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Abstract 

Introduction 

Shared decision making (SDM) is a process by which patients and clinicians work 

collaboratively to make decisions about healthcare.  

Previously, research has shown that patients want to be more involved in decisions 

about their care but more recent evidence suggests that some patients may not wish to 

have the level of involvement which is now expected of them.  

Aims 

This study therefore investigated adult orthodontic patients’ preferred and perceived 

roles in treatment decision making. 

Methods 

This cross-sectional study was carried out in a teaching hospital using the Control 

Preferences Scale (CPS). This involved asking patients to choose one of five cards 

relating, firstly, to their preferred role in orthodontic decision making and then their 

perceived role in their current orthodontic treatment decision making and these were 

compared.  

Results 

One-hundred patients were recruited and perceived roles in decision making tended to 

be more passive than patients said they preferred. Males were significantly more 

likely to select a passive role than females  (p=0.018).  

Conclusions  

Adult orthodontic patients perceived a more passive role in their current treatment 

decisions than they would have preferred. This highlights the importance of clinicians 

asking patients about their preferred role in treatment decision making from the 

outset. 

 

 

 

 



Introduction 

 

The traditional paternalistic model of healthcare has been superseded in recent years, 

with patients being encouraged to take an active role in decisions about their own 

treatment. In England, this is evident in the often quoted mantra “no decision about 

me without me” which has been incorporated into the Health and Social Care Act and 

promotes the involvement of patients in decisions about their care.1 This concept is 

termed patient centred care (PCC), and shared decision making (SDM) is a key 

component of this. 

Over the past decade, several key documents have outlined the importance of patient 

centredness and enhancing patient experiences.2,3,4 SDM has been defined as a 

collaborative process between clinicians and patients, where they work together to 

reach a mutual decision about a specific course of action or treatment.5,6; it aims to 

empower patients and enables care to be tailored to the needs of the individual.5  

SDM is now both an ethical and legal requirement, supported by professional 

regulatory bodies, including the General Medical and Dental Councils, and 

government organisations.6 There is evidence to suggest that the majority of patients 

want to be actively involved in their treatment and often want to be more involved 

than they currently are in making healthcare decisions.7-11 It has also been suggested 

that SDM may lead to better patient outcomes compared with situations where 

patients are passive recipients of care, and may result in fewer complaints and lower 

litigation rates.12  However, recent  research by Fredriksson et al.13 presents conflicting 

evidence and suggests that not all patients want to be as involved to the same extent 

as clinicians think they do.  

Stiggelbout and co-workers (2012) described the stages involved in SDM: an 

explanation of the nature of the problem, discussing the treatment options (including 

the option of undertaking no treatment), explaining the risks and benefits of each 

option and the use of decision aids. Next comes, exploring the patient’s ideas, 

concerns and expectations regarding the treatment options and supporting the process 

of SDM; explaining that patients do not need to make the decision on their own. The 

clinician should then make recommendations based on the best available research 

evidence, along with their clinical experience and the patient’s preferences and 



values. This facilitates SDM and the practice of evidence based dentistry. The 

patient’s understanding should then be assessed and they should be given the 

opportunity to ask questions. SDM should not occur under time pressure and does not 

need to be in a single consultation, therefore for many patients arranging a review 

appointment gives them an opportunity to make a shared decision, by involving others 

and without time pressures. 14 

SDM can be measured in a number of different ways. Structured and objective 

instruments have been developed to enhance the measurement of SDM. A systematic 

review by Scholl et al (2011, cited by Da Silva, 2012) found eight instruments which 

measure patients’ preferences for SDM and which have all undergone extensive 

psychometric testing.15,16 The most commonly used tool for measuring patients’ 

preferences for involvement in SDM is the Control Preference Scale (CPS) (Degner 

and Beaton, 1987).17 This is a subjective measure of how much patients feel they have 

been involved in decisions about their healthcare and therefore measures one 

important component of SDM.  

Research exploring SDM in dentistry is limited and it is therefore important to 

investigate how patients would like to be involved in treatment decision making and 

whether this matches with their perceived role in the decision making processes in 

their current care. 

Aims 

The aims of this study were therefore to establish the following: 

• Adult orthodontic patients’ preferred role in decision making and also their 

perceived role in their decision making about their current orthodontic 

treatment 

• To compare individual patient’s preferred and perceived roles  

 

Patients and Methods 

This was a cross-sectional study carried out in a single teaching hospital (Eastman 

Dental Hospital, UCLH Foundation Trust) using a validated scale (the Control 

Preferences Scale). This involved face-to-face data collection from patients in 

orthodontic clinics. 



The study received ethical approval from the NHS Research Ethics Committee 

(Project ID: 18/NW/0592) on 23/08/2018. Written consent was obtained from all 

participants and the principles of the Declaration of Helsinki were followed. 

Patients in this study included any adult patients (16 years and above) who were 

currently undergoing orthodontic treatment at the Eastman Dental Hospital, UCLH 

Foundation Trust and patients were recruited if they were in active fixed appliance 

treatment or in retention. Patients were recruited using convenience sampling and 

those with craniofacial syndromes or severe hypodontia with minimal orthodontic 

input were excluded, as it was thought that their perceptions may be different due to 

varying healthcare experiences. Patients with hypodontia involving standard 

orthodontic treatment and orthognathic patients were included in this study.  

Although many orthodontic patients are adolescents, it was felt it would be more 

appropriate to investigate the concept of SDM with adult patients as they are making 

their own treatment decisions, unlike adolescents where parents often contribute to 

these decisions. The CPS was also developed for use with adult patients. 

In preference to a formal sample size calculation, it was decided to recruit as many 

patients as possible during a 5-month period between October 2018 and February 

2019, as there were a finite number of adult Orthodontic patients who met the 

inclusion criteria within the department.  

The questionnaire utilised was the Control Preferences Scale (CPS) which was 

developed by Degner and Beaton (1987)17,18. As the CPS has been used in previous 

studies investigating SDM in dentistry19,20, it is therefore feasible to use and the data 

can be readily compared to other studies. The CPS measures patients’ decision 

making preferences using 5 statements and each describes a different role in decision 

making: Most active, Active, Collaborative, Passive or Most passive (Table 1).  

Active Role Collaborative Role Passive Role 

Most Active: “I prefer to 
make the decision about 
which treatment I will 
receive” 

Collaborative: “I prefer 
that my orthodontist and I 
share responsibility for 
deciding which treatment 
is best for me” 

Passive: “I prefer that my 
orthodontist makes the 
final decision about which 
treatment will be used, but 
seriously considers my 
opinion” 



Active: “I prefer to make 
the final decision about 
my treatment after 
seriously considering my 
orthodontist’s opinion” 

 Most Passive: “I prefer to 
leave all decisions 
regarding treatment to my 
orthodontist” 

 

Table 1 - The 5 statements that form the Control Preferences Scale for patients’ 

preferred roles 

Potential participants were approached by their own clinician, who was not a member 

of the research team, at one of their routine visits and the study was briefly explained 

to them. If they wished to consider being involved they were then introduced to the 

researcher to explain the study in more detail. As detailed in the results section, 1 out 

of 101 participants declined involvement in the study.  

Patients were initially asked to choose the card that best described their preference 

regarding decision making in their own orthodontic care (Figure 1) and they were 

then asked to choose the card that best described their perceived role in their current 

orthodontic treatment (Figure 2). This allowed for their preferred and current 

perceived roles to be compared. Patients completed the CPS during their active 

orthodontic treatment or retention phase.  

 

Figure 1 - Control Preferences Scale (CPS) cards related to preferred role  



 

Figure 2 – Control Preferences Scale (CPS) cards related to perceived role  

The data collected were recorded manually into a data collection table by a single 

researcher and then transferred to the SPSS statistical package version 22 for analysis. 

Other information recorded included age, gender and stage of treatment (whether the 

patient was in active treatment or in retention). 

The demographic information and patients’ preferred and perceived roles were 

analysed using descriptive statistics. The data were also analysed to assess if age, 

gender or stage of treatment had an effect on patients’ role preferences. For 

categorical data (gender and stage of treatment), the non-parametric Fisher’s exact 

test was used and the continuous data (age) were analysed using the Kruskal Wallis 

test. The agreement between patients’ preferred and perceived roles in treatment 

decision making was analysed using weighted kappa on the R statistical software,	
  as 

these role categories were ordered. For example, an Active preferred role and a 

Collaborative perceived role is “better” than an Active preferred role and a Passive 

perceived role.  

 

Results 

In total, 101 patients were approached; 1 patient declined involvement but the 

remaining 100 were recruited into the study. There was a higher percentage of female 



patients (58%) compared with males (42%). The mean age of the patients was 22.53 

years old (SD 10.03 years), with a large age range between 16 and 73 years of age.  

The study sample included patients with all incisor relationships, with Class II 

division 1 (30%) being the most frequent, closely followed by Class I (29%), Class III 

(22%) and Class II division 2 (19%). The majority of the patients were in active 

treatment (76%), with 24% having completed treatment and currently in retention. 

Preferred role: The results showed that the most commonly selected options for 

preferred role were collaborative (31%), and passive (29%). A similar number 

selected an active role (20%) or most passive (19%) role. Only 1% said they preferred 

the most active role. Due to the fact that there was only 1 person in the most active 

group, this group was combined with the active group for statistical analysis. 

 

Figure 3 - Bar chart illustrating patients’ preferred roles in treatment decision 

making. 

Perceived role: The results showed that, 36% of patients perceived their role in their 

current orthodontic treatment to be passive or most passive (32%). Only 20% of 

patients perceived that the approach to decision making in their current treatment was 

collaborative and 12% felt they had an active role.  No patients perceived their role to 

be most active.  
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Figure 4 - Bar chart illustrating patients’ perceived roles in treatment decision 

making. 

There was only fair agreement (k=0.32) between patients’ preferred and perceived 

roles in treatment decision making.   

The data were then analysed for each individual patient and this showed that, for 45% 

of patients, their preferred and perceived roles did match, however for 55% they did 

not. Of the 55 patients whose roles did not match, 39 (71%) wanted a more active role 

and 16 (29%) wanted a more passive role in decision making about their orthodontic 

treatment.  

Factors which may potentially affect choice of role preference were then investigated: 

Stage of Treatment: In the active treatment group, the most commonly selected 

preferred role was collaborative (31.6% [24/76]). In contrast, the most commonly 

selected role in the retention group was passive (41.7% [10/24]). There was, however, 

no statistically significant difference between patients’ preferred roles and their stage 

of treatment (p=0.439).  

Gender: There was a statistically significant difference (p=0.018) between males and 

females for preferred role in decision making (Table 2). For female patients, the most 

commonly selected option was a collaborative role at 43% (25/58). In contrast, the 

option selected most frequently by males was passive at 38% (16/42).  
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 Gender 

Male Female Total 

Preferred 

Role 

A 0 1 1 

B 10 10 20 

C 6 25 31 

D 16 13 29 

E 10 9 19 

Total  42 58 100 

 

Table 2 - Patients’ preferred role according to gender 

Age: There was no evidence of differences in age among the 5 preferred role 

categories (p=0.680), however the small number of older patients must be 

highlighted.  

 

Discussion 

This study investigated SDM in adult orthodontic patients; the sample size (n=100) 

was good and representative of those adult patients undergoing orthodontic treatment 

at the Eastman Dental Hospital. This is because the findings for gender (female: male 

ratio) and the distribution of malocclusions treated are in keeping with this population 

group. However, as this is a single centred study it is limited in-terms of its 

generalisability. The fact that a significant difference was found when comparing 

preferred role and gender suggests that an adequate sample size was recruited for this 

element of the study. It may be beneficial to have higher numbers for the other 

subgroup analyses in future work of this type however.   

The literature has shown that many factors may affect SDM including age, gender, 

education level, socio-economic status (SES), ethnicity, country of birth, marital and 

employment status.8 Patients in the current study were asked their age and gender, but 



other data were not collected. These would however be interesting areas for further 

research. 

The results showed that 31% of patients said they preferred a collaborative role in 

treatment decision making, closely followed by a passive role (29%). This is similar 

to the results of Chapple et al.19 where they found that 40% of patients preferred a 

collaborative role in decision making for general dental treatment in UK hospital and 

general dental practice settings. The findings are also similar to the results of a recent 

study by Reissmann et al.20 in Germany, who found that 51.5% of patients preferred a 

collaborative role in decision making for general dental treatment, followed by 27.3% 

who preferred a passive role. These findings are interesting as they indicate that not 

all patients want a truly collaborative role in their healthcare as many authorities have 

previously believed. Other patients may prefer a passive role in their care, where the 

clinician plays a greater role in decision making, whilst also considering the patient’s 

wishes or indeed prefer an active role where they take a greater role in decision 

making, whilst considering the clinician’s input. This variation highlights the 

importance of discussing the patient’s preferred approach at the start of treatment so 

that the clinician is able to support them appropriately. There is also benefit in 

explaining to patients why a collaborative approach may be beneficial, highlighting 

improved outcomes and enhanced satisfaction in those who engage in truly shared 

decision making.  

The results of this current study showed that the least preferred options were most 

passive (19%) and most active (1%) roles. Again, this is similar to the findings of 

Chapple et al.19 and Reissmann et al.20 who noted that the extreme role preferences 

were the least preferred options. This may be because patients prefer not to have 

complete control, or indeed no control, in decision making about their own care and 

recognise the importance of having some input from both patient and clinician.  

Of the patients in this study, only 20% perceived their actual role in their current 

treatment to be collaborative, 36% felt their role was passive and 32% mostly passive, 

with only 12% selecting active and none considering their role to be most active. 

Again, this was similar to the findings in the Chapple et al.19 study where the majority 

of patients perceived their role to be passive (40%) or most passive (28%). Reissmann 



et al.20 reported that the majority of patients perceived their role to be passive 

(37.4%), followed by collaborative (29.3%).  

There was only fair agreement between patients’ preferred and perceived roles in 

decision making (k=0.32). For 45% of patients in this study, their preferred role 

matched their perceived role and, interestingly this finding was almost identical to 

that of Reissmann et al.20 who reported that preferred and perceived roles matched in 

45.5% of their patients.  

This suggests that some patients may still be treated under a paternalistic model of 

care and some clinicians may not be engaging in SDM, or may think that they are 

involving patients in treatment decisions more than they actually are. This is 

important because a paternalistic model of healthcare is no longer supported by any 

professional bodies or government organisations, as it is considered unethical.6 

Alternatively, patients may not be picking up cues which would allow them to be 

involved and clinicians may need to be clearer in their communication.  

However, for 55% of patients in the current study, patients’ preferred and perceived 

roles did not match; of those 55 patients, 39 (71%) said they would prefer a more 

active role, compared with 16 (29%) who said they would prefer a more passive role. 

The findings of this study were again similar to the Reissmann et al.20 study who 

found that of the 54.5% of patients whose preferred and perceived roles did not 

match, the majority (91% [49.5/54.5]) wanted a more active role.  

Interestingly, 16% of patients in this study sample said they would prefer a more 

passive role in decision making compared with their perceived current role, which 

highlights that not all patients want to be as actively involved as clinicians may think 

they do and, again, this highlights the importance of discussing these aspects of care 

with patients. A number of these patients felt that they did not have the knowledge of 

Orthodontics to be making these decisions, therefore clinicians may need to 

encourage these patients to be involved to help them make informed decisions. The 

evidence suggests that this may be associated with better outcomes and higher levels 

of patient satisfaction.16,21 Clinicians may do this by explaining to patients with 

passive role preferences the benefits of taking a more collaborative or active role in 

decision making and asking about their reasons for choosing this role preference. This 

means that clinicians may need to be more mindful of patients who prefer a passive 



role and spend more time encouraging them and explaining the benefits of shared 

decision making. 

When the effects of stage of treatment, gender and age were analysed, stage of 

treatment did not appear to significantly affect patients’ preferred role in orthodontic 

decision making. This may be because once patients have started treatment their 

preferences are already established and do not tend to change during treatment. 

However, as the number of patients in the retention group was small (n=24), this may 

also have precluded any differences being identified and it would be interesting to 

investigate this further in future studies, with a larger number of patients in this group. 

Although patients were asked about their experience to date, they are more likely to 

remember more recent experiences, which may have introduced some bias in the 

results. It would be interesting to investigate patients’ preferred and perceived roles 

across different aspects of treatment in future studies.  

The literature suggests that there are gender differences for patients’ role preferences, 

with female patients generally preferring more active, and males more passive roles.22 

The results of the current study supported this hypothesis, with males tending to 

prefer more passive roles (Table 2) and this gender difference was statistically 

significant (p=0.018). These findings were also supported by Hanna et al.22 who 

found that female patients were significantly (p=0.04) more likely to prefer an active 

role with regards to decision making for third molar extractions. This suggests that 

clinicians should be mindful of the relationship between gender and patients’ role 

preferences when discussing options. It may be, for instance, that females require 

more information or more time to consider the treatment options than males.  

The literature also suggests that there is a relationship between patient age and their 

preferred roles, with younger patients preferring more active roles.23 However, the 

results of this study did not show a statistically significant difference between age and 

preferred role (p=0.680). This may be because, although a wide age range of patients 

were recruited (16-73 years old), the majority were at the lower end of this range 

(mean age 22.53 years old), therefore as the study sample generally represented 

younger patients, any potential associations may not be detected. It would therefore 

be interesting to investigate this in future studies with more patients in the older age 

group.  



The attitudes and roles of healthcare professionals towards patient involvement may 

also influence their approach to SDM. One of the benefits of recruiting patients from 

a large number of clinicians, as was the case in this study, was that the results 

captured different clinicians’ personalities and therefore enhanced the generalisability.  

Although the CPS has its limitations in-terms of how much can be captured from 

simple statements, it however allows for some quantification of how well patients feel 

they have been involved. In hindsight all multi-disciplinary patients should have been 

excluded as they may have had previous exposure to healthcare, which may have 

introduced some bias in the results. The grade of the clinicians involved in the 

decision making process was not recorded in this study, however this would be an 

interesting area for future research to assess if this has an affect on patients’ perceived 

roles. 

The findings of this study highlight the importance of clinicians asking patients about 

their preferred role in treatment decision making from the outset and not assuming 

that everyone wants the same level of involvement. Furthermore, encouraging some 

patients to have a more active role may be important in enhancing treatment outcomes 

and satisfaction. This study also emphasises the importance of training and education 

in SDM amongst clinicians and patients, in order to standardise and improve the 

delivery and quality of care our patients’ receive. 

 

 

Conclusions 

• The most common preferred choices in orthodontic decision making were 

collaborative (31%) and passive (29%), but the most common perceived 

choices were passive (36%) and most passive (32%).  

 

• There was only fair agreement between adult patients’ preferred and 

perceived roles in orthodontic decision making overall (k=0.32).  

 

• A significant gender difference (p=0.018) was found in this study, with males 

preferring more passive roles than females in treatment decision making.  

 

3 In brief points: 



• Findings highlight the importance of clinicians asking patients about their 

preferred role in treatment decision making from the outset  

• Encouraging some patients to have a more active role may be important in 

enhancing treatment outcomes and satisfaction 

• Further training and education in SDM amongst clinicians and patients is 

required to improve the overall quality of patient care 
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