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Objective: The aim of the present study was to explore patient-related barriers and facilitators towards
shared decision-making (SDM) during routine orthopedic outpatient consultations as part of the process
of developing a patient decision aid (PDA) for patients with hip osteoarthritis (OA).
Methods: Consultations comprising nineteen hip OA patients referred to an orthopedic surgeon for
treatment decision-making were observed, audio recorded and transcribed. Iterative thematic analysis
proceeded, based on a taxonomy of generic patient-related barriers towards SDM grounded in the Theory
of Planned Behavior (TPB).
Results: A targeted taxonomy provided a structured overview of 26 factors inﬂuencing hip OA patients’
intention to engage in SDM. Patients’ perceived ability to change the agenda of the visit emerged as
seminal factor and was added to the generic taxonomy.
Conclusion: Using a TPB-based taxonomy, we were able to identify and structure generic and context
speciﬁc SDM barriers. Addressing patients’ communication self-efﬁcacy should be included as didactic
feature in PDAs.
Practice implications: PDAs for hip OA should be designed for the broad spectrum of decision-making
support needs occurring throughout the continuum of the disease. The provided taxonomy may
contribute as guidance within implementation strategies that aim to support patients’ intentions to
engage in SDM.
© 2020 The Author(s). Published by Elsevier B.V. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/4.0/).
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1. Introduction
Worldwide, osteoarthritis (OA) represents a major cause of
chronic musculoskeletal pain and physical disability [1]. Decisionmaking in OA treatment requires active involvement of patients for
many reasons. Due to the poor association between radiographic
evidence and the individual experience of symptoms [2], the
patients’ burden of living with this disease is difﬁcult to consider
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from the physician’s viewpoint alone. Treatment options for hip OA
range from education, physical therapy, pacing of activities, weight
reduction and pharmacological treatment to invasive surgery
involving total hip replacement (THR) [3–5]. With regard to their
impact on lifestyle, and in particular the potentially long
timeframes within which such decisions can be made, all of them
are considered sensitive to individual preferences [6,7]. Decisions
pertinent to the different phases of the hip OA continuum [8]
should therefore predominantly rely on patient preferences, rather
than recommendations from medical guidelines alone. A major
challenge is, however, the identiﬁcation and optimal timing of
appropriate decisions [9,10], and how to adopt communication
strategies that promote informed choice [11].
Shared decision-making (SDM) is a method for structuring the
process where clinicians and patients share the best available
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evidence on the likely beneﬁts and harms of each option, and
where they negotiate how those options ﬁt the patient’s
preferences [12]. Makoul and Clayman describe nine essential
elements that must be present for patients and providers to engage
in the process of SDM [13]. Table 1 shows six steps derived from the
Multifocal Approach to Sharing in SDM (MAPPIN’SDM, items 1–6)
[14], which has been proven as the measurement instrument that
best covers the nine essential SDM elements [15].
Many steps have been taken to implement SDM internationally,
but there is still an evident gap between aspiration and daily
clinical practice [16]. The most cited barriers health care providers
experience include 1) time constraints, 2) lack of agreement with
the applicability of SDM to the patient, or 3) to the clinical situation
[17,18]. Patients’ capacity to participate in SDM depends on two
key factors: knowledge and power [19]. Knowledge refers to
treatment options, and about personal values and preferences.
Power refers to the patients’ perceived capacity to inﬂuence the
decision-making process. Reviewing the current evidence, there is
a lack of studies that exclusively explore decision-making for
patients with hip OA.
This study contributes to the development of a patient decision
aid (PDA) to support hip OA treatment decisions guided by the
Decision Aid Factory (DAfactory) [20]. The DAfactory is an
overarching concept providing guidelines to develop and implement SDM in the clinical practice; amongst which a detailed guide
to develop PDAs complying with The International Patient Decision
Aid Standards (IPDAS) Collaboration [21] and applying the Theory
of Planned Behavior (TPB) [22] in the design of didactics tailored to
particular patient groups. No empirical studies have yet described
and reported ﬁndings from this new and innovative theory-based
method.
The aim of the present study was to explore barriers and
facilitators inﬂuencing hip OA patients’ capacity and opportunities
to engage actively in SDM. A secondary aim was to determine the
utility of the observation method provided by the DAfactory. Two
research questions were addressed: 1) How are patients involved
in decisions related to treatment of hip OA? 2) Which patientrelated factors facilitate or impede SDM in hip OA?
2. Material and methods
2.1. Design and setting
The study had an observational design allowing for theory
driven in-depth investigation of real OA decision-making

Table 1
Six SDM steps according to the MAPPIN’SDM observer instrument.
1. Deﬁning problem

2. Key message

3. Discussing options

4. Expectations and worries

5. Indicate decision

6. Follow-up arrangements

Draw attention to a concrete problem as
one that requires a decision-making
process
Indicate that from a medical point of view
there is more than one way to deal with the
problem and clarify why it is up to the
patient to weigh up possible consequences
Discuss the pros and cons of the different
options, including “doing nothing” when
applicable
Explore expectations (preferences) and
concerns (fears) about how to manage the
concrete problem
Selection of an informed and preference
based option, including deferment when
applicable
Arrangements about how to implement the
decision and how to evaluate it

Applies to all steps: Ensure mutual understanding and adapt communication
strategy accordingly throughout the conversation.

processes taking place at an orthopedic outpatient clinic. The
chosen method intended to support ecological validity by
capturing the immediate communication challenges patients with
hip OA experience during short outpatient consultations. A guiding
principle was to get as close and direct insight into the ongoing
communication as possible, without affecting it by potentially
invasive presence.
2.2. Participants and data collection
We intended to observe and audio record about 20 outpatient
consultations with orthopedic surgeons and cognitively unimpaired patients considering a decision for primary hip OA with
more than one treatment option. In cooperation with an
orthopedic outpatient clinic at a Norwegian local hospital, we
approached eligible participants by attaching an information and
consent letter to the scheduled appointment letter. A consecutive
sampling procedure followed until the required sample size was
achieved.
Data were obtained through direct observation by the main
researcher (EAB) and audio recording. At the time of data
collection, EAB had theoretical and scientiﬁc knowledge about
SDM and underwent comprehensive observation training and
supervision by JK, who is an experienced SDM researcher and
trainer. We conducted two preparatory observation sessions to
become familiar with the observation guide and calibrate the
observational lens. Direct observation enabled insight into
structural features and the non-verbal events, whereas audio
recording allowed for subsequent comprehensive qualitative data
analysis. Information about patients’ age and sex was collected as
well as extent of surgeons’ previous communication training in
SDM.
2.3. Description of observation method and analysis
2.3.1. Observation
An observation guide included instructions about how to
tune in and reveal relevant events. Each observation session
was guided rigorously by using imagination of an ideal SDM
process as a sensory corridor. This would entail that the
communication strategies applied concurred with essential SDM
elements [13], and at a practical skills level, the six SDM steps [14].
The observer sought identiﬁcation with the patient and made ﬁeld
notes based on projections occurring from this state as data
material for further analysis. Recognition of relevant events results
from continuous comparison of the ideal with the actual process
and identiﬁcation of either divergence or accordance. Events are
utterances or any other kind of communicative behaviors,
including lack of behavior where it would have been appropriate.
In order to relate in-depth observation through the patient’s
perspective, the consultations were described according to typical
structural consultation features (e.g. diagnosis and assessment,
negotiation of alternatives and making a treatment decision)
and the extent and manner of the patient’s involvement in
decision-making.
2.3.2. Taxonomy of barriers to SDM
We applied a taxonomy of a priori categories representing
generic patient-related barriers towards SDM as basis for a
combined deductive and inductive analytic approach to identify
and structure distinctive events. This classiﬁcation is based on
corresponding observation sessions as part of DAfactory PDA
developments in other clinical contexts. The taxonomy is
structured according to the following three TPB constructs,
proposed to determine an individual’s intention (i.e., an indication
of a person’s readiness) to perform a particular behavior [22].
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Fig. 1. Modiﬁed Theory of Planned Behavior diagram, including the main categories of the taxonomy of patient-related barriers/facilitators towards SDM-behavior.

1) Attitude toward performing the behavior: the degree to which a
person has a favorable or unfavorable evaluation or appraisal of
the behavior.
2) Subjective norm: the perceived social pressure to perform or
not to perform the behavior.
3) Perceived behavioral control: the perceived ease or difﬁculty of
performing the behavior, assumed to reﬂect past experience as
well as anticipated impediments and obstacles.
Moreover, the generic taxonomy is organized across three
abstraction levels; the level of the three TPB constructs, the level of
subcategories providing abstracted groups of beliefs and the level
of amalgamated empirical descriptions. Fig. 1 displays a modiﬁed
TPB-model including eight main level a priori categories.
2.3.3. Qualitative analysis
The data was analyzed by two researchers (EAB and JK) using an
iterative thematic approach inspired by template analysis (TA)
[23]. This involved repeated shifting between deductive and
inductive approaches. TA allows for the deﬁnition of ‘a priori’
codes, represented by the generic taxonomy in this study. NVivo11
qualitative data analysis software was used for data management
[24]. Any divergence regarding recognition and allocation of
essential events was resolved by discourse. The analysis consisted
of three main steps:
Step 1: The audio recordings were transcribed soon after the
observation sessions. Field notes and memory recall were used to
identify potentially important sequences of events. These events
were carefully interpreted and thematically labeled in accordance
with the main and subcategory levels of the generic taxonomy.
Step 2: Through iterative processes, additional events were
identiﬁed by determining applicability of existing categories of the
generic taxonomy. Amalgamated empirical examples relevant to
hip OA patients were constructed, leading towards a targeted TPB
taxonomy representing barriers speciﬁc for hip OA patients.
Step 3: A reﬁnement process intended to determine if any new
elements were applicable and lastly, to conﬁrm the ﬁnal taxonomy.
2.4. Ethical considerations
The Norwegian Centre for Research Data approved the study.
The study complies with the ethical standards and principles

stated in the Helsinki declaration [25]. All participants received
both written and oral information about the study and patients
gave informed written consent.
3. Results
3.1. Patient characteristics and decision outcomes
Of the 20 patients approached, 12 women and 7 men
agreed to participate. The youngest was 40, the oldest 84 years
old. The consultations took place on two different days, and
lasted an average of 22 min (range 11–40). Two male surgeons
were involved and had not received any previous SDM
communication skills training. Nine patients ended up with
the decision to undergo THR. The remaining patients were either
scheduled for follow-up after further diagnostic interventions
(n = 3), considered medically unﬁt for surgery (n = 1) or advised
to postpone surgery by optimizing conservative treatment
(n = 6). Table 2 summarizes patient characteristics and decision
outcomes.
3.2. Structural features of the consultations
The consultations had similar content and followed a logical
structure arising from the given context, which included consideration of the patients’ allocation within the disease continuum,
and the speciﬁc nature of OA (Fig. 2). Notably, each outpatient
consultation was merely representing one sequence within a
comprehensive and longitudinal decision-making process, which
over time potentially involves several consultations with different
health professionals (HPs).
The surgeons seemed to regard their task more or less explicitly
to (just) considering the medical indication for prosthetic surgery.
As illustrated in Fig. 2, this diagnostic decision-making proceeded
simultaneously with the more implicit treatment decision-making
process, which is concerned with reaching the most optimal
treatment decision.
In our sample, phase one is predominantly used to conﬁrm an
OA diagnosis and to discuss its individual manifestation with
regards to ADL and quality of life. This happened by consideration
of available information in the referral document, X-rays, history
taking and a focused clinical assessment.
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Table 2
Patient characteristics and decision-making outcomes.
ID

Age

Gender

Decision-making outcomes

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19

40-44
80-84
50-54
75-79
80-84
65-69
75-79
70-74
65-69
75-79
65-69
60-64
60-64
70-74
70-74
55-59
55-59
50-54
55-59

Male
Female
Female
Female
Female
Male
Female
Female
Female
Female
Female
Male
Female
Male
Female
Male
Female
Male
Male

Postpone THR. Follow-up in six months. Physiotherapy, weight loss and increase dose of Etoricoxib.
Not medically ﬁt for THR. Increase pain medication.
Accepted for THR and placed in the queue. Weight loss and smoking cessation.
Postpone THR. Follow-up in six months after lumbar MRI scan. Continue with physiotherapy.
Postpone THR. Follow-up in three months, continue physical therapy and start Etoricoxib.
Accepted for THR and placed in the queue.
Accepted for THR and placed in the queue. Smoking cessation.
Accepted for THR and placed in the queue. Smoking cessation.
Postpone THR. Follow-up in three months after MRI scan. Cortisone injection for trochanter bursitis.
Accepted and agreed time for THR. Postoperative physiotherapy.
Accepted and agreed time for THR. Smoking cessation.
Accepted for THR and placed in the queue. Weight loss.
Rejected for THR. Follow-up after hip MRI scan.
Postpone THR. Follow-up in six months. Cortisone injection for trochanter bursitis.
Patient do not prefer THR. Treatment as usual.
Rejected for THR. Follow-up of back-pain after lumbar MRI scan.
Accepted for THR and placed in the queue. Preoperative physical exercise.
Accepted for THR and placed in the queue.
Rejected for THR. Follow-up by general practitioner.

Fig. 2. Overview of the typical course of an orthopedic outpatient hip OA consultation, demostrating two overlapping decision-making processes.

In phase two, information about the surgical option was in most
cases given priority. Depending on individual characteristics,
engagement and arguments from both parties varied. In case of
suspicion of other possible reasons for the troublesome symptoms,
the surgeons challenged the patient’s motivation for surgery by
putting more emphasis on explaining the associated risks. If the
medical indication seemed clear, the surgeons prioritized encouragement of the patient by emphasizing possible beneﬁts. Mutual
engagement in critical negotiation of beneﬁts and harms appeared
inﬂuenced by varying attitudes on the patients’ side.
In phase three, the patients’ subjective experience and concerns
were discussed exhaustively and medical decisions for or against
THR or additional diagnostic tests were made clear. In addition, the
consultations included follow-up plans, and sometimes instructions about further evaluation of the decision. Both parties engaged
in communicative activities to reassure mutual understanding in
this process.
3.3. Facilitators and barriers towards SDM
We identiﬁed 25 of the 31 subcategories of the generic
taxonomy and included one additional barrier relating to patients’
communication self-efﬁcacy (marked with bold). This barrier
occurs for most patients in this sample given the situation that two
communication processes happen simultaneously as described in

the previous section. The latter barrier was included in the revised
version of the generic taxonomy yielding 32 subcategories
(Table 3).
3.3.1. Patients’ attitudes towards SDM-behavior
This theme reﬂects patients’ awareness of options and that a
decision must be made, possession of relevant knowledge,
information and information processing skills, understanding of
what SDM entails in practice, and expectations of potential
outcomes of SDM. We identiﬁed 14 of the 18 factors relating to this
category, and provided amalgamated empirical examples. A
common notion was that patients seemed uninformed about OA
and the available choices. This was based on the tendency of
pursuing a passive role, implying an understanding that their
contribution into the decision-making process was primarily to
answer the surgeons’ questions. In addition, their primary agenda
for the visit was hardly ever disclosed directly by the patients. In
these cases, the patients tended to follow the surgeon’s lead. This
apparent absence of initial talk about personal goals, and how they
may relate to the available choices, seemed to limit patients’
opportunities for active involvement. Previous experience with
orthopedic consultations and a history of rejection for surgery
seemed to inﬂuence patients’ attitudes and facilitate involvement.
A female patient (P3) had prepared for the consultation by bringing
documentation from previous specialist and primary care visits.
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Table 3
Revised DAfactory taxonomy of patient-related barriers towards SDM.

Main categories 1–4 represent attitude toward the behavior, 5–6 subjective norms and 7–8 perceived behavioral control. Level 1 and level 2 categories are generic, whereas
the empirical examples at the third abstraction level are context speciﬁc. Element not identiﬁed in this clinical context (italics). New element of the generic taxonomy (bold).
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From the very start, she was standing upright and engaged actively
during the initial history taking, and her agenda was explicitly
stated.
O: What do you think is the solution for your problem?
P: To replace my hip!
O: And you are convinced about that?
P: Mm, yes!
From this point, the surgeon worked with the patient to make
her understand the increased risks associated with smoking and
obesity. However, this did not change the patient’s motivation to
undergo surgery, as she argued that previous surgeries had been
successful despite smoking and that other overweight people in
her social network had undergone hip surgery. With regard to the
taxonomy, this illustrates a patient expecting a predetermined
decision to be ﬁnal. Furthermore, the proceeding dialogue shows
signs of strong conviction concerning prognosis, which in turn may
reveal unawareness of what an SDM process could gain. The
patient seems to pursue whatever pain-relieving treatment, and
combined with a conviction that surgery is the only option that
may help her to achieve this, she may block out any information or
arguments that may challenge this conviction.
3.3.2. Subjective norms inﬂuencing SDM-behavior
This theme reﬂects the presence or absence of inﬂuence from
signiﬁcant others on the decision-making process. Six of the eight
generic barriers were identiﬁed. The surgeon’s professional
judgment about the surgical indication was directive for the
overall decision-making process, and many of the patients seemed
to trust this judgment uncritically. Excessive trust or uncritical
acceptance of the surgeons’ advice may lead to passive behavior,
mask patients’ preferences, prevent informed decision-making,
and thus act as a barrier towards SDM. The following example
illustrates this ﬁnding. A male patient (P1) in his forties was told by
the surgeon at the very beginning of the consultation that surgery
was out of the picture, even before eliciting the patient’s agenda for
the visit.
O: There are some signs of wear and tear on the pictures [P: Yes].
But there isn’t . . . there is still some cartilage left [Yes]. And
that . . . that is a good thing– right? [Yes] You are simply too young
for a hip replacement [P: Yes, yes . . . ].
Here, and in the following, the patient appeared to accept the
judgment of the surgeon without attempts to challenge his
arguments or conviction.
Another example (P10) illustrates how the surgeon’s initial
judgment directly inﬂuenced the treatment decision-making
process. Alternatives to surgery were practically ruled out, and
the following information exchange circled around the surgical
procedure and what to expect in terms of pain and physical
function outcomes (i.e. not balanced against the potential beneﬁt
of non-surgical options).
O: It is . . . when we replace your hip joint- because that is the
appropriate procedure for you now [P: Ok, mhm?]. It has
progressed so much [P: Mhm], that there is nothing to do to ﬁx
it . . . we simply have to put in a prosthesis [P: Yes]. Right? I can
almost say that even before doing any examinations.
Three patients had a family member present during the
consultation. This seemed to facilitate more discussions and
deliberations around treatment alternatives.
O: I think that we should proceed with this plan, and then we can
arrange a follow-up with a control [P: Mhm..]. Then we will see
how it goes [P: Yes].
Family member: Yes, but I want to mention one thing.. I mean, you
are very keen to spend time at the cabin during the summer [P:
Yes].. and it is not easy for you to get up there- to stay there.. [P: No,

it isn’t]. So, as long as you have the cabin and want to stay there, it
is . . .
P: What are you thinking?
Family member: I think that you have this pain and trouble
walking, and to get around.. that makes it difﬁcult for you to spend
time there.. and that is something you really want to do – to stay
there.. [P: Yes..] So, that is something that is part of the overall
consideration (Family member, P5).
Given this apparent facilitating effect, the absence of a third
person who provides important perspectives relevant to the
treatment decision-making process may act as a barrier towards
SDM.
3.3.3. Perceived behavioral control inﬂuencing SDM-behavior
This theme represents patients’ perceived control regarding
treatment or coping with the consequences from treatment, and
communication self-efﬁcacy. We added one barrier at the
subcategory level of the generic taxonomy, and provided
corresponding empirical descriptions of a total of six factors.
Treatment for hip OA usually requires life-style changes. A request
by others to engage in behavior change-dependent treatment may
cause emotional and cognitive distress and consequently inﬂuence
their perceived control beliefs in communication with a medical
specialist. Feelings of uncertainty, fear, shame or low conﬁdence
relating to previous management attempts are likely to inﬂuence
own ability or readiness to raise such personal and potential
sensitive issues.
The patient’s ultimate concern and reason to seek advice from
an orthopedic surgeon is to determine the optimal treatment
option. The following example shows a female patient (P17) with
two previous orthopedic outpatient evaluations. The patient was
clearly upset about how her condition affects her daily life.
P: It is really bad atmosphere at our house, because I simply lose
control when this pain comes [O: Yes?]. And that bothers me! But if
it turns out that there is nothing to do to improve my situationthen I just have to accept it, and I’ll have to ﬁnd ways to live with
it . . .
O: We have discussed this on the basis that it might be a weak
indication to support a decision for surgery – because that is what
the other (orthopedic surgeons) have decided. However, it is not
clear yet whether we arrive at the same conclusion [P: Right, we
will see!]. We’ll see, and maybe there are other things that can help.
But now our concern is to determine if you should undergo surgery.
There are of course several other things that might help you [P: And
that is exactly?]. Well . . . physiotherapy is one option, but also
other things that maybe your GP is just as good as me to
consider . . . but what I have to ﬁnd out is the question of hip
prosthesis [P: Mhm]. If that is a smart thing to do . . . [P: Yes].
In this example, the patient responded to the surgeon’s statement
that there might be other helpful treatment options by asking what
speciﬁc treatment he means. The surgeon brieﬂy mentioned
physiotherapy as alternative to surgery, but at the same time indicated
that his responsibility was mainly to determine an indication for
surgery. No details about potential beneﬁts or harms of non-surgical
options were provided. Given this situation, the patient may feel
disempowered in changing the agenda to claim balanced information
about all possibilities that may help her problem.
4. Discussion and conclusion
4.1. Discussion
This qualitative study of decision-making in orthopedic
outpatient consultations yields important ﬁndings both with
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regard to research methods in the ﬁeld of decision support and to
the particular needs of patients with hip OA. It is the ﬁrst study
describing the DAfactory method purposed to adapt didactics in
PDAs to speciﬁc patient groups. Using SDM as a theoretical lens,
this observation-based method proved useful to identify prominent factors affecting patients’ involvement into treatment
decision-making. Moreover, applying TPB to structure these factors
afﬁrmed the existing generic taxonomy and reﬁned a hip OA
speciﬁc taxonomy used to inform development of patient
narratives (videos with patient stories) in a PDA published recently
at the Norwegian e-health platform www.helsenorge.no/samvalg.
A salient focus in the consultations concerned the diagnostic
decision where the surgeon makes up judgments about the medical
indication for prosthetic surgery. Communication around this
question, however, blurred the underlying decision-making process
concerning the beneﬁts and harms of all available treatment
options. As the ﬁrst decision represents a pivotal medical judgment
from the surgeon’s side, the latter guides the patient’s agenda, and is
the appropriate one for an SDM process. Through the apparent
overlap of two decision-making processes, patient involvement
appeared primarily related to the diagnostic consideration rather
than the corresponding treatment decision-making process, which
accordingly presented as more implicit. Nevertheless, some of the
observed features of the ongoing communication were corresponding to essential SDM elements [13], but as seen from the patients’
point of view, it might be challenging to realize when personal goals
and preferences are appropriate to raise.
Because hip OA has a long lasting disease continuum, treatment
decision-making is occurring at multiple time-points and with
different people involved. Analysis of consultations in the
secondary care setting therefore had to take into account that
true SDM is longitudinal in nature. An advanced stage referral
might for example have implied that the surgical option was the
only remaining realistic alternative to consider. Hence, the chosen
descriptive rather than judging analytical approach appeared to be
a strength of this study.
There are important limitations to consider such as, in
particular, issues related to the chosen design and transferability
of the ﬁndings. The current study includes only nineteen
participants situated in one context with two orthopedic surgeons.
There is a need for further validation of the ﬁndings in other
settings and by using adjuvant methods. Furthermore, as one
researcher performed the direct observations only, observer bias
might have inﬂuenced the ﬁndings. The procedures during data
collection and analysis, including audio recording, analysis by a
second coder, discussions in the research group and the theoretical
guidance have, however, improved the reliability of the study.
Patients’ opportunities and capacity to become active participants in treatment decision-making is affected by several
interrelated factors – the patient [19], the HPs [26] and the
organization/system [27]. In terms of implementation of SDM
through tailored PDAs, there are arguments to target each of them.
However, this study is based on the assumption of the patient
being a shared decision-maker and from this viewpoint investigates
particular barriers patients encounter in their attempts to actively
engage in treatment decisions. This approach seems to be coherent
with the SDM conceptual idea of the autonomous patient. With
regard to implementation of SDM, it is not yet clear whether
approaching the HPs or the patients is more efﬁcient. It is likely
that combined approaches targeting both are most promising [28].
We also know that strategies focusing on the patient can work
effectively, such as the three-question method [29,30]. Furthermore, people exposed to PDAs feel more knowledgeable, better
informed, and clearer about their values, and they probably have a
more active role in decision-making and more accurate risk
perceptions [31].
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4.2. Conclusion
The patients in this study were involved quite actively in the
ongoing communication, but more concerning the possible
indication for surgery, and less about careful deliberations of
beneﬁt and harms associated with other available alternatives. We
found that hip OA patients face similar barriers towards SDM as
those previously identiﬁed in other patient groups. Yet, OA patients
seem to ﬁnd it particularly challenging to engage actively in
treatment decision-making when consultations are framed around
diagnostic decisions. The observation method proved feasible to
identify patient-related barriers towards SDM.
4.3. Practice implications
The current study has contributed to the development of a webbased PDA for hip OA decisions aimed at supporting SDM across
the hip OA continuum [8]. Other developers of decision support
tools can adopt the methods used to inform the development of
PDAs. Moreover, the taxonomy of SDM barriers published in this
study can be useful for other SDM implementation strategies.
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