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Objective This study investigates general practitionersÕ (GPs) and
patientsÕ attitudes to shared decision making, and how these
attitudes aﬀect patient satisfaction.

Background Sharing of information and decisions in the consultation is largely accepted as the ideal in general practice. Studies show
that most patients prefer to be involved in decision making and
shared decision making is associated with patient satisfaction,
although preferences vary. Still we know little about how the
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interaction of GP and patientsÕ attitudes aﬀects patient satisfaction.
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One such study was conducted in the USA, but comparative studies
Keywords: doctor–patient congruence,
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patient satisfaction, shared decision
making

Design Questionnaire survey distributed through GPs.
Setting and participants The results are based on the combined
questionnaires of 41 GPs and 829 of their patients in the urban
municipality of Bergen in the western part of Norway.
Main variables studied The data were collected using a nine-item
survey instrument constructed to measure attitudes towards patient
involvement in medical consultations. The patients were also asked
to rate their satisfaction with their GP.
Results and conclusions The patients had a strong preference for
shared decision making. The GPs also generally preferred shared
decision making, but to a lesser degree than the patients, which is the
opposite of the ﬁndings of the US study. There was a positive eﬀect
of the GP’s attitude towards shared decision making on patient
satisfaction, but no signiﬁcant eﬀect of congruence of attitudes
between patient and GP on patient satisfaction. The suggested
explanation is that GPs that are positive to sharing decisions are
more responsive to patientsÕ needs and therefore satisfy patients even
when the patient’s attitude diﬀers from the GPsÕ attitude. Hence,
although some patients do prefer a passive role, it is important to
promote positive attitudes towards patient involvement in medical
consultations.
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Introduction
The relationship between doctor and patient is
in many ways the very core of the health-care
system, and doctor–patient interaction remains
a central focus of the study of health systems in a
range of disciplines–health economics, medical
anthropology, sociology and medical science.1,2
Over recent decades there has been a steady
development towards greater patient involvement in medical decision making, and the sharing of decisions between doctor and patient is
perhaps the subject that has received most
attention in the literature on the doctor–patient
relationship.3 The belief that patients are entitled
to be informed and have a say in decisions
concerning their own medical care is now the
prevailing view among patientsÕ organizations
and the medical profession.4–7 Many countries
(among them the USA, UK and Norway) have
passed legislation to ensure the patient’s right to
be involved in decisions regarding their own
health.
Several studies of patientsÕ stated preferences
report that patients in general would like to be
informed and involved in the decision-making
process.8,9 Although most patients prefer a
participatory role in clinical decision making,
patientsÕ preferences vary according to age,
gender, educational level and severity of the
disease. It is worth noting that a minority seems
to prefer a passive role in the consultation.4,10 A
variation in attitudes has also been reported for
GPs.11–13 However comparative studies in this
ﬁeld are scarce, and there is little knowledge
about how preferences vary across regions and
diﬀerent health care systems.
Various studies conclude that a consultation
style involving patients in the decision-making
process enhances patient satisfaction.4,12,14–18
and there are also some indications that patients
who play an active part in consultations have
better health outcomes.19–23 Also a few studies
have investigated how patient preferences for
consultation style aﬀect patient satisfaction, and
their conclusions diﬀer.4 This might be due to
ambiguities relating to the meaning of the con-

cepts and diﬃculties in ﬁnding valid measures of
attitudes.24
There is a lack of studies simultaneously
exploring patientsÕ and doctorsÕ preferences for
patient involvement in medical decision making,
and we have only been able to locate a few such
studies conducted by Krupat et al. in the
USA.10,12,25,26 The authors developed a questionnaire for assessing and comparing doctorsÕ
and patientsÕ preferences for sharing decisions
and used it to investigate patientsÕ and doctorsÕ
orientations and how congruence in orientations
related to patient satisfaction. The results conﬁrmed that the majority of both GPs and patients
prefer shared decision making, GPs even more
than patients. The study concluded that both GP
attitudes in favour of patient involvement and
congruence in attitudes between GP and patients
promote patient satisfaction, but GP attitudes
seemed to be most decisive.
The overall aim of this paper is to investigate
how ﬁt in attitudes between GP and patient
aﬀects patient satisfaction. Comparative to the
US study, we measure preferences of doctors
and patients for patient involvement in a Scandinavian setting, study predictors of patientsÕ
attitudes and investigate the relation between
attitudes and patient satisfaction. In particular,
we aimed to ﬁnd out whether doctors that
favour patient involvement generate satisﬁed
patients and whether a doctor–patient ﬁt in
attitudes is associated with satisﬁed patients.

Data and methods
Respondents and sample
The study draws on survey data from two
sources: one questionnaire completed by GPs
and a second by their patients. In June 2004 a
letter of invitation was sent to all GPs in Bergen
(n ¼ 181), a statistically average urban municipality in western Norway. They were asked to
distribute the patient questionnaire consecutively to 50 consulting patients excluding children, as well as to complete a questionnaire of
their own. The decision to recruit patients
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through their GPs instead of using direct mail
was based on ethical considerations and on the
expectation that this would increase the chances
of an adequate response rate. A reminder was
sent to the GPs after 3 weeks. The GPs distributed the questionnaire during summer/autumn
2004. To ensure complete anonymity, doctors
and patients were linked by corresponding
numbers, but no record was kept linking doctorsÕ names with their numbers. A total of 181
GPs were contacted and 56 (31%) volunteered
to contribute by asking their patients to participate. Of these, 15 did not return their own
questionnaire, which means that for the purpose

of combining GPsÕ answers with patientsÕ
answers we have 41 GPs. Because of the considerations of anonymity, we were not able to
track which GPs didn’t return their own questionnaire (Fig. 1).
Operationalizing attitudes to shared decision
making
We used the Patient–Practitioner Orientation
Scale (PPOS) for measuring preferences for
shared decision making. The PPOS is a six-point
Likert-scale questionnaire developed by Krupat
et al.,12,26 where patients and doctors assess

GPs
181
125
No response

15 GPs
Did not return
own survey

Invited

56
Agreed to
distribute to 50
patients each

41
Sample used in
analysis

Patients

2800
Maximum number
surveys distributed

1268
Completed
surveys

1261
Total patient
sample

1055
Sample usable for
matching

829
Working sample

1532
Surveys not
returned

7
Excluded (too
young,
inconsistent)

206
Excluded (missing
corresponding GP
survey)

226
Excluded (missing
scores, PPOS or
other)

Figure 1 Flow diagram of general practitioners and patient participants.
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identical statements on the roles of the doctor
and patient in the consultation, where the
highest score (¼6) reﬂects preference for sharing inﬂuence. The statements express diﬀerent
aspects of inﬂuence on the decision-making
process, such as the degree of patient participation in acquiring information (Appendix 1).
Both the doctorsÕ and patientsÕ questionnaires
included background questions on demographic
characteristics such as age, gender, educational
level (patients) and years of professional
experience (GPs). Additionally, GPs were asked
to give some basic information on the practice
such as number of patients on the list and satisfaction with list length. Patients were asked
about the relationship with the doctor they had
consulted (for example whether they had chosen
this doctor as their regular GP). The patients
were also asked to rate their overall satisfaction
with the doctor by indicating a number to
answer the following question: ÔOn a scale from
one to six, where one means not satisﬁed and six
means very satisﬁed; how satisﬁed are your with
the doctor you visited today’?
Data analysis
We used the software Stata 8.0 (STATA
Corporation, College Station, Texas, USA) to
analyse the data. In addition to presenting descriptive statistics, we used logistic regression
analysis to test our patient satisfaction hypothesis A dichotomous variable distinguished
those who were very satisﬁed (giving the top
score on this item in the survey) from those who
gave any other response. As educational level
has three values, we included dummy variables
for two educational levels (upper secondary and
college). We adjusted for potential clustering
eﬀects as many patients share the same GP.
In addition we estimated a linear regression to
investigate predictors of patient Ôsharing scoreÕ.
The Ôsharing scoreÕ was generated as a mean of
the scores of all the PPOS items except item 6.
We excluded this item from the analysis because
of the extent of missing data (181 ¼ 14%).
As the PPOS instrument is identical for doctors and patients, it is possible to construct a

diﬀerence score as a measure of the ﬁt between
doctor and patients. The score was constructed
as the absolute value of the diﬀerence of the GP
sharing score and the patient sharing score. The
diﬀerence score was tested as predictor of
patient satisfaction in the logistic regression
model.

Results
A total of 1268 patients responded (45%) The
patient response rate varied by doctor from 2%
to 76%*. From this sample we eliminated
respondents that were younger than 16 years
and those who seemed inconsistent or unreasonable (e.g. choosing the ﬁrst alternative on all
the questions). This resulted in a total sample of
1261 patients. In addition, we chose to exclude
respondents who had a missing value for one of
the items used in the empirical analysis. We thus
had a working sample of 829 patients (Fig. 1).
Sample proﬁles
The GP sample is presented in Table 1. As this is
a small and not necessarily representative sample, we have included national statistics for the
population of GPs in Bergen and for all Norwegian GPs to illustrate the representativeness
of the sample. As can be seen from Table 1, the
sample hardly diﬀers from the general population of Norwegian GPs in mean age (47.2 and
46.3 respectively), proportion of male GPs (66%
vs. 70%) or number of list patients (1161 vs.
1199). Compared with the population of Bergen
GPs, our sample is similar in respect to gender
(66% vs. 68% males) but has somewhat shorter
lists (1161 vs. 1329). Twenty per cent of the GPs
in our sample would prefer more patients on
their lists (longer patient list), while another
recent Bergen study ﬁnds that 21% of Bergen
GPs prefer longer lists.27 The mean GP sharing
*Some physicians had very few responding patients, which
we interpret as a sign that the physician had withdrawn from
the study, as it is unlikely that the response rate was so low.
This interpretation is supported by the fact that the distribution of the response rate is skewed: the mean response rate
is 22.64 and the median response rate is 25.
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Variable
GP age (mean ± SD)
Gender (% male GPs)
Listlength (mean ± SD)
GPs in the practice
(mean ± SD)
Prefer longer list (%)
1
2

Sample
(n ¼ 41)

GP population in
Norway1 (n ¼ 3767)

GP population in
Bergen (n ¼ 181)

47.2 ± 7.8
66
1161 ± 411
3.6 ± 1.6

46.3
70
1199

45.6
68
1329

212

20

Data from the National Insurance Administration
Data from Hetlevik & Hunskar (2004) 27

36

and Taraldset (2003).

score is 4.31 (min. value ¼ 3.25; max. value ¼
5.25; SD ¼ 0.46), and the mean values for
female and male GPs are 4.41 (min. value ¼ 3.5;
max. value ¼ 5.25; SD ¼ 0.47), and 4.26 (min.
value ¼ 3.25; max. value ¼ 5; SD ¼ 0.45)
respectively.
In Table 2 the proﬁle of the total patient
sample of 1261 patients as well as the smaller
working sample used in the regressions are
displayed. The mean age of the total sample is
50.2 years and the proportion of female
respondents is 70%. In the total sample, 22%
has only compulsory education, 43% has
upper secondary education and 35% has college or more. The mean of the patient satisfaction score is 5.3 on the six-point Likert
scale. The satisfaction score is skewed, i.e.
most patients give their GP the top score on
satisfaction. Because of the skewedness we
have introduced a dummy variable, ÔsatisﬁedÕ,
which separates the perfectly satisﬁed from the
less than perfectly satisﬁed in the regression

37

analysis below. The result is that 53% of the
sample is perfectly satisﬁed with their GP
while 47% are less than perfectly satisﬁed. The
mean value of the sharing scores of the total
patient sample is 4.48 (min. value ¼ 2; max.
value ¼ 6; SD ¼ 0.58), and the mean values
for women and men are 4.52 and 4.38
respectively (Table 2). This shows that most
patients prefer shared decision making. The
mean patient sharing score is signiﬁcantly
higher than the mean GP sharing score.
We correlated the response rate per GP with
the satisfaction scores of the corresponding
patients to check whether satisﬁed patients are
more likely to respond. We found that the correlation between the response rate and patient
satisfaction was close to zero (r ¼ )0.09). We
also checked for the possibility that GPs would
select patients with similar attitudes to their own
by correlating response rate with diﬀerence
score, this result was again, ignorable (r ¼
)0.1).

Total patient sample Working sample
(n ¼ 1261)
(n ¼ 829)
Age (mean ± SD)
Gender (% females)
Education (% compulsory)
Education (% upper second)
Education (% college)
Switched GP (%)
Satisfaction (mean ± SD)
Satisﬁed (%)
Patient PPOS score (mean ± SD)
Male patient sharing score (mean ± SD)
Female patient sharing score (mean ± SD)

Table 1 Characteristics of the general
practitioner (GP)-sample, mean values
of all Norwegian GPs and of GPs in the
municipality of Bergen

50.2 ± 18.6
70
22
43
35
24
5.3 ± 1.0
53
4.48 ± 0.58
4.38 ± 0.60
4.52 ± 0.57

Table 2 Characteristics of the total
patient sample and working sample

49.3 ± 17.9
71
17
45
38
23
5.3 ± 0.9
55
4.47 ± 0.59
4.38 ± 0.59
4.51 ± 0.58

GP, general practitioner; PPOS, Patient–Practitioner Orientation Scale.

Ó 2006 The Authors. Journal compilation Ó Blackwell Publishing Ltd 2006 Health Expectations, 9, pp.148–157

Patient involvement in clinical decision making, B Carlsen et al. 153
Table 3 Logistic regression:
determinants of patient satisfaction

Variable

Odds ratio

95% CI

GP sharing score
Difference score
Patient age
Patient gender1
Education (upper second)2
Education (college)3
Switched GP1
GP age
GP gender1
GPs in the practice
List length/1000
Prefer longer list1

1.57785*
1.35852
1.01930**
0.60042**
1.09025
0.92960
0.87912
1.00176
1.08505
0.99441
1
1.26732

1.06161
0.96394
1.00963
0.42781
0.78092
0.63070
0.61336
0.97650
0.70361
0.85117
0.99962
0.75188

Coefﬁcients
2.34512
1.91462
1.02910
0.84270
1.52211
1.37011
1.26003
1.02768
1.67328
1.16176
1.00038
2.13611

0.11293
0.07587
0.00473
)0.12660
0.02138
)0.01809
)0.03190
0.00044
0.02023
)0.00139
0.00119
0.05803

Figures presented are odds ratio, 95% conﬁdence interval and coefﬁcients as marginal effects.
1
The eect is for discrete change of dummy variable from 0 to 1, where 0 represents female
gender, no wish of longer list and not switched GP.
2
Dummy variable: 1, upper secondary; 0 otherwise.
3
Dummy variable: 1, college; 0 otherwise.
*P < 0.05; **P < 0.01.

Determinants of the patientsÕ sharing scores
We ran a linear regression with the patient
sharing score as dependent variable and GP
sharing score, GP age, GP gender, patient age,
patient gender and patient educational level as
independent variables. The results show that
female gender has a positive and signiﬁcant
eﬀect on patient sharing score (coeﬀ. ¼ 0.13;
CI ¼ 0.05–0.21). Compared with compulsory
education completion of upper secondary education and college education had a positive and
signiﬁcant eﬀect on patient sharing scores; (coeﬀ. ¼ 0.12, CI ¼ 0.03–0.22) and (coeﬀ. ¼ 0.29,
CI ¼ 0.19–0.39) respectively.
Determinants of patient satisfaction
We investigated whether GP attitudes to sharing
and congruence in attitudes between doctor and
patient inﬂuence patient satisfaction. To test this
we used logistic regression with the patient’s
satisfaction score as dependent variable, and the
GP sharing score and the diﬀerence score as
independent variables. In the same operation,
we corrected for a range of other characteristics
that are known to inﬂuence patient satisfaction
(such as the patient’s and doctor’s age and
gender, the doctor’s work load and satisfaction
with list length). The results are shown in

Table 3. A high positive coeﬃcient indicates a
strong positive eﬀect of the variable on patient
satisfaction.
We found that the GP sharing score is a
strong and signiﬁcant predictor of patient satisfaction. GP sharing score is included both as a
main eﬀect and as part of the diﬀerence score in
Table 3. Thus, the eﬀect of GP sharing score is a
combination of the coeﬃcients on those two
variables. Increasing GP sharing score by one
unit on the six-point Likert scale increases
patient satisfaction by 18 percentage points. We
found no signiﬁcant association between the
diﬀerence score and satisfaction.
We did not ﬁnd any signiﬁcant eﬀects of other
GP characteristics (age, gender, list length, satisfaction with list length) on patient satisfaction.
We found signiﬁcant eﬀects of both patient’s age
and gender on satisfaction. Older patients are
more likely to be satisﬁed than younger. There is
a strong eﬀect of gender on satisfaction. Female
patients report signiﬁcantly higher satisfaction
scores than male patients (13 percentage points).

Discussion
As expected, we found that patients in general
have a preference for shared decision making.
More unexpected was the ﬁnding that the
patients were more oriented towards shared
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decision making than the doctors, which is the
opposite of what Krupat et al.12 found using US
data. The Norwegian GPs score lower on the
PPOS instrument than the US GPs (4.31 as
compared with 4.62), and the Norwegian
patients score higher than the US patients (4.47
as compared with 4.25). An explanation for the
higher scores of the US GPs compared with the
Norwegian GPs could be the more market-based
health care system in the US where there is a
tradition of emphasis on consumerism. However, it is diﬃcult to explain why the Norwegian
patients had a stronger preference for patient
involvement than the US patients.
We found clear evidence that GPs who have a
positive attitude to shared decision making have
more satisﬁed patients. Furthermore, there is a
positive eﬀect of patient age and female gender
on satisfaction. This is consistent with earlier
studies which generally conclude that age is a
positive predictor of satisfaction, while the
association between gender and satisfaction is
found to be more complex.28–30
We did not, however, ﬁnd that a ﬁt in attitudes predicts patient satisfaction. This negative
result merits emphasis. A plausible explanation
for this could be that those GPs who focus on
patient involvement are able to adapt their style
to each patient’s preferences. This implies that
people appreciate a GP who allows them the
possibility to participate in medical decisions
even when they generally do not request information or inﬂuence in decision making. When
patients use their freedom of choice to transfer
the responsibility of making clinical decisions
back to the GP, GPs who focus on patient
preferences are also open to alleviating the
patient of the responsibility and thereby taking a
paternalistic role in the consultation. This is in
line with earlier research suggesting that GPs
tailor their approach to the patient’s preferences
for consultation style and that doctors with a
participatory decision-making style are the most
ﬂexible.12,13
A possible weakness of the study that needs to
be discussed is the outcome measure of patient
satisfaction with the GP. This variable is based
on the respondentsÕ assessment of their overall

satisfaction with the doctor on a six-point scale
from not satisﬁed to very satisﬁed. The reason
for using a crude and overall question was to
simplify and shorten the questionnaire. Several
studies of patient satisfaction distinguish
between satisfaction with diﬀerent aspects of the
practice as accessibility and quality of services.12,18,30 However, there is some previous evidence about what an overall question measure as
compared with a multi-item scale. This literature
suggests that overall satisfaction scores are more
closely related to assessment of the GP’s professional skills and dimensions of the doctor–
patient relationship then to issues of access and
type of service.30,31 Yet, as the aim of the paper
was a ﬁrst attempt to investigate the association
between satisfaction as a crude measure of
quality of services and attitudes to patient
involvement, the speciﬁcities of what aspects of
satisfaction we are measuring seem less important at this stage.
Another aspect of the satisfaction score that
deserves some comment is the ﬁnding that
55% of the respondents of the working sample
score six, which is the maximum score for
satisfaction. One could ask whether this
reﬂects a weakness of the measure. Still this
ﬁnding was expected as Krupat et al. also
found that the distribution of satisfaction
scores was markedly skewed towards the top
score,12 and we know that overall satisfaction
has a tendency to be rated higher than satisfaction with speciﬁc aspects of the doctor’s
service.30 A recent UK study used in-depth
interviews to investigate what lies behind such
ﬁndings, and concluded that respondents differentiate clearly between being ÔsatisﬁedÕ and
Ôvery satisﬁedÕ.32
There are some speciﬁc limitations to this
study connected to the respondent samples
indicating that the results should be interpreted
with a degree of caution: Firstly, the GP sample
is small and we know little about what lies
behind the decision to join the study. Although
they seem to represent the Norwegian GP population in terms of observable characteristics
(Table 1), we do not know whether there is a
selection bias in terms of attitudes. We note that
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the participating GPs seem to have a preference
for shorter lists than the average GP, which
could be an indication of a bias in terms of
attitudes. The expected bias would be that those
doctors who are relatively concerned with how
decisions are shared and are focused on patient
involvement would be inclined to participate.
Another complicating factor in the study is
that we delegated the distribution of questionnaires to the GPs. Hence we could not
control any tendency to discriminate when
distributing the questionnaires. One could
argue that GPs would be likely to select the
patients with whom they communicated best
or those they believed thought well of them.
However, Norwegian GPs generally are
accustomed to anonymous participation in
research projects and there is no obvious
advantage they would gain by not following
our instructions. Nevertheless, we tested for
associations between response rate and satisfaction and between response rate and agreement in attitudes, but the associations were
very weak. Additionally on the positive side,
the patient sample has a majority of older and
female patients, which is as expected as older
and female patients consult their GP more
frequently
than
younger
and
male
patients.13,33,34 We also ﬁnd that female gender and high level of education are determinants of preference for shared decision-making
in the patient sample. This is also consistent
with earlier literature (including Krupat’s
studies), which in addition indicate young age
as a positive determinant.4,12,31,35 However, the
latter association is not supported in our
study.
Finally, connected to the former point, the
average patient response rate per GP is low.
However, it is diﬃcult to know if this reﬂects
non-responses from patients or if some GPs
stopped the distribution of questionnaires. The
According to the consultation rates for general practice
presented in Carr-Hill et al., 33 about 60% of consultations
include female patients. Kaplan et al.Õs study of physiciansÕ
participatory decision-making styles veriﬁed a similar gender
ratio in consultations (61.3% females). The mean age of the
patients in Kaplan et al.Õs study was 46.5 years (1995).

remarkable variation in response rate per GP
suggests that the real response rate is considerably higher than the response rate we are able to
register.

Concluding remarks
The study shows that the great majority of
patients prefer to be involved in medical decision
making, but contrary to an earlier US study, we
ﬁnd that Norwegian GPs are less oriented
towards shared decision making than are their
patients.
Interestingly patients are more satisﬁed when
the GP is in favour of shared decision making
even when the patient is less positive to shared
decision making. It seems like the success of
the high-scoring doctors is not so much their
attitudes towards sharing of information and
decisions as their aspiration to recognize the
patientsÕ diﬀering orientations and respond to
these. Therefore, even though patientsÕ preferences vary there is reason to continue promoting the participatory consultation style.
There is a need for further European studies
mapping attitudes towards patient involvement
in medical consultations, and it would be valuable if such future studies were to utilize already
established measures.
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Appendix 1
Patient–provider orientation scale items (PPOS)
(Krupat et al.)12
1 The patient is the one who should decide what
gets talked about during a visit.
2 It is often best for patients if they do not have
a full explanation of their medical condition.
3 Patients should not only rely on their doctor’s
knowledge but try to ﬁnd out about their
conditions on their own.
4 Many patients continue asking questions until
they understand the information given by the
doctor.
5 Patients should be treated as if they were
partners with the doctor, equal in power and
status.
6 When patients disagree with their doctor, this
is a sign that the doctor does not have the
patient’s respect and trust.
7 Most patients appreciate to take their time in
the doctor’s oﬃce.
8 The patient must always be aware that the
doctor is in charge.
9 When patients look up medical information
on their own, this usually confuses more than
it helps.
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