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ABSTRACT
Objective: To explore physicians’ thoughts and
considerations of participation in medical decision
making by hospitalised elderly patients.

Design: A qualitative study using focus group
interviews with physicians interpreted with grounded
theory and completed with a questionnaire.

Setting and participants: The setting was three
different hospitals in two counties in Sweden. Five
focus groups were conducted with physicians (n¼30)
in medical departments, with experience of care of
elderly patients.

Results: Physicians expressed frustration at not being
able to give good care to elderly patients with
multimorbidity, including letting them participate in
medical decision making. Two main categories were
found: ‘being challenged’ by this patient group and
‘being a small part of the healthcare production
machine’. Both categories were explained by the core
category ‘lacking in time’. The reasons for the feeling
of ‘being challenged’ were explained by the
subcategories ‘having a feeling of incompetence’,
‘having to take relatives into consideration’ and
‘having to take cognitive decline into account’. The
reasons for the feeling of ‘being a small part of the
healthcare production machine’ were explained by
the subcategories ‘at the mercy of routines’ and
‘inadequate remuneration system’, both of
which do not favour elderly patients with
multimorbidity.

Conclusions: Physicians find that elderly patients
with multimorbidity lead to frustration by giving
them a feeling of professional inadequacy, as they are
unable to prioritise this common and rapidly
growing patient group and enable them to participate
in medical decision making. The reason for
this feeling is explained by lack of time,
competence, holistic view, appropriate routines and
proper remuneration systems for treating these
patients.

INTRODUCTION
Healthcare professionals have a responsibility
to involve patients in medical decision
making. This has been accepted as ethically
appropriate practice for decades and is
a part of healthcare legislation in many
countries.1e5 The literature supports the
advantages of patient participation to give
better treatment results and higher patient
satisfaction.6e12

Studies in the area of medical decision
making show that most patients prefer shared
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ARTICLE SUMMARY

Article focus
- Physicians’ views and attitudes to elderly

patients’ participation in medical decision
making.

Key messages
- Hospital care is not well adapted to elderly

patients with multimorbidity as they are a highly
complex patient group to take care of.

- Taking care of elderly patients with multimor-
bidity often frustrates physicians by giving them
a feeling of professional inadequacy.

- Remuneration systems do not allow for neces-
sary time for communication among medical
professionals and between physicians and
patients or relatives. Neither do these systems
support the necessary integration of care.

Strengths and limitations of this study
- The scope of the study, to the authors’

knowledge, has not been clearly documented in
earlier studies and is important to bear in mind
when planning for future healthcare, especially as
there will be a growing proportion of frail elderly
people.

- Qualitative research limits generalization.
- The study was performed in a Swedish context.
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decision making, but that preferences are very indi-
vidual.13 Several factors have influence, such as age, sex
and level of education, but the relationship is not
constant.14e17 Several studies have focused on older
patients with cancer and chronic diseases.14e16 18 19 Most
have found a decline in the wish for involvement as
patients get older17 20e24; nevertheless, studies have
shown that, overall, there is less participation than
actually preferred.25 26 One of the reasons reported for
not participating is the patient feeling subordinate to the
hospital as an institution of power.27

In contrast to the multitude of publications on patient
participation, there is a lack of studies of physicians’
preferences and behaviour related to stimulating
patients to partake in decision making.28 Some studies
have shown that attitudes towards involving patients
range from highly positive to more circumspect and that
moves towards enhancing patient involvement in deci-
sion making will depend on developing both the skills
and attitudes of medical professionals.21 29 Further
influence is exerted by the conflict of demands on
resources within the collectively funded healthcare
system30 and the lack of time.31

In summary, we know much about the benefits of
patient participation in medical decision making and
something about elderly patients and their preferences
related to this process. However, very little is known
about physicians’ thoughts and considerations regarding
patient participation, particularly among elderly
patients. The aim of this study was to explore physicians’
thoughts and considerations of participation in medical
decision making by hospitalised elderly patients with
multimorbidity who are admitted to hospital.

METHODS
This qualitative study is based on focus group interviews
and grounded theory.32 33 This method was combined
with an individual questionnaire soliciting demographic
data, as well as questions and statements based on
barriers to participation, such as short incare time or the
patient being too ill to participate in medical decision
making.25 27

Setting and participants
The participants were hospital physicians in the
Departments of Geriatrics, General and Orthopaedic
Surgery, and Internal Medicine in two counties in
Sweden. We performed one interview in each depart-
ment in which there were six doctors. Each session took
about an hour. For the demographics of the physicians,
see table 1. Each focus group interview had six partici-
pants, and in total, 30 physicians in three different
hospitals were interviewed. The departments were
chosen for having a high proportion of elderly patients
on their wards and represented several medical special-
ities. The first author of this study (AWE) is a geriatrician
with more than 20 years of experience of geriatric
medicine and is used to discussing participation in
medical decision making with patients and relatives. The

last author (MF) is a nurse with experience in research
and nursing in palliative care. Both these authors were
present at each interview.

Data collection
A semistructured interview guide was developed based
on earlier studies,27 34 the researchers’ experiences and
discussions with fellow physicians. For the complete
questionnaire, see table 2. The interview guide was used
when needed to ensure that key areas were discussed,
and it was modified as interviews progressed to accom-
modate probing questions. Interviews with physicians
were conducted between April 2010 and May 2011 and
were performed in department conference rooms at
a time chosen by the physicians. At the beginning of
each interview, an investigator (MF or AWE) introduced
the study and explained the focus group’s objectives and
process. Both investigators participated in each focus
group interview, one took a more active role, the other
was more of an observer. The interviews, approximately
an hour in length, were tape-recorded and transcribed
verbatim by the first author. The informants were asked
to share their thoughts on elderly patients with multi-
morbidity and to describe perceived barriers and
facilitators to participation.
Data collection and analysis continued until no new

categories emerged and no new properties within the
categories were identified. A self-administered ques-
tionnaire was collected at the end of each focus group
(to avoid having the questions influence the interview),
in which the physicians were asked to estimate the
percentage of the presence of different barriers with
impact on participation in medical decision making;
they were also asked to choose the most appropriate of
four different statements regarding informing elderly
patients about their treatment.
Field notes were recorded immediately after each

interview, including descriptions of where the interview
was held, reflections on how the interview went to get
a deeper understanding of what was going on and what
the physicians were describing.

Data analysis
First, there was an initial coding whereby we gave
substantive names to text sequences and developed

Table 1 Demographics of the physicians

Women/men (N¼29) 10/19
Age groups, years (N¼27)
<35 7
35e45 3
46e55 7
>55 10

Years of experience (N¼29)
<5 6
5e10 3
11e20 7
>20 13
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preliminary categories. The next step involved asking
questions about what was going on and making constant
comparisons between and within the preliminary cate-
gories to see if the categories were well described. The
aim was to obtain a focused coding, using the most
significant earlier preliminary codes to synthesise and
explain larger segments of data.32 33 At the same time, an
axial coding was performed to bring data together and
describe the categories.32 33 Data collection and data
analysis were performed simultaneously. Integrative
diagrams and memos were written throughout the
process to guide thinking and to record analytical
insights and interpretations.

Rigour
At the end of each interview, one of the authors
summarised the discussion for the focus group, to
ensure that there were no misunderstandings. All
physicians confirmed the summary. Several data collec-
tion methods were used in order to study the phenom-
enon from different aspects. The quantitative results
were not analysed until all interviews had been
completed. Two researchers (MF and AWE) did the
initial coding independently. A third independent
researcher experienced with grounded theory (IH)
reread and interpreted the findings. Regular meetings
were held to review the evolving understanding.

FINDINGS
Quantitative results
Twenty-nine physicians (of total 30) answered a ques-
tionnaire about the proportion of their frail elderly
patients to whom different statements about barriers
affecting participation in medical decision making
applied. The results are shown in table 3. As can be seen,
the physicians assumed that most patients were not too
ill to participate in medical decision making.
In the same questionnaire, the physicians were asked

to choose the most appropriate of four statements

regarding elderly patients’ information about their
treatment, and 23 (79%) physicians responded. Of the
responders, seven (30%) believed that patients got the
information they wanted about their treatment, eight
(35%) that patients would have preferred more infor-
mation, seven (30%) that patients found it difficult to

Table 2 Semistructured interview guide

Introductory question Tell us a word or image that comes into your mind when you think about the frail elderly
Transition question Tell us what comes into your mind when you think about patient participation in treatment

decision making
Key question What ingredients do you think are necessary to achieve patient participation in treatment

decision making?
Key question Which role (active, shared, passive) do you think that frail elderly patients prefer in treatment

decision making?
Key question How do you think you could facilitate communication between the frail elderly and healthcare

staff (or doctors)?
Key question How do you think we meet the preferences of the frail elderly regarding information about their

healthcare?
Key question What obstacles to participation in treatment decision making do you think are faced by the frail

elderly?
Key question What obstacles in the organization of healthcare do you think exist to participation in treatment

decision making by the frail elderly?
Final question Is there anything else that anyone feels we should have talked about?

Summarising and verification

Table 3 Physicians’ estimation of barriers affecting
participation in medical decision making

To what proportion of your frail elderly patients do the
following statements apply? (N¼29)

Number of doctors (%)
Perceive to be too ill to participate in medical decision
making
0%e20% 15 (52)
21%e40% 10 (34)
41%e60% 4 (14)
61%e80% e
81%e100% e

Perceive different treatment strategies between different
doctors
0%e20% 5 (17)
21%e40% 12 (41)
41%e60% 5 (17)
61%e80% 6 (21)
81%e100% 1 (3)

Perceive to have too short incare time to participate in
medical decision making
0%e20% 1 (3)
21%e40% 5 (17)
41%e60% 5 (17)
61%e80% 10 (34)
81%e100% 8 (28)

Perceive to have difficulties in understanding the medical
information you give them
0%e20% e
21%e40% 6 (21)
41%e60% 10 (34)
61%e80% 9 (31)
81%e100% 3 (10)
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ask questions about their treatment and one (4%) that
the patients did not want to know about their treatment.

Qualitative results
In the interviews, we identified two categories describing
physicians’ thoughts on participation in medical deci-
sion making of elderly patients with multimorbidity. The
first category was called ‘being challenged’, which meant
meeting the challenge to take care of elderly patients
with multimorbidity in all its complexity. The second
category was called ‘being a small part of the healthcare
production machine’, with its bureaucratic routines and
remuneration systems that do not favour elderly patients
with multimorbidity. Both categories led to the core
category ‘lacking in time’. For an integrative diagram
of physicians’ thoughts on elderly patients with
multimorbidity, see table 4.
Throughout the interviews, the physicians described

why they could not give good care to these patients, and
the overall theory explaining physicians’ experiences of
elderly patients with multimorbidity was that it was ‘too
complex and time-consuming to fit in’, mostly because
of lack of competence or lack of a holistic view and also
because the routines in the hospital care system and in
the remuneration system do not favour elderly patients
with multimorbidity.

Being challenged
To take care of elderly patients with multimorbidity and
enable them to participate in medical decision making
were described as a challenge. This was explained by the
patients’ medical and social complexity and their need
of time-consuming communication with all care givers,
including relatives, which gave physicians the feeling of
not being able to provide a good quality of care. Other
challenging circumstances included patients not clearly
expressing their preferences and communicating with
patients with cognitive decline.

Having a feeling of incompetence
Physiciansdapart from the geriatriciansddescribed
a feeling of not having the right competence for this
patient group. They reported a lack of a holistic view,
insufficient knowledge of medications, lack of compe-
tence regarding social needs and difficulties in commu-
nicating with the municipality, whose rules they did not

understand and which they viewed as overly
bureaucratic.

I: What do you think of the frail elderly as patients?
R1: [Consider] an old patient with many illnesses and
polypharmacy. What do we know of the long medica-
tion list? How many interactions do we miss? We do one
thing at a time and do not care about the whole.
R2: We meet them quite often; well, they are in our care
system all the time, but sometimes we feel a bit stranded
and do not know what to do with them.

These patients were described as being frequently
admitted without a diagnosis, but rather because of
vague symptoms of ‘getting worse’. All physicians agreed
that the frail elderly patients are time-consuming
compared with other patients. They reported a feeling of
not doing a good job due to lack of time. Furthermore, it
was expressed as being sometimes quicker to order
investigations or give treatments than to take time to
discuss goal setting, consequences of investigations, pros
and cons of treatments or having a more thorough
discussion of the whole situation.
The patients are also in need of nursing care, which is

not the main focus of the doctors. Physicians described
themselves as doing ‘nothing’ when taking care of
elderly patients, who were seen as taking time from
patients with distinctive acute medical conditions.

R: We want to provide elective caredthat makes good
statistics. We can’t have these frail elderly in need of
nursing care, and on top of all, we don’t really know how
to take care of them or how to treat them medically, so
they are totally worthless to us.

A challenge arises when patients prefer a passive or
subordinate role, leaving a greater responsibility to the
doctors to make decisions. Many physicians were
uncomfortable with having to try to guess the prefer-
ences of the patientsdand againdit could be
time-consuming.

Having to take relatives into consideration
Relatives are described as both an asset and a hindrance
to good care and participation in medical decision
making. Sometimes they act as an extra set of ears, able
to ask questions and harbour information for a patient
who is in poor condition and currently cannot assimilate

Table 4 Physicians’ thoughts on elderly patients with multimorbidity

Lacking in time
Being challenged
< Having a feeling of incompetence
< Having to take relatives into consideration
< Having to take cognitive decline into account

Being a small part of the healthcare machinery
< At the mercy of routines

– Unfit premises
– Indirect communication
– Lack of continuity
– Lack of beds

< Inadequate remuneration for elderly patients
with multimorbidity
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medical facts. At other times, physicians feel that rela-
tives are ‘taking over’, pressing for investigations and
treatments that are medically unbeneficial for the
patient or against the patient’s preferences. The
following is an example of family members opposing
information being passed to the patient, impeding the
patient’s own participation and creating an ethical
dilemma for the physicians concerning whom to listen
to:

I: You have just told me about barriers to patient partic-
ipation, such as routines. Do you see other problems?
R: Relatives (from several physicians at a time).
I: That came fastdtell me more.
R: Like when the mother is very ill, and the relatives do
not allow her to be informed. They wish to protect her
from knowing the truth.

At the same time, physicians pointed out the impor-
tance of following the wishes of patients, of not letting
relatives take over making medical decisions and
becoming the only ones addressed by healthcare staff.

Having to take cognitive decline into account
To enable patients to participate in medical decision
making, physicians have to give information adapted to
the patients’ medical condition, educational level, and
not least, cognitive function, the latter being a common
problem in this group. It is important to allot time, listen
carefully, be polite and establish a relationship by trying
to understand what is important for the patient, finding
out what the patient’s fears and preferences are. All this
has to be done within a quite limited time frame.
The high prevalence of cognitive decline in elderly

patients is giving relatives a bigger role in medical deci-
sion making compared with that needed for younger
patients, necessitating communication with more
people, who are not always accessible, again requiring
more time than other groups of patients.

Being a small part of the ‘healthcare production machine’
To be part of the healthcare production machine means
to be part of the hospital with all its routines, including
communication and remuneration systems, which are
badly adapted to elderly patients with multimorbidity. It
also means dealing with a lack of beds and continuity,
especially among physicians.
The participating physicians who worked in emer-

gency departments made certain observations. The
emergency room was described as a kind of machine
‘sucking in’ patients, with routines set up to start inves-
tigations, make diagnoses and admit patients, rather
than send them home. Some indicated that elderly
patients with multimorbidity were taking time and space
from the really acutely ill patients. Multiple illnesses in
one patient made it difficult to admit them to a specific
department or ward, and they were described as
‘hanging in the air between specialities’ before finally
being admitted somewhere.

At the mercy of routines
Rigid ward routines lead to difficulties in giving indi-
vidualised care. Physicians describe themselves as having
little or no influence over these routines. The premises
are described as noisy, frequently without adequate
places or chairs for a calm conversation in a dignified
environment. Much communication on the wards
happens not directly with the patient, but through
nurses and assistant nurses, and the physicians cannot
always be sure they have got the correct information
about the patient:

R: You must often trust the information from nurses and
assistant nursesdyou don’t have the time to talk with the
patient. And often it is not even the nurse that talked to
the patient herselfdit could be the nurse from a previous
shift. Very often this is the source of informationdand it
is not always correct!

Physicians felt that the rapid turnover of staff,
including doctors, on the wards made it difficult to get to
know elderly patients and their illnesses, resulting in
a lack of continuity of care. This had greater impact on
these patients, who commonly have a longer incare time.
Lack of beds and time coalesced into speedy, not
uncommonly premature, discharges.

Inadequate remuneration system
The remuneration system favours easy accessibility and
a high number of treated patients, making elderly
patients with long incare time an obstacle to good
economy and ‘worthless’ as cited earlier, at the same
time as physicians recognize their needs. Hence, these
patients are not allotted enough time for good care,
including time for participation in medical decision
making. As these physicians pointed out:

R: It is not a good system we have created, not making the
frail elderly feel welcome. I think that many of these
patients feel unwelcome, because they are regarded by us
physicians as just a cost. You are educated as a physician
to take care of people, but you end up with the “knife in
your back”dit is not good.

The physicians felt a frustration that ‘money rules’
creating ethical dilemmas when everyone is trying to
avoid these patients, in spite of their needs.

They just don’t fit in
The overall theory generated by our data was that due to
lack of competence, lack of a holistic view, need for time-
consuming care and communication with multiple care
givers, an inadequate remuneration system and inap-
propriate routines, elderly patients with multimorbidity
are too complex and time-consuming to fit in at the
hospital, with severe obstacles to their participation in
medical decision making.

DISCUSSION
The main findings of this study show ideals conflicting
with reality. It is difficult for a physician who is not
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familiar with all diseases and treatment options to invite
a patient to participate in medical decision making. To
take good care of these patients requires consultations
and referrals to multiple specialists, and as the physicians
point out, there is no time to do these. The alternative is
to partly ignore illnesses where the competence to
address the situation is lacking, eliciting a feeling of
inadequacy. Elderly patients with multimorbidity indeed
form a complex patient group, and integration of their
care is a central challenge for healthcare delivery.34 The
increase in medical knowledge and skills has resulted in
increasing specialisation, making it more difficult to
have the necessary holistic view regarding elderly
patients with multimorbidity.
Much of the content of the interviews revolved around

physicians explaining why they were not able to provide
these patients with good care and enable them to
participate in medical decision making. Physicians
expressed feelings of frustration and bad conscience
about not being able to prioritise these patients; at the
same time, some of the physicians observed that elderly
patients were not ill enough to be in hospital, taking
beds and time from the ‘really ill’ patients. We know that
there is a 6-month mortality rate of around 25% in
elderly patients who have been emergently admitted
during the previous 6 months.35 Thus, these patients
really are illdbut still not always welcome in a hospital.
The issue is whether the physicians’ lack of giving
priority to elderly patients with multimorbidity is more
an expression of ageism,36 not finding it interesting or
attractive to take care of these patients and finding it
more convenient to blame the lack of time rather than
admit a lack of interest.
As the system of remuneration is linked to ‘healthcare

production’, such as rapid accessibility (ie, time taken to
perform investigations or operations) and number of
treated patients, the geriatric approach to treatment
assumes a lower priority. Lack of geriatric competence,
specifically the specialist’s skills in comprehensive geri-
atric assessment, holistically combining physical,
psychological, social and functional perspectives, is
a main area of concern in the care of elderly patients
with multimorbidity, with consequences such as higher
dependency after discharge and higher mortality.37 In
spite of political announcements on the importance of
taking good care of elderly patients with multimorbidity,
the remuneration systems continue to emphasise easy
accessibility, rapid turnover and focus on reduced
performance time, all of which hinder physicians from
meeting these patients’ needs.
The quantitative results presented in the tables all

support the qualitative findings.

Limitations
Although the mainly qualitative methodology in this
study limits generalisation and is restricted to the
healthcare system and the geographical context of
Sweden, our findings do provide insight into the

problem of the decision-making process of elderly
patients with multimorbidity. The range of specialities
among the interviewed physicians increases the validity
of our results. There are similarities and differences in
all countries’ remunerations systems and attitudes to
elderly patients, which also limit generalisations.

CONCLUSIONS
We describe important obstacles to participation in
medical decision making by elderly patients with multi-
morbidity, such as physicians’ lack of geriatric compe-
tence and lack of time. The remuneration systems do not
allow for necessary time for communication between
medical professionals and between physicians and
patients or relatives. Neither do they support the
necessary integration of care. Thus, taking care of elderly
patients with multimorbidity often frustrates physicians
by giving them a feeling of professional inadequacy, as
they are unable to prioritise this common and rapidly
growing patient group. This indicates that hospital care
is not adapted to elderly patients with multimorbidity,
who are a highly complex patient group to take care of.
This has not been clearly documented in earlier studies
but is important to bear in mind when planning for
future healthcare, especially as there will be a growing
proportion of frail elderly people.
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Östergötland, which financed salary costs for this study for AWE and MF. The
study was funded by the Stahl Foundation, and the Swedish government
supplied additional financial support through funding for medical training and
research (ALF grants).

Competing interests None.

Ethics approval All doctors who participated in the interviews were informed
about the aim of the study and that all participation was voluntary. They were
also informed that the interviews would result in an article and that it would not
be possible to connect specific statements to a named person.

Provenance and peer review Not commissioned; externally peer reviewed.

Data sharing statement Extra data (interviews in full text) is available by
emailing anne.ekdahl@lio.se

REFERENCES
1. Queensland Health Public Patient’s Charter. Your Rights and

Responsibilities. http://www.health.qld.gov.au/qhppc/docs/booklet.
pdf (accessed 1 Jul 2009).

2. The Vienna Recommendations on Health Promoting Hospitals. The
World health Organisation. Vienna, 1997. http://hpe4.anamai.moph.
go.th/hpe/data/hph/Viena_Recommendation.pdf

6 Ekdahl AW, Hellström I, Andersson L, et al. BMJ Open 2012;2:e001063. doi:10.1136/bmjopen-2012-001063

Too complex and time-consuming to fit in



3. Van Den Brink-Muinen A, Van Dulmen SM, De Haes HC, et al. Has
patients’ involvement in the decision-making process changed over
time? Health Expect 2006;9:333e42.

4. Health care legislation in Sweden (1982:763). http://www.notisum.se/
rnp/sls/lag/19820763.htm#P2_a; 1982-06-30, Reprint: SFS 1992:567
Updated: SFS 2007:403 ed: Rixlex, 1982.

5. World Health Organization. A Declaration on the Promotion of
Patients’ Rights in Europe. 1994. http://www.who.int/genomics/public/
eu_declaration1994.pdf

6. Benbassat J, Pilpel D, Tidhar M. Patients’ preferences for
participation in clinical decision making: a review of published
surveys. Behav Med 1998;24:81e8.

7. Frewer LJ, Salter B, Lambert N. Understanding patients’ preferences
for treatment: the need for innovative methodologies. Qual Health
Care 2001;10:50e4.

8. Frosch DL, Kaplan RM. Shared decision making in clinical medicine:
past research and future directions. Am J Prev Med 1999;17:285e94.

9. Greenfield S, Kaplan S, Ware JE. Expanding patient involvement in
care: effects on patient outcomes. Ann Intern Med 1985;4:520e8.

10. Harvey RM, Kazis L, Lee AF. Decision-making preference and
opportunity in VA ambulatory care patients: association with patient
satisfaction. Res Nurs Health 1999;22:39e48.

11. Janz NK, Wren PA, Copeland LA, et al. Patient-Physician
concordance: preferences, perceptions, and factors influencing the
breast cancer surgical decision. J Clin Oncol 2004;22:3091e8.

12. Whelan T, Sawka C, Levine M, et al. Helping patients make informed
choices: a randomized trial of a decision aid for adjuvant
chemotherapy in lymph node-negative breast nancer. J Natl Cancer
Inst 2003;95:581e7.

13. Levinson W, Kao A, Kuby A, et al. Not all patients want to participate
in decision making. J Gen Intern Med 2005;20:531e5.

14. Ramfelt E, Langius A, Björvell H, et al. Treatment decision-making
and its relation to the sense of coherence and the meaning of the
disease in a group of patients with colorectal cancer. Eur J Cancer
Care (Engl) 2000;9:158e65.

15. Rodriguez KL, Appelt CJ, Switzel GE, et al. Veterans’ decision-
making preferences and perceived involvement in care for chronic
heart failure. Heart Lung 2008;37:440e8.

16. Schneider A, Körner T, Mehring M, et al. Impact of age, health locus
of control and psychological co-morbidity on patients’ preferences for
shared decision making in general practice. Patient Educ Couns
2006;61:292e8.

17. Arora NK, McHorney CA. Patient preferences for medical decision
making: who really wants to participate? Med Care 2000;38:335e41.

18. Elkin EB, Kim SH, Casper ES, et al. Desire for Information and
Involvement in treatment decisions: elderly cancer patients’
preferences and their physicians’ perceptions. J Clin Oncol
2007;25:5275e80.

19. Bastiaens H, Van Royen P, Pavlic DR, et al. Older people’s
preferences for involvement in their own care: a qualitative study in
primary health care in 11 European countries. Patient Educ Couns
2007;68:33e42.

20. Degner LF, Kristjanson LJ, Bowman D, et al. Information needs and
decisional preferences in women with breast cancer. JAMA
1997;277:1485e92.

21. Elwyn G, Edwards A, Gwyn R, et al. Towards a feasible model for
shared decision making: focus group study with general practice
registrars. BMJ 1999;319:753e6.

22. Rothenbacher D, Lutz MP, Porzsolt F. Treatment decisions in
palliative cancer care: patients’ preferences for involvement and
doctors’ knowledge about it. Eur J Cancer 1997;33:1184e9.

23. O’Donnell M, Hunskaar S. Preferences for involvement in treatment
decision-making generally and in hormone replacement and urinary
incontinence treatment decision-making specifically. Patient Educ
Couns 2007;68:243e51.

24. Woolf SH, Krist AH, Johnson RE, et al. Unwanted control: how
patients in the primary care setting decide about screening for
prostate cancer. Patient Educ Couns 2005;56:116e24.

25. Ekdahl A, Andersson L, Wirehn AB, et al. Are elderly people with co-
morbidities involved adequately in medical decision making when
hospitalised? A cross-sectional survey. BMC Geriatr 2011;11:46.

26. Tariman JD, Berry DL, Cochrane B, et al. Preferred and actual
participation roles during health care decision making in persons with
cancer: a systematic review. Ann Oncol 2010;21:1145e51.

27. Ekdahl AW, Andersson L, Friedrichsen M. “They do what they think is
the best for me.” Frail elderly patients’ preferences for participation in
their care during hospitalization. Patient Educ Couns
2010;80:233e40.

28. Murray E, Pollack L, White M, et al. Clinical decision-making:
physicians’ preferences and experiences. BMC Fam Pract 2007;8:10.

29. Brown RF, Butow PN, Henman M, et al. Responding to the active and
passive patient: flexibility is the key. Health Expect 2002;5:236e45.

30. Sculpher M, Gafni A, Watt I. Shared treatment decision making in
a collectively funded health care system: possible conflicts and some
potential solutions. Soc Sci Med 2002;54:1369e77.

31. Charles C, Gafni A, Whelan T. Self-reported use of shared decision-
making among breast cancer specialists and perceived barriers and
facilitators to implementing this approach. Health Expect
2004;7:338e48.

32. Charmaz K. Constucting Grounded Theory - A Practical Guide
Through Qualitative Analysis. London: SAGE, 2006.

33. Corbin J, Strauss A. Basics of Qualitative Research 3e. Los Angeles,
London, New Delhi, Singapore: SAGE Publications, 2008.

34. Singer SJ, Burgers J, Friedberg M, et al. Defining and measuring
integrated patient care: promoting the next frontier in health care
delivery. Med Care Res Rev 2011;68:112e27.

35. Espaulella J, Arnau A, Cubi D, et al. Time-dependent prognostic
factors of 6-month mortality in frail elderly patients admitted to post-
acute care. Age Ageing 2007;36:407e13.

36. Nelson TD. Ageism. Stereotyping and Prejudice against Older
Persons. Cambridge: MA: The MIT Press, 2004.

37. Ellis G, Whitehead MA, O’Neill D, et al. Comprehensive geriatric
assessment for older adults admitted to hospital (Review). Cochrane
Database Syst Rev 2011;(7):CD006211.

PAGE fraction trail=6.75

Ekdahl AW, Hellström I, Andersson L, et al. BMJ Open 2012;2:e001063. doi:10.1136/bmjopen-2012-001063 7

Too complex and time-consuming to fit in


