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Abstract 

Objective. The objective of this study was to describe the impact on patient-reported outcomes of 

introducing Shared Decision Making (SDM) and a Patient Decision Aid (PtDA) in the initial process of lung 

cancer diagnostics.  

Methods. We conducted a prospective cohort study, where a control cohort was consulted according to 

usual clinical practice. After introducing SDM through a PtDA and training of the staff, the SDM cohort was 

enrolled in the study. All patients completed four questionnaires: the Decisional Conflict Scale (DCS) before 

and after the consultation, the CollaboRATE scale after the consultation, and the Decision Regret Scale (DRS). 

Results. Patients exposed to SDM and a PtDA had significantly improved DCS scores after the consultation 

compared to the control group (a difference of 10.26, p = 0.0128) and significantly lower DRS scores (a 

difference of 8.98, p = 0.0197). Of the 82 control patients and 52 SDM patients 29% and 54%, respectively, 

gave the maximum score on the CollaboRATE scale (Pearson’s chi2 8.0946, p = 0.004). 

Conclusion. The use of SDM and a PtDA had significant positive impact on patient-reported outcomes.  

Practice Implications. Our results may encourage the increased uptake of SDM in the initial process of lung 

cancer diagnostics.   

 



1. Introduction 

Lung cancer is a physically, socially, and psychologically devastating malignancy with a high incidence. Rapid 

and precise diagnosing and staging is fundamental (1,2) and fast-track lung cancer evaluation is therefore 

standard of care in many health care systems.   

A fast-track lung cancer diagnostic process is mentally and physically enduring (3). Typically, a patient will 

undergo CT scans, a PET-CT scan, biopsies, and endoscopies. None of these procedures are without risk of 

complications, which may be serious, require hospital admission, and even be fatal (4).  

When patients are referred to fast-track lung cancer evaluation at our institution, a CT scan of the chest and 

abdomen is performed (5). For most patients further evaluation to establish diagnosis and stage is typically 

advised without delay. However, in a significant number of patients lung cancer is not very likely but at the 

same time cannot be ruled out based on the CT scan and referral note. In this group of patients, it is not 

scientifically clear whether to recommend further diagnostic, invasive procedures with potential risks 

involved, arrange close follow-up with regular CT scans, or deselect further evaluation (6–8). Guidelines have 

encouraged the use of SDM to engage patients in the decision on the intensity of the diagnostic process, but 

the practice is not consistent among pulmonologists (9). We therefore aimed to test SDM in a systematic 

manner to guide patient engagement in a situation with only a small suspicion of lung cancer. 

SDM is a clinical process in which clinicians and patients make appropriate health decisions together based 

on clinical evidence and patient preferences. SDM is developed for clinical situations with great ambiguity as 

well as severe consequences and has proven to facilitate patient involvement (10–16). SDM may increase 

patient involvement by making the patient comfortable in taking active part in decision making in situations 

where there is more than one option and one is not clearly better than the other. Furthermore, SDM may 

help physicians respect the fact that patients value the potential benefits or harms of a certain option 

differently. One model of practicing SDM applying a patient decision aid (PtDA), initiates by making the 

patient aware that he/she is in a decision making situation and invite the patient and relatives to take part in 

the process. Options and patient values may then be clarified to facilitate deliberate decision making (17,18). 

Patient decision aids are tools that can be developed to support the process of SDM. The central purpose of a 

PtDA is to help patients identify their preferences and make specific and conscious decisions among health 

care choices. A PtDA should clearly present evidence based, understandable options and facilitate the 

clarification of patient values (19). The use of PtDAs has shown to improve patients’ knowledge of options, 

make patients more clear about what matters to them, and to decrease their decisional conflict (13,14,20).  

The objective of this study was to investigate whether the introduction of SDM and a PtDA could improve the 

degree of patient experienced decisional engagement and reduce the decisional conflict and regret in a high 

volume, fast-track lung cancer organization. 

 



2. Methods 

2.1 Design. We designed a prospective cohort study comparing an unexposed cohort with an exposed 

cohort. The study included two phases, a control baseline phase followed by a SDM phase. The intervention 

was the introduction of SDM and a PtDA, specifically developed for this clinical setting. The staff was trained 

in conducting SDM and using the PtDA after the control baseline and just before the SDM phase. The training 

took place as 8-hour courses with 8-10 participants, doctors and nurses together. The main focus was on 

SDM principles, secondarily on the PtDA. During the SDM phase, new staff was training one-by-one by the 

study nurse for half an hour. After this introduction, SDM and the PtDA were tested in the daily clinical work 

at the Lung Cancer Organization during the SDM phase.  

2.2 Setting. The fast-track Lung Cancer Organization at Vejle Hospital, Denmark, is a high volume center 

certified by the Organization of European Cancer with a population basis of around 600,000 people. Every 

year, 1,600 patients are referred to the organization on suspicion of lung cancer and malignancy is confirmed 

in around 450. The Division of Respiratory Medicine coordinates the fast-track Lung Cancer Organization, 

which works closely together with many other specialties at the hospital, including radiology, nuclear 

medicine, oncology, radiation therapy, and pathology. On a yearly basis around 1,000 bronchoscopies, 600 

endoscopic ultrasound examinations of intrathoracic lymph nodes, 1,000 CT guided lung biopsies, and 1,500 

PET-CT scans are conducted on suspicion of lung cancer. 

The Center for Shared Decision Making at Vejle Hospital was established in 2014 and other PtDAs have been 

developed, clinically tested, and evaluated there, previously mostly in cooperation with the Department of 

Oncology (14).  

2.3 CT conference. A CT conference takes place every morning in the Lung Cancer Organization with the 

senior doctor in charge, the junior doctor, and one or two specialist nurses present. At this meeting new CT 

scans are reviewed, and further evaluation is planned for each patient. Following the CT conference the 

patient is seen by the nurse and the junior or senior doctor that same day. In the SDM group the study nurse 

would have made a comment in the patient’s record, if meeting the inclusion criteria based on the referral 

note and the CT scan. This note would guide the senior physician in the decision of whether or not to enroll 

the patient. For the control group, the study nurse enrolled patients according to the eligibility criteria.   

2.4 Participants. Patients over 18 years of age were enrolled if they met one and only one of the following 

inclusion criteria: 1) one or two pulmonary nodule(s) of 8–10 mm, 2) hemoptysis and subsequent chest and 

abdomen CT scan with no apparent malignancy, or 3) mediastinal/hilar lymphadenopathy of 1-2 cm. The 

exclusion criteria were more than 2 nodules, growing nodules or growing lymphadenopathy, enhanced 

clinical suspicion of tuberculosis, malignancy, sarcoidosis, pleural effusion or other condition requiring 

treatment, risk profile of the patient not covered by the PtDA, if informed consent could not be obtained, 

e.g. due to inability to understand the given information or the need for translation. 

The guidelines on the detection of lung cancer by the Danish Society of Respiratory Medicine were followed 

(21). 

All patients gave oral and written consent to participate in the study, which was approved by the Region of 

Southern Denmark. Danish law does not require this kind of study to be approved by an ethics committee. 

For further details on the enrollment process, please refer to Figure 1.  



2.5 The Patient Decision Aid. The PtDA (22) used in this prospective cohort study was developed in 2016 in 

cooperation between the staff of the fast-track Lung Cancer Organization, the Center for Shared Decision 

Making, and the Design School Kolding, Denmark (23). The development and initial testing was a systematic 

process guided by the International Patient Decision Aid Standards (IPDAS) model (24,25).  

In this study, the PtDA was used in the clinic as a conversation aid. Its design supports an approach of initially 

informing the patient that a choice needs to be made and asking the patient how much information he or 

she wants. The options were a minimum of information, a moderate amount of information, and most 

information possible. The next step sought to clarify patient values in this particular context offering two 

options: “Rapid clarification is more important to me than avoiding the complications involved in the 

diagnostic program” or “Avoiding the complications involved in the diagnostic program is more important to 

me than rapid clarification.” Subsequently, different cards presented information about the options, 

including statistics and patient stories. Finally, the last question asked whether a decision was ready to be 

made in cooperation by the patient and clinician. Further information about the design and contents of the 

PtDA has been published elsewhere (18). 

2.6 Questionnaires. We used the Danish translation of three international, validated questionnaires to 

investigate the patient-reported experience of SDM and to what extent the patients’ decisional conflict and 

decisional regret were affected by SDM. Please refer to Figure 2.  

Decisional Conflict Scale. The Decisional Conflict Scale (DCS) is useful in elucidating patients’ uncertainty and 

internal conflicts about a course of action, in this case whether to undergo further diagnostic work-up in a 

situation with a small risk of lung cancer.  

The DCS has five subscales consisting of three or four questions concerning; uncertainty, information, values 

clarity, support, and effective decision. The uncertainty subscale reflects how sure the patient feels about the 

decision and how clear and easy the decision is to the patient. The information subscale indicates how well 

informed the patient feels in relation to options, benefits, risks, and side effects. The values clarity subscale 

concerns the degree to which the patient feels confident about what matters most in relation to benefits, 

potential risks, and side effects. The support subscale indicates whether the patient feels the choice can be 

made with support and without pressure from others. The effective decision subscale shows whether the 

decision reflects issues important to the patient, whether the patient is satisfied with the decision and feels 

an informed decision has been made and therefore expects to stay with it (26). 

We used the first 12 items on the traditional 16-item DCS prior to the consultation and all 16 items after the 

consultation (27). The DCS is a 5-point scale ranging from 1 (strongly agree) to 5 (strongly disagree). The total 

score and subscores were calculated according to the instructions in the DCS user manual. The scale ranges 

from 0 to 100; the higher the total score, the higher level of decisional conflict (26).  

CollaboRATE. The CollaboRATE questionnaire is recognized as a valid and frugal 3-item measure of SDM 

focusing on the patient’s sense of collaboration in decision making. The CollaboRATE scale is a 10 point scale 

ranging from 0 (no effort was made) to 9 (every effort was made) (28). 

To elucidate the patient awareness of being invited to take part in a necessary decision making process we 

added  the following question to the 3-item CollaboRATE scale; “Was it made clear to you that you were 

asked to take part in decision making?”  



A Danish version of CollaboRATE was used (29). The four items in the CollaboRATE scale were analyzed with a 

mean score of all answers and a top score according to the generally accepted scoring method (30). The top 

score equals the percentage of cases scoring 9 (full collaboration) in all four items.  

Decision Regret Scale. The Decision Regret Scale (DRS) is a validated tool developed to measure the level of 

regret after health related decision making and has been used in different clinical settings and populations 

(31,32). The DRS consists of 5 items on a 5-point Likert scale ranging from 1 (strongly agree) to 5 (strongly 

disagree). The scale can be converted to a score from 1 to 100 with higher scores indicating more regret and 

a cut-off at 25 indicating no/mild regret.  A Danish version of the DRS was used (27). 

2.7 Statistical methods. The statistical work was performed in STATA/IC 15 (StataCorp LLC, College Station, 

Texas, USA). The DCS guideline (26),  CollaboRATE guideline (30), and DRS guideline (32) were followed. 

Continuous measures were either presented as means with standard deviation (SD) or compared across 

groups using t tests. Categorical measures were compared across groups using chi square tests. Effect sizes 

were calculated using cohen’s d. Linear regressions were used to adjust for potential differences in patient 

characteristics between the two cohorts. 

 



3. Results 

The first part of the cohort study (control group) took place from January 2017 to the end of June 2017. The 

second part (SDM group) was launched in June 2017 and recruited patients from October 2017 to the end of 

May 2018. Please refer to Table 1 for patient characteristics. There was no statistically significant difference 

between any of the patient characteristics in the two cohorts.  

3.1 Decisional Conflict Score. No significant differences in the decisional conflict total score (DCS-score) or 

subscores before the consultation were found between the control group and the SDM group (see Table 2). 

However, as shown in Table 3, after the consultation the decreases in DCS-score, informed subscore and 

value subscore were significantly higher in the SDM group than in the control group.  

In the control group the DCS-score changed from 56.69 before the consultation to 21.63 after the 

consultation (mean decline 34.86, 95% CI 29.74 – 39.97, p < 0.001). In the SDM group the DCS-score changed 

from 60.78 before to 15.67 after the consultation (mean decline 45.12, 95% CI 38.85 – 51.38, p < 0.001). 

Thus, it appears that the mean decline was 34.86 in the control group and 45.12 in the SDM group, a 

significant difference of 10.26 (95% CI 18.3 – 2.21, p = 0.0128).  

Comparing the DCS-scores after the consultation in the control and SDM group an effect size of 0.40 (95 % CI 

0.05 - 0.75) was found. 

3.2 Decisional Conflict Subscores. In the control group the informed subscore changed from 64.41 before the 

consultation to 25.1 after the consultation (mean decline 39.31, 95% CI 33.12 – 45.49, p < 0.001). In the SDM 

group the informed subscore changed from 69.39 before to 12.02 after the consultation (mean decline 

57.38, 95% CI 50.55 – 64.20, p < 0.001). The mean decline in the informed subscore was 39.31 in the control 

group and 57.38 in the SDM group, a significant difference of 18.07 (95% CI 8.70 - 27.44, p = 0.002). 

An effect size of 0.80 (95 % CI 0.44 - 1.16) was found when comparing informed subscore after the 

consultation in the control and SDM group.  

The value subscore changed from 59.98 before the consultation to 27.99 after the consultation (mean 

decline 31.99, 95% CI 25.24 – 38.74, p < 0.001) in the control group.  In the SDM group the value subscore 

changed from 64.60 before to 16.18 after the consultation (mean decline 48.39, 95% CI 39.72 – 57.06, p < 

0.001). With a mean decline in the value subscore of 31.99 in the control group and 48.39 in the SDM group, 

the difference between them was significant at 16.40 (95% CI 27.21 – 5.59, p = 0.0032).  

The effect size was 0.61 (95 % CI 0.25 - 0.96) for the value subscore after the consultation when comparing 

the control and SDM group.  

For the uncertainty subscore and the support subscore the declines in score after the consultation were 

larger in the SDM group than in the control group but the difference was not significant. No significant effect 

sizes were found for the uncertainty or support subscores.  

A multiple linear regression model was conducted including the two groups, the scores before and after the 

consultation, and the patient characteristics listed in Table 1. No patient characteristic were found to 

influence the decisional conflict scores.   

3.3 CollaboRATE. A significant difference was found between the control and SDM groups in relation to the 

mean and top scores, showing more patient engagement in the SDM group. The mean CollaboRATE score in 



the control and SDM groups were 7.36 (95% CI 6.96 - 7.75) and 8.46 (95 % CI 8.27 - 8.66), respectively, with a 

difference between the two groups at 1.1 (95% CI 1.62 – 0.60, p < 0.001). A multiple linear regression model 

including the two groups, the mean CollaboRATE score and all patient characteristics in Table 1 showed no 

influence of patient characteristics on the mean CollaboRATE score. 

The top score by definition is calculated as a percentage. In the control group 29% of the 82 patients 

reported a full CollaboRATE top score after the consultation, whereas in the SDM group this was the case in 

54% of the 52 patients (Pearson’s chi2 8.0946, p = 0.004). None of the patient characteristic presented in 

Table 1 were found to influence the CollaboRATE score. 

3.4 Decisional Regret Score. The control group had a mean DRS score of 26.19 (95% CI 21.08 – 31.30) and 

the SDM group a mean score of 17.21 (95% CI 11.63 – 22.79). The difference of 8.98 (95% CI 1.66 – 17.54, p = 

0.0197) indicates significantly less decisional regret in the SDM group. 

We also investigated whether the DRS score of the patients who chose not to be examined further was 

significantly different from that of patients, who underwent further examination. In the control and SDM 

groups 33 out of 82 (40%) and 31 out of 52 (60%), respectively, chose not to undergo further examination 

(Pearson’s chi2 4.7860, p = 0.029). Twenty-six of the 33 patients in the control group not undergoing further 

examination completed the decisional regret questionnaire; in the SDM group all the patients not 

undergoing further examination completed the questionnaire.  

Inspired by others (33) a DRS score cut-off at 25 points divided the patients not undergoing further 

examination into two groups, i.e. scores below and above 25 were categorized as no/mild regret and high-

level regret, respectively. In the control group 65% (17 of 26 patients) had no/mild regret and in the SDM 

group the fraction was 90% (28 of 31 patients) (Pearson’s chi2 5.2910, p = 0,021).  

For those who chose to undergo further examination no significant change in decisional regret was found 

between the control and SDM groups (Pearson chi2 0.2866, p = 0.592). 



4. Discussion and Conclusion 

4.1. Discussion. The objective of this paper was to investigate whether the introduction of SDM and a PtDA 

could improve the degree of patient experienced decisional engagement, conflict, and regret in a high 

volume, fast-track lung cancer diagnostics organization. 

The concept of SDM has been known and continuously improved for many years. SDM originates from the 

idea of involving the patient as opposed to strict paternalistic medical practice (16). Politically, a growing 

interest in SDM is seen internationally (34–37) as well as in Denmark (38,39). Most likely, many clinicians 

practice elements of SDM when communicating with patients, as they are aware that clear communication is 

crucial to engage patients in their treatment and improve patient compliance. However, studies show that 

clinicians do not engage their patients as much as the patients want them to (37,40,41), possibly because 

patient engagement in a busy hospital environment can be challenging despite every good intention. With its 

systematic approach SDM may help clinicians engage their patients to ensure that decisions made are based 

on patient preference in addition to evidence based information. Increased scientific proof of the impact of 

SDM may facilitate and support an enhanced effort and willingness among clinicians to implement SDM to a 

higher degree. 

4.1.1 Decisional Conflict. We found that patients in the SDM group had larger declines in DCS scores 

compared to the control group. For the total DCS scale a medium effect size was found. This may show that 

the use of SDM and a PtDA in our study has made the patients feel more certain about the decision made. 

Others have found similar effects when comparing SDM with usual care (42). 

The decrease in the informed subscore and the value subscore was more extensive in the SDM group than in 

the control group. For both the informed and value subscores large effect sizes were found.  This may 

indicate that patient values played a more central part of the consultation and hence the decision made in 

the SDM group. Also it seems that the conduct of SDM and use of a PtDA in our study helped the clinician 

deliver the information and the patient better understand the information given. Earlier results, including a 

Cochrane review of 105 articles on the effect of decision aids compared to usual care, also found that the use 

of decision aids makes people feel better informed and more clear about their values (13,14,43). 

4.1.2 Patient Engagement. We found a higher level of patient engagement in decision making in the SDM 

group measured on the CollaboRATE 4-item scale, indicated by significantly higher mean and top scores 

compared to the control group. It is, however, important to adjust the information and the degree of patient 

involvement to the specific patient. Not all patients wish to take part in decision making but rather expect 

and wish the doctor to make decisions for them (44). A Danish survey has shown that most patients, but not 

all, wish to take part in the decision making process when evaluated for malignancy (45). Therefore, SDM 

should incorporate questions to clarify the amount of information wanted and to which degree the patient 

actually wishes to participate in the decision making process.  The design of our PtDA supports this approach 

to SDM.  

4.1.3 Decision Regret. Six months after the consultation the patients completed the 5-items DRS with a 

significantly lower score in the SDM group.  Also, in the subgroup of patients not undergoing further 

examination the DSR scores were significantly lower in the SDM group than in the control group.  

Others have found similar improvements in DRS when comparing the use of SDM (46) and a PtDA(47) with 

usual practice. A systematic review of regret after surgical treatment found that patients involved in the 



decision making prior to surgery felt less regret after the operation (48). However, a one-year follow-up 

investigating the effect of including an online PtDA on the choice of prostate cancer treatment found no 

difference in decisional regret between patients exposed to the decision aid and the controls (49). These 

diverging findings may reflect different ways of studying the impacts of SDM and PtDAs. For instance, the 

results of completing a DRS one year after the use of an online PtDA may not be comparable with those 

obtained six months after using a PtDA in a consultation. Therefore, direct comparison between studies 

should be done with caution.    

We find a PtDA an important facilitator in the clinical process of SDM. So far, most PtDAs have been 

investigated as a means of preparation for the consultation. It has not yet been possible to conclude on the 

impact on patient-reported outcomes by using a PtDA during or before the consultation, although five small 

recent studies showed enhanced SDM by the use of PtDAs during the consultation (14). Our study may 

contribute to mending the gap in the knowledge on PtDAs used during the consultation.  

This study has several limitations. Due to reorganization in the Lung Cancer Organization during the summer 

and early autumn of 2017, enrollment in the SDM group was initially slow. Furthermore, 48 patients were 

excluded due to the clinician not having been introduced to SDM, which highlights the importance of training 

the staff. Although these factors led to fewer patients included in the SDM group, significant differences 

were found as described above.  

For practical reasons the study nurse enrolled patients in the control cohort according to the eligibility 

criteria whereas in the SDM cohort, final enrollment was to be accepted by the senior doctor. To lower the 

impact of these diverging enrollment processes, the same study nurse wrote a note in the patient record 

during the SDM phase, if the patient met the inclusion criteria.  

The patients were mainly included on the basis of hemoptysis, which was especially the case in the SDM 

group. Consequently, the results may not reflect the impact of SDM and a PtDA on patients referred due to 

lymphadenopathy or nodules, although similar impact on the two groups of patients seems likely. 

In the control group 14 patients did not complete the DRS. We do not know if these patients had more regret 

than those who did complete the DRS. Thus, our conclusions on decision regret should be interpreted with 

care 

A randomized controlled trial would have been ideal, but we were concerned that the approach to patients 

in the control group would have been influenced, since blinding of the physician would not be possible due 

to the nature of SDM. By letting the control phase run first, we hoped to minimize any influence of SDM on 

the control phase.  

4.2 Conclusion. At the high volume, fast-track Lung Cancer Organization, Vejle Hospital, the implementation 

of SDM and a tailored PtDA significantly lowered the decisional conflict and regret of the patients. A 

significant increase in patient engagement in clinical decision making was also found. Since this paper 

describes a prospective cohort study, our results may have been affected by other changes during the study 

period. Our results may ideally be tested in future randomized clinical trails. 

4.4 Practice Implications. This clinical testing of SDM supported by the use of a PtDA during consultation has 

demonstrated positive effects on patient-reported outcomes. This study may therefore encourage clinicians 

to implement SDM into clinical practice. Future studies could focus on barriers and facilitators of 



implementation of SDM into daily clinical practice. Also, future studies may test SDM in a larger scale and, if 

possible, in randomized trials.  
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Table 1: Baseline patient 

characteristics  

 Control, n = 82 SDM, n = 52  

Age, mean (SD) 55 (15) 58 (16)  

Gender (%)    

   Male 55 (67) 34 (65)  

   Female 27 (33) 18 (35)  

Education level (%)    

   Public School 19 (23) 15 (29)  

   High School 3 (4) 0 (0)  

   Skilled worker 20 (24) 14 (27)  

   Lower sec. education 13 (16) 5 (10)  

   Upper sec. education 19 (23) 11 (21)  

   Academic education 7 (9) 4 (8)  

   Other 1 (1) 3 (6)  

Marital status (%)    

   Married / cohabitant 61 (74) 31 (60)  

   Single 16 (20) 16 (31)  

   Divorced 5 (6) 5 (10)  

Work (%)    

   Full time 38 (46) 21 (40)  

   Part time 6 (7) 3 (6)  

   Retired 33 (40) 24 (46)  

   Absent owing to illness 1 (1) 2 (4)  

   Unemployed 4 (5) 2 (4)  

Risk factors    

   Anticoagulant 16 (20) 17 (33)  

   CNS Disease 11 (13) 3 (6)  

   Heart Disease   15 (18) 8 (15)  

   Diabetes 4 (5) 4 (8)  

   Smoking, present or former 54 (67) 41 (79)  

   Asbestos 7 (10) 8 (24)  

 

 



Table 2 

Decisional Conflict Scale 

before consultation 

Control 
(95% CI) 

SDM 

(95% CI) 
Difference 

(95% CI) 
P value, 

difference 

Mean Total Score  56.69 

(52.27 -61.10) 
60.78 

(55.21 – 66.36) 
-4.09 

(-11.14 – 2.94) 

0.2518 

Mean Uncertainty Subscore  61.89 

(56.67 - 67.11) 
65.38 

(58.27 - 72.48) 
  -3.49 

(-12.00 - 5.14) 
0.4225 

Mean Informed Subscore    64.84 

(59.33 -  70.35) 
69.39 

(62.61 - 76.20) 
  -4.55 

(-13.25-    4.14) 
0.3022 

Mean Value Subscore  60.46 

(54.30 - 66.64) 
64.60 

(57.43 - 71.73) 
 

-4.11 

(-13.63 - 5.42) 
0.3948 

Mean Support Subscore  39.53 

(35.73 - 43.34) 
43.75 

(38.26 - 49.24) 
-4.22 

( -10.63 - 2.20) 
0.1955 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table 3 

Decisional Conflict Scale 

after consultation 

Control 
(95% CI) 

SDM 

(95% CI) 
Difference 

(95% CI) 
P value, 

difference 

Mean Total Score  21.63 

(18.33 – 24.92) 
15.67 

(11.55 – 19.79) 
5.96 

(0.74 – 11.18) 

0.0255 

Mean Uncertainty Subscore  22.33 

(17.84 - 26.81) 
16.5 

(11.69 – 21.30) 
5.83 

(-0.91 – 12.56) 
0.0895   

Mean Informed Subscore  25.1 

(20.96 - 29.24) 
12.02 

(8.79 – 15.25) 
13.08 

(7.35-    18.82) 
< 10-4 

Mean Value Subscore    27.99 

(23.26 - 32.71) 
16.18 

(11.70-20.67) 
  11.80 

(  5.0-18.66) 
0.0009  

Mean Support Subscore  15.22 

(11.69 - 18.75) 
13.46 

(9.45-17.47) 
1.76 

(-3.64-7.17) 
0.5199 

Mean Effective Decision Subscore  18.53 

(14.82 - 22.24) 
13.00 

(8.50-17.50) 
2.95 

(-0.30-11.36) 
0.0627 

 

 

 

 

 


