates.

Received: 11 September 2019 Accepted: 24 April 2020

References
1. Sepucha KR, Scholl I. Measuring shared decision making: a review of

constructs, measures, and opportunities for cardiovascular care. Circulation.
2014;7(4):620–6.

2. Pollard S, Bansback N, Bryan S. Physician attitudes toward shared decision
making: a systematic review. Patient Educ Couns. 2015;98(9):1046–57.

3. Baars JE, Markus T, Kuipers EJ, Van Der Woude CJ. Patients’ preferences
regarding shared decision-making in the treatment of inflammatory bowel
disease: results from a patient-empowerment study. Digestion. 2010;81(2):
113–9.

4. Joosten EA, DeFuentes-Merillas L, De Weert GH, Sensky T, Van Der Staak CP,
de Jong CA. Systematic review of the effects of shared decision-making on
patient satisfaction, treatment adherence and health status. Psychother
Psychosom. 2008;77(4):219–26.

5. Stewart MA. Effective physician-patient communication and health
outcomes: a review. CMAJ. 1995;152(9):1423.

6. Glass KE, Wills CE, Holloman C, Olson J, Hechmer C, Miller CK, Duchemin
AM. Shared decision making and other variables as correlates of satisfaction
with health care decisions in a United States national survey. Patient Educ
Couns. 2012;88(1):100–5.

7. Loh A, Simon D, Wills CE, Kriston L, Niebling W, Härter M. The effects of a
shared decision-making intervention in primary care of depression: a
cluster-randomized controlled trial. Patient Educ Couns. 2007;67(3):324–32.

8. McMillan SS, Kendall E, Sav A, King MA, Whitty JA, Kelly F, Wheeler AJ.
Patient-centered approaches to health care: a systematic review of
randomized controlled trials. Med Care Res Rev. 2013;70(6):567–96.

9. Beaver K, Craven O, Witham G, Tomlinson M, Susnerwala S, Jones D, Luker
KA. Patient participation in decision making views of health professionals
caring for people with colorectal cancer. J Clin Nurs. 2007;16(4):725–33.

10. Elwyn G, Edwards A, Hood K, Robling M, Atwell C, Russell I, Wensing M, Grol
RP. Achieving involvement: process outcomes from a cluster randomized
trial of shared decision-making skill development and use of risk
communication aids in general practice. Fam Pract. 2004;21(4):337–46.

11. Godolphin W. Shared decision-making. Healthc Q. 2009;12(12 Spec No
Patient): e186-e190.

12. Légaré F, Ratté S, Gravel K, Graham ID. Barriers and facilitators to
implementing shared decision-making in clinical practice: update of a
systematic review of health professionals’ perceptions. Patient Educ Couns.
2008;73(3):526–35.

13. Kon AA. The shared decision-making continuum. Jama. 2010;304(8):903–4.
14. Charles C, Gafni A, Whelan T, O’Brien MA. Cultural influences on the

physician–patient encounter: the case of shared treatment decision-making.
Patient Educ Couns. 2006;63(3):262–7.

15. Alden DL, Friend J, Schapira M, Stiggelbout A. Cultural targeting and
tailoring of shared decision-making technology: a theoretical framework for
improving the effectiveness of patient decision aids in culturally diverse
groups. Soc Sci Med. 2014;105:1–8.

16. Suurmond J, Seeleman C. Shared decision-making in an intercultural
context: barriers in the interaction between physicians and immigrant
patients. Patient Educ Couns. 2006;60(2):253–9.

17. Dha.gov.ae. (2020). [online] Available at: https://www.dha.gov.ae/Asset%2
0Library/27012019/eng.pdf. Accessed 12 Feb 2020.

18. Isahd.ae. (2020). [online] Available at: http://www.isahd.ae/content/docs/4
th%20Report%20-%20HASD%202013-2014.pdf. Accessed 12 Feb 2020.

19. Mediclinic.ae. (2020). About Mediclinic Middle East. [online] Available at:
https://www.mediclinic.ae/en/corporate/about-mediclinic-middle-east.html.
Accessed 12 Feb 2020.

20. Kriston L, Scholl I, Hölzel L, Simon D, Loh A, Härter M. The 9-item Shared
Decision-Making Questionnaire (SDM-Q-9). Development and psychometric
properties in a primary care sample. Patient Educ Couns. 2010;80(1):94–9.

21. Braun V, Clarke V, Hayfield N, Terry G. Thematic analysis. Handbook Res
Methods Health Soc Sci. 2018:1–8.

22. Esmaeili M, Cheraghi MA, Salsali M. Barriers to patient-centered care: a
thematic analysis study. Int J Nurs Knowl. 2014;25(1):2–8.

23. Smith J, Bekker H, Cheater F. Theoretical versus pragmatic design in
qualitative research. Nurs Res. 2011;18(2):39–51.

24. Jaakkola E. Physicians’ views on the influence of patient participation on
treatment decisions-an explorative study. Health Serv Manag Res Off J
Assoc Univ Programs Health Adm HSMC AUPHA. 2007;20:174–82.

25. Hamann J, Mendel R, Cohen R, Heres S, Ziegler M, Bühner M, et al.
Psychiatrists’use of shared decision making in the treatment of
schizophrenia: patient characteristics and decision topics. Psychiatr Serv.
2009;60:1107–12.

26. Zeuner R, Frosch DL, Kuzemchak MD, Politi MC. Physicians’ perceptions of
shared decision-making behaviors: a qualitative study demonstrating the
continued chasm between aspirations and clinical practice. Health Expect.
2014; n/a–n/a.

27. Watson DB, Thomson R, Murtagh M. Professional-centered shared decision
making: patient decision aids in practice in primary care. BMC Health Serv
Res. 2008;8:5.

28. Boivin A, Legare F, Gagnon MP. Competing norms: Canadian rural family
physicians’ perceptions of clinical practice guidelines and shared
decisionmaking. J Health Serv Res Policy. 2008;13:79–84.

29. Matlock DD, Nowels CT, Masoudi FA, Sauer WH, Bekelman DB, Main DS,
et al. Patient and cardiologist perceptions on decision making for

Alameddine et al. Human Resources for Health           (2020) 18:33 Page 8 of 9

https://www.dha.gov.ae/Asset%20Library/27012019/eng.pdf
https://www.dha.gov.ae/Asset%20Library/27012019/eng.pdf
http://www.isahd.ae/content/docs/4th%20Report%20-%20HASD%202013-2014.pdf
http://www.isahd.ae/content/docs/4th%20Report%20-%20HASD%202013-2014.pdf
https://www.mediclinic.ae/en/corporate/about-mediclinic-middle-east.html


implantable cardioverter-defibrillators: a qualitative study. Pacing Clin
Electrophysiol. 2011.

30. Barratt A. Evidence based medicine and shared decision making: the
challenge of getting both evidence and preferences into health care.
Patient Educ Couns. 2008;73(3):407–12.

31. 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.

32. Markakis KM, Beckman HB, Suchman AL, Frankel RM. The path of
professionalism: cultivating humanistic values and attitudes in residency
training. Acad Med. 2000;75(2):141–9.

33. Weiner JS, Cole SA. ACare: a communication training program for shared
decision making along a life-limiting illness. Palliat Support Care. 2004;2(3):
231–41.

34. Holmes-Rovner M, Valade D, Orlowski C, Draus C, Nabozny-Valerio B, Keiser
S. Implementing shared decision-making in routine practice: barriers and
opportunities. Health Expect. 2000;3(3):182–91.

35. Bodenheimer TS, Smith MD. Primary care: proposed solutions to the
physician shortage without training more physicians. Health Aff. 2013;32(11):
1881–6.

36. Schuetz B, Mann E, Everett W. Educating health professionals collaboratively
for team-based primary care. Health Aff. 2010;29(8):1476–80.

37. Edwards M, Davies M, Edwards A. What are the external influences on
information exchange and shared decision-making in healthcare
consultations: a meta-synthesis of the literature. Patient Educ Couns. 2009;
75(1):37–52.

38. Al-Fedaghi S. A conceptual foundation for the Shannon-Weaver model of
communication. Int J Soft Comput. 2012;7(1):12–9.

39. Chandler D. The transmission model of communication. Univ Western Austr
Retrieved. 1994;6:2014.

40. Flensburg P. An enhanced communication model. Int J Digital Account Res.
2009;9(15):31–43.

41. Maier AM, Eckert CM, Clarkson PJ. A meta-model for communication in
engineering design. CoDesign. 2005;1(4):243–54.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Alameddine et al. Human Resources for Health           (2020) 18:33 Page 9 of 9


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Research design
	Context of the study
	Ethical and administrative approvals
	Survey
	Pilot study
	Sampling technique
	Data collection and coding
	Quantitative data analysis
	Qualitative data analysis

	Results
	Study participants
	Quantitative analysis output
	Qualitative (thematic) analysis output

	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

