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approach), “I prefer to make the final selection about which treatment I will receive.” Four
participants chose the Card B (active approach), “I prefer to make the final selection of my
treatment after seriously considering my doctor’s opinion.” Two participants chose the Card C
(collaborative approach), “I prefer that my doctor and I share responsibility for deciding which
treatment is best for me.” Two participants chose the Card D (passive approach), “I prefer that
my doctor makes the final decisions about which treatment will be used but seriously considers
my opinion,” and one participant chose the Card E (passive approach), “I prefer to leave all
decisions regarding my treatment to my doctor.” Therefore, 192 responses were analyzed as three
categorical responses: Active (AB, BA, B and A) Collaborative-Shared (BC, CB, and C), and
Passive (CD, DC, DE, D and E). In this sample, 44.3% responded with a collaborative/shared
preference (n = 85), 37.5% (n = 72) responded as active participation, and 18.2% (n = 35)
responded as passive participation in regard to control in their health care decision regarding
stroke prevention in Afib. As discussed previously, cases are analyzed by a pairwise deletion, and

all incompatible or missing cases were not part of the final analysis (Table 4.5).

Table 4.5
Descriptive Statistics- Control Preference Scale
Cumulative
Frequency % Valid % %
Valid Passive 35 11.0 18.2 18.2
Collaborative/Shared 85 26.6 44.3 62.5
Active 72 22.6 375 100.0

Total 192 60.2 100.0

A chi-square test of independence indicated no significant association between age (three
categories) and the three-category CPS (Active-Collaborative/Shared-Passive), y* (4, n = 192) =
8.086, p = .088, and Cramer’s V' =.145. Individuals younger than 65 (n = 21, 40.4%) and those

75 years or older (n = 18, 40.9%) preferred an active role, whereas those 65 to 74 years preferred
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a collaborative/shared role (n = 51, 53.1%). Although passive role was the least reported
preference in all age categories, those participants 75 years and older had the greatest response

rate (27.3%, n = 12; Table 4.6).

Table 4.6
Age and Control Preference

Cohort Age Categories
<65 65-74  =/>75  Total

CPS Passive Count 11 12 12 35
% within age 21.2%  12.5% 27.3% 18.2%

Collaborative/Shared Count 20 51 14 85

% within age 385% 53.1% 31.8% 44.3%

Active Count 21 33 18 72

% within age 404% 344% 40.9% 37.5%

Age and Participation in SDM

A one-way between-group analysis of variance was conducted to explore the impact of
age on levels of participation in SDM, as measured by the 9-item SDM-Q-9. Participants were
divided into three groups according to their age (e.g., </=64 years, 65-74 years, and 75 years or
greater). There was a statistically significant difference at the p < .05 level in SDM-Q-9 scores
for the three age groups: F' (2, 178) = 3.87, p = .023. The effect size, calculated using eta-
squared, was .042. Post-hoc comparison using the Tukey HSD test indicated that the mean score
for individuals </= 64 years (n = 50, M = 54.93, SD = 27.375) was statistically different from
individuals 75 years or older (n = 41, M = 68.67, SD = 21.092). Individuals 65 to 74 years (n =

90, M =59.23, SD = 22.969) did not differ significantly from other cohorts (Figure 4.3).
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Figure 4.3

Boxplot Age Cohort and SDM-Q-9 scores
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Gender and DSES

A one-way between-group analysis of variance was conducted to explore the impact of
gender on DSES. There was a statistically significant difference at the p < .05 level in decisional
self-efficacy scores for the three age groups: F' (1, 199) = 6.625, p = .011. The effect size,
calculated using eta-squared, was .032, with the mean score for males (M = 87.39, SD = 16.411)
being statistically different from female responses (M = 80.66, SD = 20.09). The average SDM-

Q-9 score for both groups was n = 201, M = 83.77; Table 4.7).
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Table 4.7
Descriptives of Gender and Decisional Self-Efficacy Scores

95% Confidence Interval for

Mean
N M SD SE Lower Bound Upper Bound
Male 93 87.39 16.411 1.702 84.01 90.77
Female 108 80.66 20.090 1.933 76.83 84.49
Total 201 83.77 18.739 1.322 81.17 86.38

Gender and Decisional Conflict (SURE test)

A chi-square test of independence (with Yates” Continuity Correction) indicated a
statistically significant association between gender (n = 201; males = 93, female = 108) and
decisional conflict as measured by the SURE test, y* (1, n = 201) =4.172, p = .041, phi = .154,
where decisional conflict was reported in 31.2% (n = 29) of men and 46.3% (n = 50) of women.
There was an overall presence of decisional conflict of 39.3% (n = 79) reported for both genders,

where women reported a 15.1% higher rate of decisional conflict than men (Table 4.8 and Figure

4.4).
Table 4.8
Decisional Conflict (SURE test) and Gender Differences
Gender
Male Female  Total
SURE test Absence of n 64 58 122
Decisional Conflict 9% within Gender 68.8% 53.7%  60.7%
Decisional Conflict n 29 50 79
Present % within Gender 31.2% 46.3%  39.3%
Total n 93 108 201

% within Gender ~ 100.0% 100.0% 100.0%




Figure 4.4
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A chi-square test of independence indicated no statistically significant association
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between gender and control preferences in decision making, y* (2, n = 192) = 3.734, p = .155,

Cramer’s V'=.139. Both men (41.4%) and women (46.7%) preferred a collaborative/shared role.

The least preferred role was passive for both males (24.1%) and females (13.3%; Table 4.9).

Table 4.9
Gender and Control Preference
Gender
Male Female Total
CPS Passive Count 21 14 35
% within gender 24.1%  13.3%  18.2%
Collaborative/Shared Count 36 49 85
% within gender 41.4%  46.7%  44.3%
Active Count 30 42 72
% within gender 345%  40.0%  37.5%
Total Count 87 105 192
% within gender ~ 100.0% 100.0% 100.0%
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Gender and Participation in SDM-Q-9

A one-way between-group analysis of variance was conducted to explore the relationship
of a participant’s gender on levels of participation in SDM, as measured by the SDM-Q-9. There
was a statistically significant difference at the p < .05 level in SDM-Q-9 scores between genders:
F(1,179) =10.125, p = .002. The effect size is calculated using eta squared, .054. The mean
score for males (M = 66.27, SD = 24.277) is statistically different from females (M = 55.03, SD
= 23.129; Table 4.10 and Figure 4.5), where according to the SDM-Q-9, men had a higher score
therefore participated more in SDM for stroke prevention as reflected in compared mean scores.

Table 4.10
Descriptives: Gender and SDM-Q-9 scores

95% Confidence Interval for

Mean
N M SD SE Lower Bound Upper Bound
Male 83 66.27 24.277 2.665 60.96 71.57
Female 98 55.03 23.129 2.336 50.40 59.67
Total 181 60.18 24.254 1.803 56.63 63.74

Figure 4.5

Boxplot of Gender and SDM-9-Q Scores
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Education Attainment

Educational Attainment and Decisional Self-Efficacy

A one-way between-group analysis of variance was conducted to explore the impact of
education attainment based on five categories and decisional self-efficacy as measured by DSES.
There was no statistically significant difference at the p < .05 level in DSES scores between
educational attainment: F' (4, 196) =1.611 and p = .173. The lowest and greatest mean scores
were M = 81.7 and SD = 18.763 for participant who reported “some” college and M = 97.73 and
SD = 3.214 for those reporting a “technical career training after high school.”

When reviewing the educational attainment two categories demonstrated two or fewer
frequencies, so educational attainment was collapsed into two categories for all respondents (n =
201): non-college degree (grade school, high school graduate, some college and technical career
training after high school; n = 56) and college (n = 145), which includes college graduate and
doctoral degree. A one-way between-group analysis of variance was conducted to explore the
relationship of education attainment based on two categories and decisional self-efficacy as
measured by the DSES. Findings remain not statistically significant different (comparing five to
two categorical education attainment) at the p < .05 level in DSES scores between educational
attainment: F (1, 199) =.230, p = .632. Non-college graduates scored lower (n = 56, M = 82.75)
than college graduates (n = 145, M = 84.17).

Education Attainment and Decisional Conflict (SURE)

A chi-square test of independence (with Yates’ Continuity Correction) indicated no
statistical significance association between two categorical educational attainments (» = 54 non-
college graduate, n = 141 college graduate) and decisional conflict as measured by SURE

categorical test, y* (1, n = 195) = 3.004, p = .083. Overall, 38.5% reported decisional conflict in
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both groups. The presence of decisional conflict (SURE test) was reported in 42.6% (n = 60) of

college graduates and 27.8% (n = 15) of non-college graduates (Table 4.11).

Table 4.11
Educational Attainment and Decisional Conflict (SURE test)

Education
Non-
College College
Graduate  Graduate  Total

SURE test Absence of n 39 81 120
Decisional Conflict 9% within 72.2% 57.4% 61.5%

education
Decisional Conflict n 15 60 75
Present % within 27.8% 42.6% 38.5%

education
Total n 54 141 195
% within 100.0% 100.0% 100.0%

education

Education Attainment and Control Preference

A chi-square test of independence indicated a statistically significant association between
education (two category) and control preference in medical decision making as measured by
SURE test, y* (2, n = 192) = 7.442, p = .024, Cramer’s V' =.197. Non-college participants’ most
preferred role was active (38%, n = 19), then collaborative/shared (32%, n = 16), and the least
preferred role of passive (30%, n = 15). College graduates’ most preferred role was
collaborative/shared (48.6%, n = 69), then active (37.3%, n = 53), and the least preferred role of
passive (14.1%, n = 20). The preferred role for combined groups was collaborative/shared (44%,
n = 85), then active (37.5%, n = 72), with the least preferred role reported as passive (18.2%, n
= 35). Overall, non-college graduates reported a greater passive role (30%) than college

educated (14.1%)(Table 4.12; Figure 4.6).
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Table 4.12
Educational Attainment and Control Preference Reporting

Education Attainment

Non-

College College
Graduate Graduate  Total

Control Passive Count 15 20 35
Preference % within 30.0% 14.1% 18.2%
Categories education
Collaborative/Shared Count 16 69 85
% within 32.0% 48.6% 44.3%
education
Active Count 19 53 72
% within 38.0% 37.3% 37.5%
education
Total Count 50 142 192
% within 100.0% 100.0% 100.0%
education
Figure 4.6
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Education Attainment and Participation in SDM-Q-9
A one-way between-group analysis of variance was conducted to explore the relationship of
education attainment (two categorical) and participation in SDM as measured by SDM-Q-9.
There was no statistically significant difference at the p < .05 level in DSM-9-Q scores between
educational attainment: F (1, 179) = .525, p = .470. Where non-college graduates reported
higher scores on the SDMQ (M = 62.36, SD = 27.437) than college graduates (M = 59.40, SD
= 23.060).

Table 4.13
Descriptives: Educational Attainment and SDM-Q-9 Scores

95% Confidence
Interval for Mean

Lower Upper

N M SD SE Bound Bound Min Max
Non-College 48 62.36 27.437 3.960 54.39 70.33 0 100
Graduate
College Graduate 133 59.40 23.060 2.000 55.44 63.35 4 100
Total 181 60.18 24.254 1.803 56.63 63.74 0 100

Relationship Status (Partnered Status)

For the purposes of relationships, there were only 15 reported as “widowed,” so the
determination to collapse categories into “partnered and non-partnered,” where “widowed and
single” and “divorced or separated” would combine into one category (n = 49) as compared to
the category of “Partnered” (n = 152), which includes married or partnered.

Partnered Status and DSES

A one-way between-group analysis of variance was conducted to explore the relationship
of self-reporting partnership status and decisional self-efficacy as measured by DSES. There was

no statistically significant difference at the p < .05 level in decisional self-efficacy scores DSES
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between partnership status F (1,197) = 1.200, p = .275. Non-partnered individuals (e.g.,
widowed, single, divorced, or separated) reported lower scores (M = 81.33, SD = 19.429) on the
DSES compared to married or partnered individuals (M = 84.72, SD = 18.224) (Table 4.14).

Table 4.14
Descriptives: Partnership Status and Decisional Self-Efficacy Scores

95% Confidence Interval for

Partnership Mean

Status N M SD SE Lower Bound Upper Bound
Partnered 152 84.72 18.224 1.478 81.80 87.64
Non-Partnered 47 81.33 19.429 2.834 75.63 87.04
Total 199 83.92 18.521 1.313 81.33 86.51

Partnered Status and Decisional Conflict

A chi-square test of independence (with Yates” Continuity Correction) indicated a
statistically significant association between partnership status (two category) and decisional
conflict as measured by the SURE test, ¥* (1, n = 199) = 6.044, p = .014, phi = -.186, where
non-partnered individuals reported more decisional conflict 55.1% (n = 27) than married or

partnered counterparts, 34% (n = 51) (Table 4.15, Figure 4.7).

Table 4.15
Partnership status and Decisional Conflict (SURE test)

Partnership Status
Not Married/Pa

Measurement Decisional Conflict Count/% Partnered rtnered Total
SURE_test Absence Count 22 99 121
% within 44.9% 66.0% 60.8%
Present Count 27 51 78
% within 55.1% 34.0% 39.2%
Total Count 49 150 199

% within 100.0% 100.0% 100.0%
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Figure 4.7
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Overall, both groups (partnered and non-partnered) report 43.7% (n = 83) prefer a
Collaborative/Shared role, 37.9% Active role (n = 72), and 18.4 % (n = 35) a Passive role in
medical decision-making regarding stroke prevention for Afib. A chi-square test of independence
indicated no statistically significant association between control preference (three category) as
measured by CPS, 2 (1, n = 190) = 1.329, p = .514. Overall, combined cohorts preferred a
collaborative/shared role (43.7%, n = 83) and the least preferred role was reported as passive
(18.4%, n = 35). Both 46.8% of non-partnered individuals (n = 22) and 42.7% of partnered

individuals (n = 61) preferred a collaborative/shared role (Table 4.16). The least preferred role
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for both groups were passive. However, partnered individuals reported a greater passive role than

non-partnered individuals (20.3% versus 12.8%, respectively).

Table 4.16
Partnership Status and Control Preference

Partnership Status

Non-
Partnered  Partnered Total

Control Passive n 29 6 35
Preference % 20.3% 12.8% 18.4%
Scale Collaborative/Shared n 61 22 83
Outcomes % 42.7% 46.8% 43.7%
Active n 53 19 72

% 37.1% 40.4% 37.9%

Total n 143 47 190
% 100.0% 100.0% 100.0%

Relationship and Participation in SDM

A one-way between-group analysis of variance was conducted to explore the relationship
of partnership status and participation on SDM as measured by the SDM-Q-9. There was no
statistically significant difference at the p < .05 level in SDM-Q-9 and partnership status F(1,
178) = 2.738, p = .100. Although not statistically significant, non-partnered participants reported
lower scores in SDM (M = 55.04, n = 43) compared to married or partnered individuals (M =
62.01,n = 137) ( Table 4.17).

Table 4.17
Partnership Status and SDM-Q-9

95% Confidence Interval for

Mean
N M SD SE Lower Bound Upper Bound
Not Partnered 43 55.04 25.498 3.888 47.19 62.89
Married/Partnered 137 62.01 23.661 2.021 58.01 66.01

Total 180 60.35 24.224 1.806 56.78 63.91
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Research Question 4. What is the relationship between the type of atrial fibrillation and
decisional self-efficacy, decisional conflict, control preference, and shared decision making
in an Afib sample?

Consistent with the ODSF, clinical characteristics can impact participation in SDM.
Clinical factors investigated under this section include the type of Afib and the risk for stroke
based on the CHA2DS2-Vasc stroke scoring system.

Type of Afib

Participants were asked to identify the type of Afib: Paroxysmal; Persistent; Long-
Standing Persistent; Permanent; and Unsure. Responses include Paroxysmal, n = 114; Persistent,
n = 35; Permanent, n = 22; and Unsure, n = 28. There were two missing responses and no
responses to Long-Standing Persistent. Consistent with the ODSF, which incorporates decisional
needs to include clinical characteristics, statistical analysis was performed to evaluate
relationships of Afib types and decisional self-efficacy, decisional conflict, control preferences,
and participation in SDM. Preliminary analysis demonstrated scores on DSES, p = .883 (n =
199), scores on SDM-Q-9, and p = .116 (n = 179). Therefore, for analysis purposes, the Unsure
category was dropped from the analysis, and the cases reporting paroxysmal, persistent, and
permanent were examined for further analysis.

Type of Afib and Decisional Self-Efficacy

A one-way between-group analysis of variance was conducted to explore the relationship
of Afib type and DSES (n = 171), where 114 reported paroxysmal (M = 83.47), 35 reported
persistent (M = 84.87), and 22 reported permanent (M = 86.05). There was no statistically
significant difference at the p < .05 level in shared SDM-Q-9 and type of Afib, F' (2, 168) =.206,

p = .814, with an average mean decisional self-efficacy score for all types of Afib, M = 84.09.
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Although not statistically significant, participants with permanent Afib reported higher scores on
DSES (M = 86.05) than persistent (M = 84.87) and paroxysmal (M = 83.47; Table 4.18).

Table 4.18
Type of Atrial Fibrillation and Decisional Self-Efficacy Scores

95% Confidence Interval for

Mean
N M SD SE Lower Bound Upper Bound
Paroxysmal 114 83.47 19.102 1.789 79.93 87.02
Persistent 35 84.87 17.211 2.909 78.96 90.78
Permanent 22 86.05 21.553 4.595 76.50 95.61
Total 171 84.09 18.975 1.451 81.23 86.96

Type of Afib and Decisional Conflict (SURE)

A chi-square test of independence indicated a statistically significant association between
the type of Afib (three category) and decisional conflict (as measured by the SURE test), ¥*(2, n
=171)="7.170, p = .028, Cramer’s v =.205. Overall, 41.5% (n = 71) of individuals reported the
presence of decisional conflict. Participants with paroxysmal Afib reported greater decisional
conflict 47.3% (n = 53) than persistent 38.9% (n = 14) and permanent 17.4% (n = 4; Table 4.19,
Figure 4.8). These findings are interesting and may be explained through the ODSF and

Bandura’s Self-Efficacy Theory stating mastery in association with progression of Afib.



Running head: SHARED DECISION-MAKING IN ATRIAL FIBRILLATION

Table 4.19

Type of Atrial Fibrillation and Decisional Conflict (SURE test)

Decisional Conflict

Absence Present Total
Type of Afib Paroxysmal N 59 53 112
% within Type of 52.7% 47.3% 100.0%
Afib
% within Decisional 59.0% 74.6% 65.5%
Conflict
Persistent N 22 14 36
% within Type of 61.1% 38.9% 100.0%
Afib
% within Decisional 22.0% 19.7% 21.1%
Conflict
Permanent N 19 4 23
% within Type of 82.6% 17.4% 100.0%
Afib
% within Decisional 19.0% 56% 13.5%
Conflict
Total N 100 71 171
% within Type of 58.5% 41.5% 100.0%
Afib
% within Decisional 100.0% 100.0% 100.0%

Conflict
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Figure 4.8
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Individuals with paroxysmal atrial fibrillation may have more decisional conflict due to
lack of consistently in the rhythm of atrial fibrillation. This was investigated more by assessing
patient narrative statements of individuals who self-reported having paroxysmal Afib responding
to the question: “If you would like to comment, - Describe any factors that may have influenced

your decision (examples: family support, informational packet, etc.) that may not have been

addressed in the survey.”

Comment 1.

Different providers recommend different things, apparently for different reasons. The
first provider | was sent to was totally unaware of current research and pushed opinions
that proved not true for me.
Comment 2.
I am considering blood thinner. Doctors say all afib patients MUST take them. | would
prefer not to if possible.
Comment 3.
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I am strongly opposed to taking blood thinners because of the side effects
Comment 4.

| feel there are mixed facts concerning stroke prevention in afib.

Comment 5.
I had 2 small strokes at one time last year after | stopped my supplements for a week -
did not take meds after. A few months ago, had 3 TIA's and decided it was time to take a
blood thinner.

Comment 6.
I was very leery of blood thinners in particular (most "big drugs" worry me, and I've
luckily not had to take many for most of my life), and | was willing to accept a 2% stroke
risk (given my risk factors as they were explained to me--age and gender) --despite dire
warnings about the possible stroke consequences. | consulted every medical friend | had
(and generally got the same message) and then struggled to find alternative treatments,
such as acupuncture and herbal therapies. My (excellent) cardiologist basically said he
was OK with such treatments but come back when the afib recurs. | yearn for someone
who can help me negotiate Western medicine (with all its positives) and alternative
treatments (with fewer side effects). What | most resented in this process was being
"categorized": you have afib and thus you are statistically "obliged" to follow this
medicinal protocol--before anyone really looked at my whole health history and
preferences.

Comment 7.
My AFIB episodes are of short duration and while scary, it is difficult to conceive that a
blood clot can be formed in less than an hour. We need more research on this variable.
Big Pharma has undue influence over cardiologists to overly prescribe anti-coagulants.

Comment 8.

My type of Afib is well controlled by Flecainide and | only go out of rhythm for an hour or
2 every several years so is out of the norm to analyze. So, | tend to disagree with
Cardiologist recommending blood thinners.

The previous statement may give support to reports of greater decisional conflict in the
paroxysmal afib respondents as major themes taken from these comments include uncertainty,

individual preferences, fear of risks and temporal nature of paroxysmal atrial fibrillation.
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Type of Atrial Fibrillation and Control Preference in Medical Decision-Making (CPS)

A chi-square test for independence indicated no statistically significant association
between type of atrial fibrillation (three category) and control preference (active, collaborative-
shared and passive) as measured by Control Preference Scale, y? (4, n = 164) =6.156, p = .188.
Participants reporting paroxysmal and permanent preferred collaborative/shared role (47.7%,
47.6% respectively) and participants reporting persistent preferred an active role (50%). The
least preferred role for all three types of Afib was passive, with those individuals with permanent
atrial fibrillation reporting the most frequently (23.8%) compared to persistent (23.5%) and

paroxysmal (14.7%) (Table 4.20).

Table 4.20
Type of Afib and Control Preference (CPS)

Role Preference
Collaborative-

Passive Shared Active  Total

Type of Afib Paroxysmal N 16 52 41 109
% within TypeAfib  14.7% 47.7% 37.6% 100.0%

% within CPS 55.2% 73.2% 64.1% 66.5%

Persistent N 8 9 17 34

% within TypeAfib  23.5% 26.5% 50.0% 100.0%

% within CPS 27.6% 12.7% 26.6% 20.7%

Permanent N 5 10 6 21

% within TypeAfib  23.8% 47.6% 28.6% 100.0%

% within CPS 17.2% 14.1% 9.4% 12.8%

Total N 29 71 64 164
% within TypeAfib  17.7% 43.3% 39.0% 100.0%

% within CPS 100.0% 100.0% 100.0% 100.0%

Type of Atrial Fibrillation and participation in Shared Decision-making (SDMQ9)
A one-way between-group analysis of variance was conducted to explore the relationship

of type of atrial fibrillation and participation in shared decision-making as measured by the
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SDMQ9. There was statistically significant difference at the p < .05 level in shared decision-
making scores (SDMQ9Y) and type of atrial fibrillation F (2,156) =3.075, p = .049. The effect size
calculated using eta squared is .038. A post hoc analysis using the Tukey HSD test indicated that
the mean score for Paroxysmal (M = 58.22, SD = 23.971) was significantly different from
Permanent (M = 73.09, SD = 20.365). Persistent (M = 58.52, SD = 24.967) did not differ
significantly from either paroxysmal or permanent (Table 4.21) (Figure 4.9).

Table 4.21
Type of Atrial Fibrillation and Shared Decision-Making Scores (SDMQ9)

95% Confidence Interval for

Std. Mean
N Mean Deviation  Std. Error Lower Bound Upper Bound
Paroxysmal 105 58.22 23.971 2.339 53.58 62.86
Persistent 33 58.52 24.967 4.346 49.67 67.37
Permanent 18 73.09 20.365 4.800 62.96 83.21
Total 156 60.00 24.129 1.932 56.18 63.82

Figure 4.9

Type of Atrial Fibrillation and Participation in SDM-Q-9
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Research Question 5. What is the relationship between the CHA2DS2-Vasc Score and
participation in SDM-Q-9 in a sample of individuals with Afib?

CHA2DS2-Vasc scores are calculated from data extracted from the frail scale (heart
failure, hypertension, diabetes, and stroke), age, gender, and additional questions on the presence
of vascular disease. For calculation purposes, CHA2DS2-Vasc scores ranged from 0 to 9, but in
this sample, scores ranged from 0 to 7 and most of the sample reported CHA2DS-VASc between
1 and 5 (Table 4.22). CHA2DS2-Vasc scores can be used for stroke risk assessment with
individuals with Afib and may therefore influence factors that pertain to an individual’s medical
decision making for stroke prevention. The relationship between CHA2DS2-Vasc score
(continuous scale 0-7) and participation in shared decision making (as measured by the SDM-Q-
9; n = 181) was investigated using Pearson product-moment correlation coefficient. There was a
positive correlation between the two variables (»=.164, n = 181, p = .027), with higher
CHA2DS2-VASc scores associated with higher participation in shared decision making. There
was a small to medium effect size noted as the coefficient of the determinant was calculated
at .027. For the purposes of analysis, further review revealed few cases with scores of five and
greater on the CHA2DS2-Vasc. Therefore, scores of 5 (n = 11), 6 (n = 3), and 7 (n = 2) were
combined. A determination to collapse the ordinal values into two categories: scores of 1-2 and
scores of 3 and greater (Table 4.23) was performed. Individuals with a score of 0 (n = 8) were
excluded from the analysis because a CHA2DS2-VASc score of >/=1 should be considered for
stroke prevention, which is essentially treatment with oral anticoagulation (Lane & Lip, 2012).
Therefore, participants’ with CHA2DS2-VASc scores of 0 may not have been offered a “choice”

for treatment with oral anticoagulation.



Table 4.22

CHA2DS2-VASc Scores in this sample (n = 181)

182

Frequency % Valid % Cumulative %

Valid 0 8 4.4 4.4 4.4
1 29 16.0 16.0 20.4
2 62 34.3 34.3 54.7
3 39 21.5 215 76.2
4 27 14.9 14.9 91.2
5 11 6.1 6.1 97.2
6 3 1.7 1.7 98.9
7 2 11 11 100.0
Total 181 100.0 100.0

A one-way between-group analysis of variance was conducted to explore the relationship

between dichotomous CHA2DS2-Vasc score (Group 1 scores of 1-2 [n = 91] and Group 2 [n =

82] scores of 3 or greater) and participation in shared decision making as measured by the SDM-

Q-9. There is a statistically significant difference at the p < .05 level in shared decision-making

scores (SDM-Q-9) and CHA2DS2-VASc dichotomous category (1-2 and 3-7) F(1,173) =4.169,

p = .043. The effect size calculated using eta squared is .024. Individuals with a CHA2DS2-Vasc

score of 3-7 (M = 64.23, SD = 21.138) scored higher on the SDM-Q-9 than individuals with

scores between 1 and 2 (M = 56.75, SD = 26.390; Table 4.23; Figure 4.10).

Table 4.23

CHA2DS2-VASc score and Participation in Shared Decision-Making (SDM-Q-9)

95% Confidence Interval for

CHA2DS2-

VASC Mean

score N M SD SE Lower Bound Upper Bound
1-2 91 56.75 26.390 2.766 51.26 62.25
3-7 82 64.23 21.138 2.334 59.58 68.87
Total 173 60.30 24.266 1.845 56.65 63.94
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Figure 4.10

Dichotomous CHA2DS2-VASc and reported SDM-Q-9 Scores
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Research Question 6. What is the relationship of receiving an education packet and/or
decisional aid from a healthcare provider and participation in shared decision making and
decision conflict in a sample of individuals with Afib?
The ODSF supports the use of decisional aids to assist individuals in decision making.
This researcher was interested in exploring the use of hand-out materials provided by health care
providers and relationship with participating in SDM. The question incorporated into the survey
was, “Did your health care provider share with your materials such as educational material,
brochure or decisional aid to assist you in your decision making for stroke prevention?”” A one-
way between-group analysis of variance was conducted to explore the relationship of receiving
educational material, brochure, or DA and participation in SDM as measured by the SDM-Q-9.

There was a statistically significant difference at the p <.05 level in SDM scores (SDM-Q-9) and



184

response to educational materials/DA, F (1, 179) =31.951, p <.001. The effect size calculated
using eta squared was .15, representing a large effect size. Recipients of educational materials or
DAs reported higher levels of participation in shared decision making (SDM-Q-9; M = 70.08,
SD = 20.412, n = 86) than respondents who did not receive an education packet or DA (n = 95,
M =51.23, SD = 24.064; see Table 4.24).

Table 4.24
Use of Education Packet/Decisional Aid and Shared Decision-Making (SDM-0-9)

95% Confidence Interval

for Mean
Received a Lower Upper
Packet or Aid N M SD SE Bound Bound
Yes 86 70.08 20.412 2.201 65.70 74.45
No 95 51.23 24.064 2.469 46.33 56.13
Total 181 60.18 24.254 1.803 56.63 63.74

The use of an educational packet or DA was explored to see if there was a relationship
between the use of the educational material/DA and decisional conflict as measured by the SURE
test. A chi-square test of independence (with Yates’ Continuity Correction) indicated a
statistically significant association between the use of educational materials/DAs and decisional
conflict (as measured by the SURE test), ¥* (1, n = 201) =10.132, p = .001, phi = .235. Overall
decisional conflict was reported in 39.3% of cases (n = 79). Participants who reported not
receiving educational materials or DAs reported higher decisional conflict (50.5%, n = 52) than

participants who received the materials (27.6%, n = 27; Table 4.25, Figure 4.11).
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Table 4.25
Receiving an Education Packet/Decisional Aid and Decisional Conflict (SURE test)
Decisional Conflict

Absence Present Total
Educational/DAs Yes Count 71 27 98
Provided by HCP % within 72.4% 27.6% 100.0%
Educational/DAs
% within SURE _test 58.2% 34.2%  48.8%
No Count 51 52 103
% within 49.5% 50.5% 100.0%
Educational/DAs
% within SURE _test 41.8% 65.8% 51.2%
Total Count 122 79 201
% within 60.7% 39.3% 100.0%
Educational/DAs
% within SURE test 100.0% 100.0% 100.0%

Figure 4.11

Received and Education Packet/Decision Aid from Healthcare Provider and Decisional Conflict
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Research Question 7. What is the relationship between time since decision and decisional
conflict?

The ODSF includes “decision timing” as part of the decisional needs’ assessment.
Therefore, timing since decision and decisional conflict was investigated to identify changes
over time. Time since decision was categorized as follows: currently continue to contemplate
decision (n = 42), decided within one month (n = 21), two months ago (n = 26), and three
months ago (n = 103). A chi-square test of independence (n = 192) indicated a statistically
significant association between the time since decision and decisional conflict (as measured by
the SURE test), ¥*(3, n = 192) = 33.208, p <.001, Cramer’s V' =.416. Overall decisional conflict
was reported in 38.5% (n = 74) of individuals from this sample. Those currently contemplating a
decision reported 76.2% (n = 32) presence of decisional conflict. Interestingly, 30.1% (n = 31)
of individuals who decided three months ago reported decisional conflict, with lower reported
rates at 1 month (n = 6, 28.6%) and two months after their decision (n = 5, 19.2%; Table 4.26).
This may give evidence that individuals continue to have decisional conflict after a decision has
been made and initial acceptance may occur, but over time, an individual may reconsider the
decision. Although there are different participants in each cohort, there may be a trend in
individuals who have decisional conflict prior to decision and its reoccurring months after the
decision (Figure 4.12), where individuals who do not report decisional conflict may adapt and
accept their decision.

Table 4.26
Time Since Decision and Decisional Conflict (SURE test)

Decisional Conflict

(SURE test)
Absence  Present  Total
Time Since Currently n 10 32 42

Decision Deciding % within Time 23.8% 76.2%  100.0%
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% within 8.5% 43.2%  21.9%
SURE test
Within one n 15 6 21
month % within Time 71.4% 28.6%  100.0%
% within SURE test 12.7% 8.1% 10.9%
2 months n 21 5 26
% within Time 80.8% 19.2%  100.0%
% within SURE test 17.8% 6.8% 13.5%
3 months n 72 31 103

% within Time
% within SURE test

69.9% 30.1%  100.0%
61.0% 41.9%  53.6%

Total

n
% within Time
% within SURE _test

118 74 192
61.5% 38.5%  100.0%
100.0%  100.0% 100.0%

Figure 4.12

Time Since Decision and Decisional Conflict. Representing separate cohorts in each category.

Percent

100.0%

80.0%

60.0%

40.0%

20.0%

0%

Absence of Decisional Conflict

Decisional Conflict Present

Time Since Decision

| am currently considering a
decision

M within the last month
M2 months ago
3 manths ago



188

Research Question 8. What is the relationship between decisional self-efficacy and
participation in shared decision-making in an Afib sample?

The relationship between reported decisional self-efficacy (as measured by the DSES)
and SDM (as measured by the SDM-Q-9) was investigated using the Pearson product-moment
correlation coefficient. There is a strong, positive correlation between the two variables, » = .536,
n =177, p <.001, with high levels of decisional self-efficacy associated with higher levels of
participation in SDM-Q-9 (Table 4.27 and Figure 4.13), where decisional self-efficacy explains
28.7% of the variance in respondents’ scores. The results may be reflective of ceiling effects, as

both instruments are self-reported.

Table 4.27
Correlations Decisional Self-Efficacy Scores and SDM-Q-9

Decisional Self-
SDM-Q-9 Score  Efficacy Score

Pearson Correlation SDM-Q-9 Score 1.000 .536
Decisional Self-Efficacy 536 1.000
Score

Sig. (2-tailed) SDM-Q-9 Score : .000
Decisional Self-Efficacy .000
Score

N SDM-Q-9 Score 181 177
Decisional Self-Efficacy 177 201

Score




Figure 4.13
Scatterplot of Decisional Self-Efficacy Scores and Participation in Shared Decision-Making
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Research Question 9. What is the relationship between decisional conflict and participation

in shared decision making in an Afib sample?

In this sample (n = 181), 58% of participants (n = 105) reported no decisional conflict

and 42% of participants (n = 76) reported the presence of decisional conflict. A one-way

between-group analysis of variance was conducted to explore the impact of decisional conflict as

measured by SURE test and participation in SDM as measured by SDM-Q-9. There was a

statistically significant difference at the p < .05 level in SDM-Q-9 scores between those who

reported decisional conflict (n = 76, M = 51.52) and those reporting no decisional conflict (n =

105, M = 66.46) as measured by the SURE test: ' (1, 179) = 18.326, p < .001. The effect size,
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calculated using eta squared, was .09 (representing a medium to large effect). Participants
reporting decisional conflict (as measured by SURE test) had lower scores in on the SDM-Q-9,
therefore participated less in SDM for stroke prevention (Table 4.28, Figure 4.14).

Table 4.28
Decisional Conflict (SURE test) and Participation in Shared Decision-Making (SDM-0-9)

95% Confidence
Interval for Mean

Decisional Conflict (SURE Lower Upper
test) N M SD SE Bound Bound
Absence 105 66.46 22.732 2.218 62.06 70.85
Present 76 51.52 23.751 2.724 46.09 56.95
Total 181 60.18 24.254 1.803 56.63 63.74
Figure 4.14

Decisional Conflict (SURE test) and Shared Decision-Making Scores (SDMQ9)
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Research Question 10. What is the relationship between control preferences style in
decision making for stroke prevention and participation in shared decision making in an
Afib sample?

In this sample (n = 180), 36.7% of participants (n = 66) responded as Active participants
(M =56.60, SD = 24.994), 45.5% (n = 82) responded as Collaborative/Shared Control in
decision making (M = 60.14, SD = 22.374), and 17.8% (n = 32) responded as having a Passive
role (M = 67.85, SD = 26.631). A one-way between-group analysis of variance was conducted to
explore the relationship of control preference in the stroke prevention decision as measured by
CPS and participation in SDM as measured by SDM-Q-9. There was no statistically significant
difference at the p < .05 level in DSM-9-Q scores between active, collaborative/shared, or
passive control preferences in decision making. F' (2, 177) = 2.340, p = .099. Although this was
not statistically significant, participants who considered themselves “passive” (n = 32) in the
decision-making process in stroke prevention reported higher scores on the SDM-Q-9
questionnaire (M = 67.85) than those reporting collaborative/shared (n = 82, M = 60.14) and
active roles (n = 66, M = 56.6) in SDM for stroke prevention (Table 4.29 and Figure 4.15).

Table 4.29
Control Preference (CPS) and Shared Decision-Making Scores (SDM-Q-9)

95% Confidence Interval for

Mean
Control/Role N M SD SE Lower Bound Upper Bound
Passive 32 67.85 26.631 4.708 58.25 77.45
Collaborative/Shared 82 60.14 22.374 2.471 55.22 65.05
Active 66  56.60 24.994 3.077 50.46 62.74

Total 180 60.21 24.319 1.813 56.63 63.79
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Figure 4.15

Control Preference and Shared Decision-Making Scores
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Research Question 11. What is the relationship between frailty status and participation in
shared decision-making in an Afib sample?

The FRAIL scale has been used as both a continuous ranging from 0 to 5 (Gardiner et al.,
2015) and as a three categorical scale, where scores of 0 indicate robust health, 1-2 indicate a
pre-frail state, and 3-5 indicate a frail state (Gleason et al., 2017; Morley et al., 2012). While
examining the dispersion of participants, the decision was made to use a three categorical scale,
as there were only four participants scoring 4 and one scoring a 5 (Table 4.30). Therefore, scores
of 0 are robust, scores of 1-2 are combined as pre-frail, and scores of 3 and greater are
considered frail. Overall, in this sample (n = 176), 12.5% of participants (n = 22) reported a frail

status (M = 62.53, SD = 24.296), 46.6% (n = 82) reported as pre-frail (M = 60.08, SD =
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24.663), and 40.9% (n = 72) reported as robust (M = 59.66, SD = 24.553), based on the FRAIL
3-Categorical Scale (Table 4.31). A one-way between-group analysis of variance was conducted
to explore the relationship between frailty status measured by the FRAIL Scale (categorical) and
participation in SDM as measured by SDM-Q-9. There was no statistically significant difference
at the p < .05 level in DSM-9-Q scores between Robust, Pre-Frail and Frail status decision-
making, F(2, 173) =.117, p = .890. Although not reaching statistical significance, individuals
reporting Frail status reported higher scores on the SDM-Q-9 than pre-frail and robust. These
findings suggest that the frail status of an individual should not bias clinicians into assuming frail

or that pre-frail individuals prefer not to participate in SDM regarding stroke prevention.

Table 4.30
Descriptives: FRAIL Scores (n = 176)
Frequency % Valid % Cumulative %

Valid 0 72 39.8 40.9 40.9
1 55 30.4 31.3 72.2
2 27 14.9 15.3 87.5
3 17 9.4 9.7 97.2
4 4 2.2 2.3 99.4
5 1 .6 .6 100.0
Total 176 97.2 100.0

Table 4.31

FRAIL-3 Categories and Participation in Shared Decision Making (SDM-Q-9)

95% Confidence Interval for

Mean
N M SD SE Lower Bound Upper Bound
Robust 72 59.66 24.553 2.894 53.89 65.43
Pre-Frail 82 60.08 24.663 2.724 54.66 65.50
Frail 22 62.53 24.298 5.180 51.75 73.30

Total 176 60.21 24.449 1.843 56.58 63.85
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Research Question 12. What is the relationship between participation in shared decision
making and satisfaction with decision for stroke prevention in atrial fibrillation in a sample
of individuals with Afib?

The relationship between perceived participation in SDM (as measured by SDM-Q-9)
and SWD on a continuous scale of 6 to 30 was investigated using the Pearson product-moment
correlation coefficient (n = 129). There was a positive correlation between the two variables (»
=.431,n =129, p < .01), with high levels of participation in SDM associated with higher levels
of SWD (Figure 4.16), with an 18.5% shared variance between SDM and SWD in this sample.
Figure 4.16

Shared Decision-Making Scores (SDMQ9) and Satisfaction with Decision Scores (SWD)
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Research Question 13. What is the relationship between consequence (event) of decision
and satisfaction with decision in a sample of individuals with Afib?

To examine SWD further, participants were asked if there was a consequence to their
decision: “After making this decision on stroke prevention, did you have an event requiring a
visit to a health care provider, emergency room or hospital related to your decision?”” A one-way
between-group analysis of variance was conducted to explore the relationship between the
consequences of decision and SWD measured by the SWD scale. There was no statistically
significant difference at the p < .05 level in SWD and reporting yes or no to consequence as a
result of their decision F' (1,131) =2.893, p = .091. However, SWD scores were greater in
participants who responded “no” to having a consequence after making the decision (M = 26.20,
SD = 26.20) than participants responding “yes” (M = 24.93, SD = 24.93) (Table 4.32). The SWD
scale was designed not to assume a good health outcome but to measure satisfaction with a
health care decision (Holmes-Rovner et al., 1996).

Table 4.32
Satisfaction with Decision Scores and Experiencing a Consequence After the Decision

95% Confidence Interval for

Mean
Consequence N M SD SE Lower Bound Upper Bound
Yes 30 24.93 4.323 .789 23.32 26.55
No 103 26.20 3.368 332 25.55 26.86

Total 133 25.92 3.627 314 25.30 26.54
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Predictive Models for Shared Decision-Making and Decisional Conflict

Predictors Model- Participation in Shared Decision-Making

Findings from this study identified significant relationships between concepts and
participation in SDM for stroke prevention, therefore a direct logistic regression was performed
to assess the impact of several factors on the likelihood of participation in SDM. A mean value of
60 on the SDM-Q-9 was used as the cut-off value to distinguish an individual participating in
SDM. The value of 60 reflects the mean and median scores on the SDM-Q-9 in this sample (n =
181), where scores below 60 were designated as a low level of participation and scores 60 or
greater were designated as a higher level of participation in SDM. Therefore, low scores (< 60)
are transformed to 0 and scores 60 or greater (=/> 60) are transformed to 1. The model contained
six independent variables (type of Afib, CHA2DS2-Vasc [2 categorical], gender, age [3
categories], decisional conflict status, educational pamphlet/DA use, and continuous decisional
self-efficacy score). Using Tabachnick and Fidell’s formula where N > 50 + 8m (where m =
number of independent variables), a sample size of 180 (50 + (8*7[variables]) would be
sufficient to detect a relationship (Bujang, Sa’at, & Tg Abu Bakar Sidik, 2017; Pallant, 2016, p.
151). The full model containing all predictors was statistically significant, > (7, N = 145) =
50.741, p < .001, indicating that the model was able to distinguish between respondents who
reported and did not report scores of 60 or greater on the SDM-Q-9. The model explained
between 29.57% (Cox and Snell R squared) and 39.5% (Nagelkerke R squared) of the variance in
scores of 60 or greater on the SDM-Q-9 and correctly classified 69% of cases. Two variables
made a statistically unique and significant contribution to the model (receiving an education
packet/DA and greater scores on the DSES; Table 4.33). The strongest predictor of reporting

scores of 60 or greater on the SDM-Q-9 was scores on the DSES, recording an odds ratio of
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1.060. This indicated that for each point on the DSES (p < .01), respondents were 1.060 more
likely to report a score of 60 or greater in participating in SDM on the SDM-Q-9. Individuals
who received an educational packet/DA (p < =.029) were 2.471 times more likely to report
participating in SDM based on score of 60 or greater on the SDM-Q-9. This model has a positive

predictive value of 69.3%, with a sensitivity of 77.2% and specificity of 59.1%.

Table 4.33
Variables in the Equation Logistic Regression Participation in SDM (quantified as scores of 60
or greater on the SDM-Q-9)

95% C.I. for
EXP(B)
B SE Wald df Sig. Exp(B) Lower Upper
Step  Male Gender 260 .430 .365 1 546 1.297 558  3.010
18 Permanent Afib 1.859 1.023 3.305 1 .069 6.418 865 47.642
=/> 75 years 464 526 777 1 .378 1.590 567  4.461
Received an 905 415 4.754 1 .029 2471 109 5.574
Education/Decisio
nal Aid
No Decisional 078 447 031 1 861 1.081 451 2,595
Conflict
CHA2DS2-VASc 045 431 011 1 917 1.046 449  2.436
3-9
Decisional Self- .059  .016 14.065 1 .000 1.060 1.028 1.093
Efficacy Score
Self-
Constant -5.646 1.321 18.270 1 .000 .004

a. Variable(s) entered on step 1: Male Gender, Permanent Afib, Age =/> 75 years, Received an
Education Packet/Decisional Aid, Reports no Decisional Conflict (SURE test), CHA2DS2-VASc scores
of 3 or greater, Decisional Self-Efficacy Score

Predictors of Decisional Conflict
Current research focuses on the concept of decisional conflict in medical SDM; therefore,
a direct logistic regression was performed to assess the impact of several factors on the

likelihood that respondents would report the presence of decisional conflict. The model
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contained four independent variables (Gender [female], Non-Partnered, Paroxysmal Afib, and
not receiving an Educational Packet/DA). The model was statistically significant, x* (4, N = 155)
=16.229, p = .003, indicating that the model can distinguish between respondents who did not
report and those who reported decisional conflict as quantified by the SURE test. The model
explained between 9.9% (Cox and Snell R square) and 13.3% (Nagelkerke R squared) of the
variance of independent variables and correctly classified 66.5% of cases. Only two of the
variables made a unique and statistically significant contribution to the model (non-partnered [p
= .019] and individuals who had not received an education packet/DA [p = .022]). Non-
partnered participants reported an odds ratio of 2.688, indicting they are 2.688 more times likely
to report decisional conflict than partnered individuals, and individuals who had not received an
educational packet/DA are 2.225 times more likely to report decisional conflict than participants
who had received such items (Table 4.34). This model has a positive predictive value of 65.8%

with a sensitivity of 51.5% and specificity of 78.2%.

Table 4.34
Variables in the Equation Logistic Regression Predicting Decisional Conflict
95% C.1. for
EXP(B)
B SE Wald df Sig. Exp(B) Lower Upper
Step 1* Female Gender-1 299 357 .703 1 402 1.349 .670 2.716
Non-Partnered-1 .989 422 5.483 1 .019 2.688 1.175 6.150
Paroxysmal Afib AT7 381 1.565 1 211 1.611 763 3.401
No Education .800 350  5.227 1 022 2.225 1121 4.417
Packet/Decisional
Aid
Constant -1.408 389 13.094 1 .000 .245

a. Variable(s) entered on step 1: Female Gender, Non-Partnered, Paroxysmal Afib, No Educational
Packet/Decisional Aid Received
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Conclusion

In this chapter, a comprehensive decisional needs assessment based on the ODSF was
investigated to explore relationships between individual characteristics and participation in SDM
for thromboembolic stroke prevention in an Afib sample. The embedded theories of decisional
self-efficacy and decisional conflict in ODSF supported much of the findings. In this chapter,
data were organized and described. Analysis in this study included Chi-square, ANOVA,
Pearson’s product-moment correlations and logistic regression. Participants were predominantly
White (97.5%), female (53.7%), between 65-74 years old (47.8%), married or partnered (75.6%),
college educated (72.2%), with most reporting paroxysmal Afib (56.7%). Reliability testing
demonstrated instruments valid for use in this sample, as reporting Cronbach’s alpha: DSES
=.952, SDM-Q-9 =.930, and SWD = .915 and Spearman-Brown half-split reliability for: SURE
test = .808, Control Preference = .669 and FRAIL Scale (3 item) = .743.

Statistical significant results regarding participation for stroke prevention in this sample
of individuals with Afib demonstrated the following: greater participation in SDM reported in
participants: 75 years or older (p = .023), men (p = .002), participants reporting permanent Afib
(p = .049), CHA2DS2-VASc score of 3-7 (p = .043), individuals receiving an educational packet
or DA from healthcare provider (p < .01), greater decisional self-efficacy scores (p < .01), and
participants reporting less decisional conflict (p < .01). Men reported higher decisional self-
efficacy scores (p = .011), while women (p = .041), non-partnered participants (p = .014),
participants reporting paroxysmal Afib (p = .028), and individuals who did not received an
educational packet/DA from their clinician (p < .01) were associated with greater decisional
conflict. Overall, 76.2% (n = 32) of individual currently considering treatment decision

compared to those who made a decision within 1 month (28.6%, n = 6), 2 months (19.2%, n =
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5), and 3 months ago (30.1%, n = 31) reported decisional conflict (»p < .01). Non-college
participants reported a greater passive role than college graduates (30% versus 14.1%
respectively; p = .024).

Participation in SDM was strongly correlated with SWD (p < .01). From these findings,
the prediction models identified the following: greater decisional self-efficacy scores (p < .01)
and receiving a DA or education packet from healthcare provider (p = .029) were the most
predictive variables for participating in SDM for stroke prevention (p < .01). On the other hand,
non-partnered individuals (p = .019) and those participants not receiving a DA or education
packet from a healthcare provider (p = .022) were the most predictive of decisional conflict (p
<.01). In this sample, frailty status (p = .099) and control preference were not reported as

statistically significant (p = .890) regarding participation in SDM.
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CHAPTER FIVE: DISCUSSION AND RECOMMENDATIONS

SDM for stroke prevention in the Afib population is recommended and embedded within
professional organizational guidelines. Supporting individuals with Afib through the decision-
making process is considered an important function of nursing practice. Therefore, nursing
practice should include the assessment of “decisional needs,” identifying individualized barriers
and facilitators of SDM, along with educating and preparing individuals to participate in SDM.
Using an online survey, this study described, compared, and correlated individualized
characteristics and participation in SDM for thromboembolic stroke prevention in Afib.

This study determined that in this sample (n = 201), increased SDM was associated with
individuals 75 years and older, male gender, individuals with permanent Afib, CHA2DS2-Vasc
scores of 3 or greater, individuals with greater decisional self-efficacy scores, individuals
reporting “no decisional conflict”, and those receiving educational material or DAs. Educational
attainment, relationship status (partnered vs. non-partnered), control preference (measured by
CPS), and frailty status (measured by the FRAIL scale) did not demonstrate statistical
significance in participation in SDM for stroke prevention in this sample. SDM and satisfaction
with the decision for stroke prevention demonstrated a positive linear correlation, where greater
reporting of SWD was associated with higher scores on participation in SDM-Q-9 for stroke
prevention. The purpose of this research study was to determine factors associated with
individual characteristics in an Afib sample and participation in SDM for stroke prevention. This
chapter explains the findings and associated previous findings. Several findings were examined
in greater depth to explain the outcomes. This chapter also identifies strengths and limitations of
the study along with describing implications of the findings to nursing education, practice, and

future research. This study’s major findings can be found in Appendix O.
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The majority of patients who participated in this trial were overwhelmingly between the

ages of 65-74 (47.8%), female (53.7%), White (97.5%), married or partnered (75.6%), and

college graduates (72.2%). Consistent with some prior studies on Afib and SDM studies, this

sample was overwhelmingly older than 65, predominantly White, married or partnered, with

CHA2DS2-VASc scores 1 or greater. For a comparison of demographics from prior studies in

SDM and Afib, see Table 5.1 (Fraenkel et al., 2012; Man-Son-Hing et al., 1999; McAlister et al.,

2005; Thomson et al., 2007).

Table 5.1

Demographic comparing this study (Afib: DMSP) to previous studies on SDM and Afib

Study Fraenkel et Man-Son- Thomson McAlister  This
al., 2012 Hing et etal.,, 2007 etal., 2005 Study
al., 1999 Afib:
DMSP
Sample Size 135 287 109 434 201
Age M NA M =66 M =173 M=72 NA
Age
<65 22.2% NA NA ND 28.8%
65-74 yrs. 21.5% NA NA NA 47.8%
=/>175 56.3% NA NA NA 23.4%
Female 0.5% 24% 44% 38.9% 53.7%
Non-Hispanic ND ND ND ND 98.5%
White 94% ND ND ND 97.5%
Married 60% ND ND ND 76.4%*"
CHA2DS2-Vasc
0 3.7% ND ND ND 4.35%
1-2 65.9% ND ND ND 50.0%
3+ 30.4% ND ND ND 45.65%
(max 5)

Paroxysmal Afib ND ND ND 38.3% 56.7%
College Graduate ND ND ND ND 72.2%

Note. NA = not applicable, ND = no data, * married/partnered
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The guidelines for the treatment of stroke prevention in Afib recommended that in
patients with Afib, therapy should be individualized on the basis of SDM after discussing the
absolute risks and relative risk of stroke and bleeding, as well as incorporating individual values
and preferences (January et al., 2019). Based on scores from the SDM-Q-9 (n = 181), 32.6% (n
= 59) of participants scored 75 or greater (M = 60.18, Mdn = 60.00) when participating in
decision making for stroke prevention. Although a ceiling effect may be an influential factor,
when asked to self-report on a scale of 0 to 100 (n = 185, M = 76.77, Mdn = 87.0), scores were
greater than measured on the SDM-Q-9 (Table 5.2). Based on the findings of this study overall,
more individuals participate in SDM than those who do not. To this researcher’s knowledge,
there are no previous studies in the Afib population using the SDM-Q-9 scale to assess for
participation in SDM. Cronbach’s alpha coefficient of .930 for this 9-item instrument (n = 181)
demonstrated acceptable reliability in this sample and therefore may be suitable to use in the
Afib population for future studies, although further reliability testing in an alternative Afib

sample is recommended.

Table 5.2
Statistics Comparing SDM-Q-9 and Self Reports of Shared Decision Making
SDM-Q-9 Score Self-Report SDM (0-100)

N Valid 181 185
Mean 60.18 76.77
Median 60.00 87.00
Mode 80 100
Minimum 0 0
Maximum 100 100
Percentiles 25 45.56 68.00

50 60.00 87.00

75 80.00 99.50
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Individual Characteristics and SDM

Age

Decision making becomes more complex for older people with multiple health and care
needs as the capacity to self-manage is affected by cumulative effects of long-term complications
(Bunn et al., 2018). Prior literature notes that clinicians may apply less SDM in practice with the
elderly (Meijers et al., 2019), and older and younger age has been identified as a barrier to
facilitating SDM (Joseph-Williams, Elwyn et al., 2014). One prior study examining self-efficacy
and participation in cancer trials indicated that enhancing self-efficacy may be the key factor in
facilitating decisions (Miller et al., 2013).

When investigating differences in age cohorts and DSES total scores, there were no
statistical differences (p = .446). However, as individuals’ cohort ages increased, so did self-
efficacy scores. Based on Bandura’s self-efficacy theory, one would expect to find statistical
significance, but this did not emerge. Therefore, for further investigation, each item was
examined on the 11-item DSES for further review. Interestingly, item # 10 (“Let the clinic team
know what’s best for me”’) was significant (p = .006) in individuals less than 65 years (M = 3.05,
n = 58), 65-74 years (M = 3.45, n = 96), and participants 75 years and older (M = 3.47, n = 47,
Table 5.3). Based on the mean scores, this finding suggests that younger individuals are less
likely to let the clinic team know what’s best for them. For all groups combined, although item
#10 was not the lowest scored item on the DSES (M = 3.34, n = 206; Table 5.4), reviewing all
age groups combined item #1 (“Get the facts about the medication choices,” M = 3.32), item #2
(“Get the facts about the benefits of each choice,” M = 3.25), item #3 (“Get the facts about the
risks and side effects of each choice,” M = 3.15), and item #8 (“Figure out the choice that best

suits me” M = 3.31) were the lowest scoring items for all age groups combined (Table 5.4). This
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may suggest that discussion within the clinical encounter may not be focusing on clinical
information such as risks and benefits or that patients are not receptive to listening to risks and

benefits.

Table 5.3
Age Cohort Groups and Decision Self-Efficacy, Item #10 “Let the health care team know what’s
best for me”

95% Confidence
Interval for Mean
Lower Upper

N M SD SE Bound Bound
DSES10 <65 58 3.05 1.083 142 2.77 3.34
65-74 96 3.45 .694 071 331 3.59
=/>75 47  3.47 747 .109 3.25 3.69
Total 201 3.34 .851 060 3.22 3.46

Table 5.4
Mean Decisional Self Efficacy (DSE) Scale All Items- All Ages

DSE1 DSE2 DSE3 DSE4 DSE5 DSE6 DSE7 DSE8 DSE9 DSE10 DSE11l

Mean 332 325 315 342 345 342 338 331 343 334 339

There were no statistical differences between age cohorts and decisional conflict scores
(p = .211). However, older individuals reported less decisional conflict than their younger
cohorts where decisional conflict was reported in 43.9% in participants < 65 years, 41.8% in
participants 65-74 years, and 28.3% in individuals 75 years and older. This is inconsistent with
prior findings in an Afib cohort where younger age was associated with lower overall decision

conflict scores (using the 16 item DCS; p < .04; Man-Son-Hing et al., 1999).
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In this study, there was a statistically significant difference (p = .023) between three age
cohorts and SDM scores (SDM-Q-9) with the greatest difference seen between ages < 65 years
(M =54.93, n = 50) and those 75 years and older (M = 68.67, n = 41; Table 5.5).

Table 5.5

Age Cohorts and SDM-Q-9 Scores

95% Confidence Interval for Mean

N M SD Lower Bound Upper Bound
<65 50 54.93 27.375 47.15 62.71
65-74 90 59.23 22.969 54.42 64.05
=/>75 41 68.67 21.092 62.01 75.33
Total 181 60.18 24.254 56.63 63.74

Previous studies have used the CPS in evaluating SDM, and contrasts are made in this study
(Afib: DMSP). In this study (Afib: DMSP), there was no statistical difference between age
cohorts and control preference (p = .088). Overall, 44.3% (n=85) preferred a
collaborative/shared role, 37.5% (n=72) preferred an active role and 18.2% (n=35) preferred a
passive role. The findings in this study are consistent with a previous study in multimorbid
individuals and decision making, where 82.7% of individuals 75-84 years old and 71.8% of
individuals 85 years and older preferred an active role (Chi et al., 2017). Chi and colleagues
categorized the sample with two categories (active or passive). In this study (Afib: DMSP), the
use of the CPS with three distinct categories (Active, Collaborative/Shared, and Passive)
revealed that 53.1% of individuals 65-74 years reported preferring a collaborative/shared role
and 34.4% preferred an active role. In contrast, Chi, and colleagues (2017) reported that
combining both collaborative/shared and active would produce similar results. Additionally,

there were consistent findings among individuals with coronary artery disease, where there was
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no statistical difference in age and control preference using the CPS. However, inconsistent with
this study’s (Afib: DMSP) findings, 7% preferred an active role, 33% preferred a
collaborative/shared role, and 60% preferred a passive role (Burton et al., 2010). Among
participants 75 years and older, 31.8% preferred a collaborative/shared role and 40.9% preferred
an active role. Furthermore, participants 75 years and older reported the greatest percentage of
passive role (27.3%) compared to those 65-74 (12.5%) and under 65 (21.2%; Table 5.6). This is
similar to other non-Afib cohort studies (Chi et al., 2017; De las Cuevas & Penate, 2016;

Lechner et al., 2016); where older individuals reported a more passive role than younger cohort

groups.
Table 5.6
Age and Control Preference Scale (CPS)
Age3
<65 65-74 =/>75 Total
CPS Passive n 11 12 12 35
% within Age 21.2% 125% 27.3% 18.2%
Collaborative- n 20 51 14 85
Shared % within Age 385% 53.1% 31.8% 44.3%
Active n 21 33 18 72
% within Age 404% 344% 40.9% 37.5%
Total n 52 96 44 192

% within Age 100.0% 100.0% 100.0% 100.0%

Overall, although some statistical test may not reach significance, older participants
reported; higher decisional self-efficacy scores (p = .446), lower reports of decisional conflict (p
= .211), preference for a collaborative/shared or active role (p = .088) and higher scores on the
participation in SDM-Q-9 (p = .023). According to Bandura, mastery is the most influential
source of efficacy, as it is described as the most authentic evidence of whether one can do

whatever it takes to succeed and is an indicator of capability (Bandura, 1997, p. 80). In this
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study, although the elderly reported a greater passive role than cohorts, they still perceived
participating in SDM more so than younger cohorts based on the SDM-Q-9 scores. Health care
providers through bias or historical context may assume that older individuals do not want to
participate in decision making. However, when considering Bandura’s self-efficacy concept
within the ODSF, the concept of mastery through potentially more frequent exposure to health
care interactions and experiences as one gets older may influence decisional self-efficacy. Self-
efficacy can therefore influence desire or actual participation in health care decisions regarding
stroke prevention in Afib.

Gender

In this study, males reported greater participation in SDM (p = .002) than females and
statistically significant higher scores on the DSES (p = .011). To explain the differences in the
self-efficacy finding between the genders, a further analysis of each item on the DSES were
investigated according to gender responses. On the DSES, women scored statistically
significantly lower on questions with a social context (Table 5.7), such as item #5,6,7,9 and 10:
“Ask questions without feeling dumb” ( p = .046), “Express my concerns about each choice” (p
=.017), “Ask for advice” (p = .010), “Handle unwanted pressure from others in making my
choice” (p =.014), and “Let the clinic team know what’s best for me” (p = .006; Table 5.7 &
5.8). This may be explained by historically social structured system that have suppressed
women’s voices, which has the potential to marginalize and silence them (Wittmann-Price,
2004). This is an important finding as women have a higher burden of stroke risk factors than
men (Covel, 2014). Item number nine on the DSES, - “figure out the choice that best suits me”
may reflect the overall scores on the DSES and gender differences in this sample as women

scored lower on overall DSES. Implications to consider include women may lack self-efficacy
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and therefore may require education and skills to increase their self-efficacy in a social setting,

including a SDM process. Gender differences manifest in decision making where men

demonstrate heightened levels of reward drive and are likely to take more risks than women

(Zhang, Xiao, & Gu, 2017). The findings in this study (Afib: DMSP) may suggest that women

carefully consider options and risks more than men, and according to decisional conflict within

the ODSF, women may vacillate when it comes to health care decisions. Miller and colleagues

(2013) recommended enhancing self-efficacy related to decision making may be the key factor in

facilitation decisions and recommend further exploration of interventions to prepare and assist

individuals in making effective choices to reduce conflicts surrounding decisions (Miller et al.,

2013).
Table 5.7
ANOVA- Gender and Decisional Self-Efficacy Scale (Items 5-10)
Sum of
Squares df Mean Square F Sig.
DSES5 Between Groups 3.553 1 3.553 4.044 .046
Within Groups 179.248 204 879
Total 182.801 205
DSES6 Between Groups 4.830 1 4.830 5.771 .017
Within Groups 170.729 204 .837
Total 175.558 205
DSES7 Between Groups 6.388 1 6.388 6.831 .010
Within Groups 191.708 205 935
Total 198.097 206
DSES8 Between Groups 4,775 1 4,775 6.175 .014
Within Groups 157.749 204 173
Total 162.524 205
DSES9 Between Groups 6.136 1 6.136 8.054 .005
Within Groups 155.422 204 762
Total 161.558 205
DSES10 Between Groups 5.410 1 5.410 7.656 .006
Within Groups 144.144 204 707
Total 149.553 205
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Gender differences in Item 5-10 Scores on the Decisional Self-Efficacy Scale
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95% Confidence Interval

for Mean
Lower Upper
M SD SE Bound Bound
DSES5 Male 94 3.59 .860 .089 341 3.76
Female 112 3.32 .997 .094 3.13 3.51
Total 206 3.44 944 .066 3.31 3.57
DSES6  Male 95 3.57 753 077 3.42 3.72
Female 111 3.26 1.033 .098 3.07 3.46
Total 206 3.40 .925 .064 3.28 3.53
DSES7 Male 95 3.56 834 .086 3.39 3.73
Female 112 3.21 1.067 101 3.01 341
Total 207 3.37 981 .068 3.23 3.50
DSES8 Male 94 3.46 812 .084 3.29 3.62
Female 112 3.15 .932 .088 2.98 3.33
Total 206 3.29 .890 .062 3.17 3.41
DSES9 Male 95 3.59 .644 .066 3.46 3.72
Female 111 3.24 1.029 .098 3.05 3.44
Total 206 3.40 .888 .062 3.28 3.52
DSES10 Male 95 3.51 742 .076 3.35 3.66
Female 111 3.18 916 .087 3.01 3.35
Total 206 3.33 .854 .060 3.21 3.45

In this study, men reported statistically significant less decisional conflict than women (p

= .041), which is consistent with a previous study in Afib, where being male was an independent

predictor of lower overall decision conflict scores on the 16-item DCS (p = .04) ( Man-Son-Hing

et al., 1999). Although in this study (Afib: DMSP) there was statistical significance in men

reporting higher scores in participating in SDM-Q-9 (M = 66.27, n = 83, p = .002), there was no

statistical significance in control preferences (Active/Shared-Collaborative/Passive; p = .155)
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between genders. However, men did report 24.1% (n = 21) passive role compared to 13.3% of
women (n = 14). Previous literature support these findings as men taking a greater passive role
than women (Chi et al., 2017; Lechner et al., 2016; Singh et al., 2010).

Decisional aids have been used as a strategy to mitigate decisional conflict (Stacey et al.,
2017). To examine a rationale why women reported more decisional conflict, an investigation
into the use of DAs in gender ensued. In this study (Afib: DMSP), women reported not receiving
an educational packet/DA 54% of the time versus men responding 50%. Women who did not
receive a DA reported lower SDM-Q-9 scores (M = 46.92) than their male cohorts (M = 56.67;

Table 5.9).

Table 5.9
Gender Reporting Not receiving an Education Packet/Decisional Aid and SDM-Q-9 Scores

Gender 95% Confidence Interval for Mean
receiving no SDM-Q-9

EP/DA N Mean Lower Bound Upper Bound
Male 42 56.67 49.11 64.22
Female 53 46.92 40.51 53.33
Total 95 51.23 46.33 56.13

EP/DA=Education Packet/Decisional Aid

Additionally, when examining gender, CPS, and SDM-Q-9 scores, men who perceived a
passive role reported the highest scores on the SDM-Q-9 (M = 77.78, n = 19) than any other
groups (based on gender and control preference; Table 5.10). In this sample, this gives doubt to
the societal concept of shared and active decision making based on control preferences.
Individuals who prefer a passive role may in fact perceive they have participated in a SDM
method. Taking a passive role may historically be accepted by individuals ingrained social norms

of patients assuming a “good patient” role.

Table 5.10
Comparing Gender/Role Preference/Shared Decision-Making Scores (SDM-Q-9)
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95% Confidence
Interval for Mean

SDM-Q-9 Lower Upper

Gender CPS N Mean SD SE Bound Bound
Male Passive 19 77.78 23.260  5.336 66.57 88.99
CIS 34 66.14 22.880 3.924 58.16 74.13
Active 30 59.11 24.396  4.454 50.00 68.22
Total 83 66.27 24277  2.665 60.96 71.57
Female Passive 13 53.33 25.223  6.996 38.09 68.58
CIS 48 55.88 21.226  3.064 49.72 62.04
Active 36 54.51 25.633  4.272 45.83 63.18
Total 97 55.03 23.249  2.361 50.34 59.71

C/S= Collaborative/Shared Role

Differences in gender and concepts of SDM were investigated in this study (Afib:
DMSP) study. Overall, men scored higher on in decisional self-efficacy (p = .011), less reporting
of decisional conflict (p = .041), and increased SDM-Q-9 (p = .002). When examining the
relationship between gender and control preference, there was no statistical significance (p
= .155). However, men reported greater passive role (24.1%) than women (13.3%) and yet
reported the highest scores on the SDMQ. These findings suggest that control preference and the
concept of SDM should not be used synonymously to interpret and quantify health care shared
decision-making, and regardless of what role an individual performs (Active/Collaborative-
Shared/Passive), SDM may occur based on an individual’s perceptions. The concept of
concordance in SDM is encouraged and refers to consistency in approaching SDM based on a
patient-preferred role of involvement. According to the ODSF, assessing individuals for a
preferred role in decision making and congruency in clinician approach can provide decision

support to increase the patient’s desire to participate in decision making (O'Connor et al., 2015).
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Educational attainment (non-college vs. college graduates)

Lower levels of education have been identified as a barrier to patient involvement in
SDM (Joseph-Williams, Elwyn et al., 2014). In this study, there was no statistical significance
between educational attainment described as non-college graduates versus college graduates and
participation in SDM-Q-9 (p = .470) for stroke prevention. Additionally, there was no statistical
difference in educational attainment with decisional self-efficacy (5-category, p = .173 and 2-
category, p = .632) and reported decisional conflict (p = .083). Expected findings revealed
college graduates reported higher scores on the DSES (M = 84.17, n = 145) than non-college
graduates (M = 82.75, n = 56). However, unexpected findings were that college graduates
reported greater decisional conflict (42.6%, n = 64) than non-college participants (27.8%, n =
15). In a previous study in prostate cancer, more education (post-elementary) education was
associated with less decisional conflict (p < .05; Chien et al., 2014). In this study, greater degree
of decisional conflict in college graduates may be explained by college graduates perhaps
analyzing the information to a greater degree than non-college graduates. Overall, the groups
demonstrated a 38.5% decisional conflict.

Individual control preferences demonstrated non-college graduates reported a more active
role (38%, n = 19) in decision making and college graduates preferring a collaborative role
(48.6%, n = 69, p = .024). In both groups, 18.2% (n = 35) reported a passive role preference, but
non-college educated reported higher rates of passive role 30% (n = 15) than their college
counterparts, 14.1% (n = 20). These findings are consistent with previous research as lower
education levels have been identified as a barrier to decision-making interactions and individuals
may prefer a more passive role (De las Cuevas & Peiiate, 2016; Joseph-Williams, Elwyn &

Edwards, 2014; Mah et al., 2016). However, in a study with individuals with coronary artery
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disease, there were no statistical differences in control preference using the CPS and educational
attainment (Burton et al., 2010). Although considering the non-college graduates greater report
for an active 38% (n = 19) one may hypothesize the process of SDM potentially having a “power
challenge” between patient and provider. SDM is a balance between the physician as the clinical
knowledge expert and patient as the expert in what matters to them. Based on the CPS statement,
the “active” role takes the clinicians input to a less degree than collaborative/shared roles.
Therefore, based on SDM models, a shared or collaborative role should be the goal to promote
interaction between experts. To explain participant choosing the active versus the shared role, the
growth of patient involvement in health care deliberation may give historically marginalized
populations a voice in health care decision making and potentially narrow the power disparity
(O'Shea et al., 2019).

Although no statistical significance was found (p = .470), non-college graduates reported
higher scores in SDM-Q-9, reporting greater participation in SDM (M = 62.36 versus M =
59.40). Expectations may have been higher scores on the SDM-Q-9 in the college education
cohort. Although the SDM-Q-9 is a unidimensional instrument, further analysis into the 9 item
SDMQ instrument revealed interesting findings. In question #2, 3, and 6, college graduates
reported higher scores (Table 5.11): item #2, “My doctor wanted to know exactly how I wanted
to be involved in making the decision,” item #3, “My doctor told me that there are different
options for treating my medical condition,” and item #6, “My doctor asked me which treatment
option I prefer.” Non-college graduates reported higher scores on items 1, 4, 5, 7, 8, and 9. Item
#1, “My doctor made clear that a decision needs to be made,” item #4, “My doctor precisely
explained the advantages and disadvantages of the treatment options,” item #5, “My doctor

helped me understand all the information,” item #7, “My doctor and I thoroughly weighed the
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different treatment options,” item #8, “My doctor and I selected the treatment option together,”

and item #9, “My doctor and I reached an agreement on how to proceed.” When examining each

item, college graduates responded with higher scores may be perceived as items (questions)

specific to ‘expected’ autonomous engagement where a clinician may see the college participants

as expected to understand. Whereas in non-college graduates the questions appear to be

questions of engagement where both the clinician and individual work for and seek engagement

between each other.

Table 5.11

Educational Attainment and Shared Decision-Making Scores (SDM-Q-9) item 1-9

95% Confidence Interval

for Mean
Lower Upper
N M SD Bound Bound

SDM-9-  Non-College 49 3.43 1.720 2.93 3.92
Q1 Graduate

College Graduate 132 3.28 1.432 3.03 3.53

Total 181 3.32 1.512 3.10 3.54
SDM-9-  Non-College 49 2.78 1.662 2.30 3.25
Q2 Graduate

College Graduate 132 2.95 1.523 2.69 3.22

Total 181 2.91 1.559 2.68 3.13
SDM-9-  Non-College 49 3.12 1.654 2.65 3.60
Q3 Graduate

College Graduate 132 3.24 1.539 2.98 3.51

Total 181 3.21 1.567 2.98 3.44
SDM-9-  Non-College 49 3.10 1.686 2.62 3.59
Q4 Graduate

College Graduate 132 3.00 1.523 2.74 3.26

Total 181 3.03 1.565 2.80 3.26
SDM-9-  Non-College 49 3.18 1.523 2.75 3.62
Q5 Graduate

College Graduate 131 3.16 1.391 2.92 3.40

Total 180 3.17 1.424 2.96 3.38
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SDM-9-  Non-College 49 2.65 1.575 2.20 3.11
Q6 Graduate

College Graduate 131 2.86 1.592 2.59 3.14

Total 180 2.81 1.586 2.57 3.04
SDM-9-  Non-College 49 2.98 1.639 2.51 3.45
Q7 Graduate

College Graduate 132 2.70 1.567 2.43 2.97

Total 181 2.78 1.587 2.55 3.01
SDM-9-  Non-College 49 2.92 1.631 2.45 3.39
Q8 Graduate

College Graduate 131 2.72 1.427 2.47 2.96

Total 180 2.77 1.483 2.55 2.99
SDM-9-  Non-College 48 3.40 1.484 2.96 3.83
Q9 Graduate

College Graduate 132 3.34 1.375 3.10 3.58

Total 180 3.36 1.401 3.15 3.56

When examining the relationship between educational attainment, there was no statistical

differences: decisional self-efficacy scores (p = .632), decisional conflict (p = .083), and SDM (p

=.470). However non-college graduates reported lower scores on decisional self-efficacy (M =

82.75 versus M = 84.17). Statistical significance was attained on the CPS (p = .024), where non-

college graduates reported a greater passive role than college graduates (30%, versus 14.1%,

respectively).

Relationship Status (partnered vs. non-partnered)

In this study, there was no statistical difference between partnered status and participation

in SDM (p = .100), decisional self-efficacy scores (p = .275), and control preference (p = .514).

However, partnered individuals reported higher scores on the SDM-Q-9, indicating more

participation in SDM (Table 5.12). Non-partnered individuals reported statistically significant

presence of decisional conflict (p = .014) compared to partnered individuals. Although this

study (Afib: DMSP) did not report on individuals “living alone”, Thompson-Leduc and
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colleagues (2016) noted a greater prevalence of decisional conflict in individuals who live alone

(Thompson-Leduc et al., 2016).

Table 5.12
Partnership Status and Shared Decision-Making Scores

95% Confidence
Interval for Mean

Lower Upper

N M SD SE Bound Bound
Not Partnered 43 55.04 25.498 3.888 47.19 62.89
Married/Partnered 137 62.01 23.661 2.021 58.01 66.01
Total 180 60.35 24.224 1.806 56.78 63.91

A previous study is consistent with these reports of no statistical differences in
relationship status and control preference (Chi et al., 2017; Janz et al., 2004). Surprisingly,
20.3% (n = 29) of partnered individuals reported a passive role compared to 12.8% (n = 6) of
non-partnered individuals, as this may reflect a small sample in the non-partnered passive
category (n = 6). In a previous study by Chi et al. (2017), they found that when an informal
caregiver was present at a medical visit, participants reported a greater passive role (p < .01, CI
1.78 [1.40-2.25]). There were no questions in this study examining the presence of “other”
individual during a healthcare consultation.

Type of Afib

To this researcher’s knowledge, this is the first study investigating decisional needs based
on the ODSF in an Afib sample without the use of DA investigation. A novel feature of this study
is examining self-reported type of atrial fibrillation and relation to concept within “decisional
needs”; therefore, these findings are unique. Prior research had demonstrated, when Afib is
difficult to predict, individuals felt a constant readiness for it to reappear (Ekblad et al., 2013).

Findings from this study reported statistically significant results regarding the type of Afib (e.g.,
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paroxysmal, persistent, and permanent) and participation in SDM-Q-9 (p = .049). Where,
participants with paroxysmal Afib reported lower scores (M = 58.22) in SDM than participants
with permanent Afib (M = 73.09; Table 5.13). There were no statistical differences in the type of
Afib and decisional-self-efficacy (p = .814). Permanent Afib reported greater scores on the
DSES (M = 86.05) than persistent (M = 84.87) and paroxysmal (M = 83.47). Based on self-
efficacy theory, this finding was expected where individuals with permanent afib may have had
more exposure to clinical decision making and have “mastered” the experiences based on the
Bandura’s theory.

Table 5.13
Type of Atrial Fibrillation and Participation in Shared Decision-Making

95% Confidence Interval for

Mean
N M SD SE Lower Bound Upper Bound
Paroxysmal 105 58.22 23.971 2.339 53.58 62.86
Persistent 33 58.52 24.967 4.346 49.67 67.37
Permanent 18 73.09 20.365 4.800 62.96 83.21
Total 156 60.00 24.129 1.932 56.18 63.82

Participants with paroxysmal Afib reported a greater presence of decisional conflict (p
=.028, n = 171). Participants with paroxysmal reported 47.3% (n = 53) presence of decisional
conflict versus 38.9 % (n = 14) of persistent and 17.4% (n = 4) of permanent Afib. Based on
self-efficacy theory, this would be expected, as individuals with paroxysmal Afib may not have
had the chronic exposure to the arrhythmia and therefore may report greater decisional conflict.
This was further explored through narrative statements from individuals who self-reported as
having paroxysmal Afib. Narrative themes examined from individuals with self-reported
paroxysmal afib identified: themes of uncertainty, individual preferences, consideration of risks,
and the temporal nature of paroxysmal. These suggest greater uncertainty, which is the main

tenet within the ODSF incorporating Janis and Mann’s decisional conflict theory.
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Although there was no statistical difference between type of Afib and control preference
(p = .188, n = 164), 23.8% (n = 5) of individuals with permanent reported a passive role,
compared to 23.5% (n = 5) of participants reporting persistent and 14.7% (n = 16) reporting

paroxysmal Afib. Overall, 17.7% of respondents (n = 29) reported a passive role (Table 5.14).

Table 5.14
Type of Atrial Fibrillation and Control Preference

Collaborati
Passive ve/Shared Active Total
Type Afib Paroxysm n 16 52 41 109
al % within Type Afib  14.7% 47.7% 37.6% 100.0%
Persistent n 8 9 17 34
% within Type of 23.5% 26.5% 50.0% 100.0%
Afib
Permanent n 5 10 6 21
% within Type of 23.8% 47.6% 28.6% 100.0%
Afib
Total n 29 71 64 164
% within Type of 17.7% 43.3% 39.0% 100.0%
Afib

When examining the findings of this study (Afib: DMSP), it is important to consider that
SDM should take into consideration the patients’ perceptions, as discussed, those individuals
with permanent Afib reported greater scores on the SDM-Q-9 (M=73.09, n = 18; Table 5.13),
although reported a greater percent of passive compared to their counterparts.

Findings in this study Afib: DMSP demonstrate the type of Afib having a statistical
significance with decisional conflict (p = .028) and SDM (p = .049). No statistical significance
was found in decisional self-efficacy (p = .814) and control preference (p = .188). Although
individuals with permanent Afib reported a preferred collaborative/shared role, they also reported

a greater ‘passive’ role than other cohort, while reporting higher scores in DSES and SDM-Q-9.
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Individuals with paroxysmal Afib reported the greatest decisional conflict. This was explored
with narratives that indicated themes such as uncertainty, consideration of risk, individual
preference, and temporal nature of paroxysmal type of Afib. These findings suggest that self-
efficacy may be an important component in decisional conflict.

CHA2DS2-Vasc Score and participation in SDM-Q-9

The CHA2DS2-VASc score is a screening tool for stroke risk in individuals with Afib.
This study examined categorical CHA2DS2-VASc scores as a categorical scale of scores of 1-2
and 3-7. The CHA2DS2-VASc scale reports from 0-9, but guidelines recommend prescribing an
oral anticoagulant to reduce thromboembolic stroke may be considered with a CHA2DS2-VASc
score of 1 in men and 2 in women (January et al., 2019). Therefore, the score of 0 was removed
and the highest score reported in this sample was 7. Two groups were compared in Group 1
scores of 1-2 (lower risk for stroke) and 3-7 (greater risk for stroke). Individuals with a
CHA2DS2-Vasc score of 3-7 (M = 64.23, SD = 21.138, n = 82) scored significantly higher in
SDM-Q-9 than individuals with scores between 1-2 (M = 56.75, SD = 26.390, n =91, p = .043).
Multiple exposures to health care experiences allow individuals to increase mastery within the
context of health care visits, which may explain these findings.

Use of Educational Material, Pamphlets or DAs

This study demonstrated statistically significance in individuals who were given an
educational packet or DA and their reported participation in SDM (p < .001) and decisional
conflict (p < .01). The use of DAs has been the focus of SDM studies and has been extensively
investigated. Studies in DAs and decisional conflict have become of emerging interest since the
concept of SDM has become mandates in certain therapeutic options in Afib management.

Previous studies have been inconsistent in the use of all items of the 16-item DCS, where studies
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have used specific subscales of the DCS instrument (Fraenkel et al., 2012). One study using DA’s
demonstrated statistical significance in decreasing decisional conflict, however at a 3-month
follow—up, statistical significance was no longer evident (Thomson et al., 2007). Another study
used the 16-item DCS where outcomes demonstrated overall improvement in overall decisional
conflict using the 16 item DCS (p = .05). However, no statistical differences were seen in the
subscales of “feeling supported” and “ineffective decision making” and where the “usual care”
group reported less uncertainty (McAlister et al., 2005). To this researcher’s knowledge, the
SURE test has not been used in the Afib population. Due to the brevity of this study, the SURE
test was used instead of the 16-item DCS. Based on participants’ responses, this study supports
the use of educational material or DAs in Afib.

Time since decision and decisional conflict

Overall, decisional conflict was reported in 38.5% of individuals (n = 74) from this
sample (n = 192). Those currently contemplating a decision reported a 76.2% (n = 32) presence
of decisional conflict. Interestingly, 30.1% (n = 31) reported decisional conflict in those
individuals who decided three months ago, with lower reported rates at 1 month (28.6%, n = 6)
and two months after their decision (19.2%, n = 5). Although this study (Afib: DMSP) was not
longitudinal to evaluate changes over time in same cohort groups, a previous study in consistent
cohorts demonstrated similar findings. Chien and colleagues (2014) reported similar findings in a
longitudinal study in prostate cancer, where decisional conflict at baseline was reported at 46%,
22% at 1 month and then increasing to 28% at 6 months (Chien et al., 2014). Their finding is
consistent with this study as there was an increase in decisional conflict at three months.
Although this study represents different cohort groups (individuals currently considering a

decision and those at 1, 2- and 3-months post decision), decisional conflict continues post
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decision and may increase as time goes on. Another study with individuals with Afib
demonstrated significance in decreasing decisional conflict immediately following the use of a
computerized DA (p = .036) compared to usual care, but at a three-month follow-up, there was
no statistical difference (Thomson et al., 2007). This supports a potential temporal nature of
decisional conflict, where after time, individuals may reconsider their decision, or this increase in
decisional conflict may indicate decisional regret. These finding support the evidence for
screening for decisional conflict both pre- and post-decision.

Decisional Self-Efficacy and Participation in SDM-Q-9

Increased self-efficacy is described as an important facilitator in the SDM process. An
individual’s perceived self-efficacy refers to beliefs in one’s capabilities to organize and execute
the courses of action required to produce given attainment (Bandura, 1997, p. 3). In this sample,
a positive linear relationship was demonstrated in participants reporting greater scores in
decisional self-efficacy also reporting greater scores on the SDM-Q-9 (p = <.001), where
decisional self -efficacy explained 28.8% of the variance in respondents’ scores on the SDM-Q-
9. These findings were expected based on the ODSF and Bandura’s self-efficacy theory where
efficacious people take opportunity and have the ability to exercise influence over what they do
and have the power to make things happen (Bandura, 1997, p. 3). These findings are consistent
with finding from Miller and colleagues (2013) who suggest that enhancing self-efficacy and
educating individuals related to participation in clinical trials is a key factor in decisions to
participate (Miller et al., 2013). According to Bandura, sources of self-efficacy include mastery
experiences, vicarious experiences, verbal persuasion, and physiological and affective states that
are intrinsically judged (Bandura, 1997, pp. 80-106). Therefore, according to self-efficacy theory,

providing individuals with exposure to SDM methodologies may provide opportunities to
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increase self-efficacy in decision making by mastery or vicarious experiences by observing
health care providers participating, accepting, and engaging patients in SDM as routine practice.
Decisional Conflict and Participation in SDM-Q-9
This study demonstrated a statistically significant relationship between decisional conflict
(absence/presence) and participation in SDM (p <.001), where individuals reporting presence of
decisional conflict reported lower scores in participation in SDM (M = 51.52, n = 76) than
individuals reporting no conflict (M = 66.46, n = 105) (Figure 5.1). Therapeutic management for
Afib includes mitigating risk for stroke. Greater patient involvement in treatment decisions is
associated with less decisional conflict, which can be viewed as a moderator for patient
satisfaction (Doherr et al., 2017).
Figure 5.1

Boxplot-Shared Decision Making Scores and Decisional Conflict (Absence/Presence)
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The ODSF incorporates decisional conflict under their decisional needs’ assessment,

which describes a personal uncertainty about the best course of action (O'Connor et al., 2015).
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Providing individuals with an individualized needs assessment, unresolved decisional issues can
be addressed, such as “uncertainty” surrounding a decision. The use of DAs has been used to
facilitate discussion with health care providers and identify unmet needs. Therefore, for further
analysis to review if the use of DA was influencing this finding, a comparison of the scores in
participation in SDM were examined in relation to decisional conflict and the use of educational
packet or DAs. In this sample, scores in participants who reported decisional conflict and did not
receive an education packet were lower on the SDM-Q-9 than other cohorts (M = 46; Table
5.15). Therefore, individuals who reported decisional conflict and did not receive a DA reported
less participating in SDM.

Table 5.15

Comparison of Mean SDMQ9 scores and Decisional Conflict Status and reported receiving an
education packet or decisional aid by healthcare provider

95% Confidence

SDM- Interval for Mean

DAJ/ED Q-9 Lower Upper
Decisional-Conflict N Mean SD SE Bound Bound

Yes Absence 60 7352 19.751 2.550 68.42 78.62
Present 26 62.14 20.049 3.932 54.04 70.23

Total 86 70.08 20.412 2.201 65.70 74.45

No Absence 45 57.04 23.230 3.463 50.06 64.02
Present 50 46.00 23.821 3.369 39.23 52.77

Total 95 51.23 24.064 2.469 46.33 56.13

DAJ/ED= received a decisional aid or Education Packet from Healthcare provider

This study (Afib: DMSP) demonstrated individuals who are contemplating a decision
reported decisional conflict 76.2% (n = 32) of the time (Table 5.16). This is an important finding
as decisional resources may focus on the pre-decision phase. This study supported the use of
educational packet and/or DAs in reducing decisional conflict in the Afib population. However

decisional conflict should be continued to be re-assessed after a decision has been made.
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Table 5.16
Decisional Conflict and Time Since Decision

Time Since Decision

Currently 2 3
Deciding 1 month months months Total
Decisional ~ Absence n 10 15 21 72 118
Conflict % within Time 23.8% 71.4% 80.8% 69.9% 61.5%
(SURE test)  Present n 32 6 5 31 74
% within Time 76.2% 28.6% 19.2% 30.1% 38.5%
Total n 42 21 26 103 192

% within Time ~ 100.0% 100.0% 100.0% 100.0% 100.0%

Control Preference and SDM

To this researcher’s knowledge comparisons of control preference with the shared SDM-
Q-9 have not been performed. The findings in this study demonstrate no statistical significance
between control preference (Active, Collaborative/Shared, and Passive) with participation in
SDM (p = .099, n = 180). Surprisingly, those who reported “passive” (17.78%) control in the
decision reported the greatest participation in SDM (M = 67.85, n = 32; Table 5.17). However,
inconsistent with this study (Afib: DMSP), a previous study of veterans with heart failure
demonstrated less perceived involvement in decision making was associated with a preference
for a more passive decision-making role (p < .01; Rodriguez et al., 2008).

Examining preferred roles from prior research in an Afib is inconsistent with this study
findings, with an overall preferred method of participation as passive (51.67%; McAlister et al.,
2005). In this study (Afib: DMSP), passive was the least preferred (17.8%; Table 5.17). These
differences in the sample’s preferred role may be reflective of social norm changes over a 15-
year span as McAlister and colleagues’ study was published in 2005. This is an interesting
finding for clinicians to consider as individuals may prefer passive involvement, yet still may

feel that they participated in a SDM. Considering an individual’s preference for role in medical



226

decision making may provide for more patient-centered care. Prior research recommends that the
level of involvement in decision making should be consistent with an individual’s preferences
(Street et al., 2012). Additionally, SWD does not assume high patient involvement in decision

making, as some prefer a surrogate or alternative decision maker (Holmes-Rovner et al., 1996).

Table 5.17
Participants Control Preference and Shared Decision-Making Scores
95% Confidence Interval

for Mean

Control Lower Upper
Preference N M SD SE Bound Bound
Passive (17.8%) 32 67.85 26.631 4.708 58.25 77.45
Collaborative/Shared 82 60.14 22.374 2471 55.22 65.05
(45.7%)

Active (36.6%) 66  56.60 24.994 3.077 50.46 62.74
Total 180 60.21 24.319 1.813 56.63 63.79

Interestingly, for individuals reporting passivity, they also reported the highest mean
score in participation in SDM-Q-9 (M = 67.85) than their cohort groups. In one previous study,
preferred role was not associated with a patient’s perceived quality of care. However, reports of
treatment decisions that were physician controlled (vs. shared) were associated with lower odds
of excellent patient-reported quality (p < .001). The CPS does not enable an understanding of
what it is about the decision-making process that patients perceived a “shared-decision process”.
One explanation may be differences in conceptual definitions of shared decisions (Shay &
Lafata, 2015). According to the ODSF, clinicians are recommended to ask patients what role they
would like to play in the decision (O'Connor & Jacobsen, 2001).

Frailty and SDM-Q-9

Physical impairment has been identified as a barrier to participation in SDM (Joseph-

Williams, Elwyn & Edwards, 2014). Previous studies indicate that preference for active



227

participation in health care decisions declines with an increasing number of comorbidities among
older adults (Chi et al., 2017). A critical barrier is that physicians’ impression of “elderly” may
infer the elderly may defer decision making to their providers (Bynum et al., 2013). Additionally,
in frail patients, there has been an underreported use of oral anticoagulation (Baczek et al., 2012;
Bahri et al., 2015), which questions the notion that practitioners may not be prescribing based on
their own perceptions of risk for bleeding and perhaps not engaging patients in SDM
methodologies.

Recognizing frailty may enable improved identification of vulnerabilities in individuals
with specific needs who might benefit from SDM (Pilotto et al., 2014). Individuals presenting
with clinical complexity is closely linked to uncertain, which can present difficulties in decision
making (Amblas-Novellas et al., 2015). Therefore, this study investigated the relationship
between frailty status as reported by the FRAIL scale and participation in SDM-Q-9. This study
demonstrated no significant differences in frailty status and participation in SDM (p = .890).
However, frail individuals reported greater participation in SDM (Table 5.18). This finding is
consistent with the ODSF when considering that frail individuals would have more exposure to
healthcare environment and decision making, potentially increasing their self-efficacy. However,
inconsistent with the Afib:DMSP survey, Chi and colleagues (2017) reported that individuals
with multimorbidity reported less active participation (81.1%) than individuals without

multimorbid conditions (91.1%) using categorical active and passive role preference.
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Table 5.18
FRAIL Categories and Mean Scores on SDMQ9

95% Confidence Interval for

Mean
N M SD SE Lower Bound Upper Bound
Robust 72 59.66 24.553 2.894 53.89 65.43
Pre-Frail 82 60.08 24.663 2.724 54.66 65.50
Frail 22 62.53 24.298 5.180 51.75 73.30
Total 176 60.21 24.449 1.843 56.58 63.85

Health care providers may have preconceived notions of frailty influences to participate
in SDM and this may be a self-fulfilling prophecy. These findings suggest that the frail status of
an individual should not bias clinicians into assuming that frail or pre-frail individuals prefer not
to participate in SDM regarding stroke prevention.

SDM-Q-9 and SWD

An important feature of a decision is an individual’s satisfaction with the decision. SWD
have previously been studied regarding decisional regret (Khoder et al., 2017). To this
researcher’s knowledge, there is only one study correlating the two scales of SDM-Q-9 and the
SWD. This study was performed in a healthy sample of individuals who had a health care visit
within three months where a linear regression revealed that the total SDM-Q-9 score was a
predictor of SWD (p < .001; Glass et al., 2012).

This study (Afib: DMSP) explored the relationship between perceptions of participation
in SDM and SWD. The SWD was investigated both as a continuous scale (scores of 6-30) and
categorical (scores </= 23 and 24 or greater) scale. Results were statistically significant for
participation in SDM with both continuous (p < .001) and categorical (p < .001) SWD reporting.
Decisional quality is defined as reaching a decision that is based on the best available evidence

and patients’ informed values for outcomes of options (Carroll et al., 2013). This has
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implications where increasing participation in SDM (as defined by the patient) can have the
potential to increase SWD.

To investigate this further, the present study examined individuals who as a result of their
decision required a hospital visit or visit to a health care provider as it would be expected that
individuals who experienced a consequence would report lower SWD scores when asked, “After
making this decision on stroke prevention, did you have an event requiring a visit to a health care
provider, emergency room or hospital related to your decision?” There was no statistical
difference in individuals responding “yes” or “no” (p = .316). However, those who responded
“No” as not having a consequence had higher SWD scores (M = 65.40, n = 105) than those
responding “Yes” to having a consequence (M = 60.48, n = 28). Therefore, although it is not
statistically significant, events or consequences after the decision may impact SWD.

Predictive Models

The unique feature of this study (Afib: DMSP) was obtaining multiple characteristics to
provide a comprehensive framework in this sample where individualized needs assessments may
be demonstrated. The findings from the data allowed predictive models to be explored. Much of
the literature in SDM is concentrated in the concept of decisional conflict, which may be limited
when considering the complexity of decision making. Two predictive models were investigated:
predictors of SDM and predictors of decisional conflict. These predictive models may provide a
framework for screening individuals for decisional needs prior to decisions and/or healthcare
consultations.

Predictor of SDM in Stroke Prevention for Afib

Findings from this study allowed the researcher to explore predictive models for

participation in SDM for stroke prevention in Afib. Statistically significant results in relation to
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SDM-Q-9 were imputed (type of Afib [permanent], CHA2DS2-Vasc categorical [3-9], gender
[male], age [=/> 75], decisional conflict [none reported] and receiving an educational
pamphlet/DA by a health care provider), which demonstrated statistical significance (p < .001).
Two variables made a unique statistically significant contribution to the model: greater decisional
self-efficacy scores and participants provided with educational materials/DA from a health care
provider.

Predictors of Decisional Conflict in Afib Sample regarding stroke prevention

Findings from this study allowed the researcher to explore predictive models for
decisional conflict in this sample. The model contained four independent variables (Gender
[female], Non-Partnered, Paroxysmal Afib, and not receiving an Educational Packet/DA). The
model was statistically significant (p = .003), indicating that the model can distinguish between
respondents who did not report and those who reported decisional conflict as quantified by the
SURE test.
Conclusion and Synthesis of Findings

Statistical analysis including Chi-Square, ANOVA, and Pearson product-moment
coefficient correlation was performed to determine relationships between individual
characteristics and concepts in SDM for thromboembolic stroke prevention in Afib. Logistic
regression was used to determine predictors for participation in SDM and decisional conflict. In
total, 201 participants were available for analysis. Participants were predominantly White
(97.5%), female (53.7%), between 65-74 years old (47.8%), married or partnered (75.6%),
college educated (72.2%), with most reporting paroxysmal Afib (56.9%). Reliability testing

demonstrated instruments valid for use in this sample with reporting Cronbach’s alpha: DSES



