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Association of Actual and Preferred Decision Roles
With Patient-Reported Quality of Care
Shared Decision Making in Cancer Care
Kenneth L. Kehl, MD; Mary Beth Landrum, PhD; Neeraj K. Arora, PhD; Patricia A. Ganz, MD;
Michelle van Ryn, PhD, MPH; Jennifer W. Mack, MD, MPH; Nancy L. Keating, MD, MPH

IMPORTANCE Shared decision making is associated with improved patient-reported
outcomes of cancer treatment, but not all patients prefer to participate in medical decisions.
Results from studies of the effect of matching between actual and preferred medical decision
roles on patients’ perceptions of care quality have been conflicting.

OBJECTIVES To determine whether shared decision making was associated with patient
ratings of care quality and physician communication and whether patients’ preferred decision
roles modified those associations.

DESIGN, SETTING, AND PARTICIPANTS We performed a population- and health system–based
survey of participants in the Cancer Care Outcomes Research and Surveillance Consortium
(CanCORS) study diagnosed with lung and/or colorectal cancer between 2003 and 2005
(56% with colorectal cancer, 40% with non–small-cell lung cancer, and 5% with small-cell
lung cancer). The CanCORS study included 9737 patients (cooperation rate among patients
contacted, 59.9%) treated in integrated care delivery systems, academic institutions, private
offices, and Veterans Affairs hospitals. The medical records were abstracted between
October 11, 2005, and April 30, 2009; all analyses were conducted between 2013 and 2014.

INTERVENTIONS We surveyed patients specifically about their preferred roles in cancer
treatment decisions and their actual roles in decisions about surgery, chemotherapy, and
radiation therapy. We analyzed the responses of 5315 patients who completed baseline
surveys and reported decision roles for a total of 10 817 treatment decisions and assessed
associations of patients’ decision roles with patient-reported quality of care and physician
communication.

MAIN OUTCOMES AND MEASURES The outcomes (identified before data collection) included
patient-reported excellent quality of care and top ratings (highest score) on a physician
communication scale.

RESULTS After adjustment, patients describing physician-controlled (vs shared) decisions
were less likely to report excellent quality of care (odds ratio [OR], 0.64; 95% CI, 0.54-0.75;
P < .001). Patients’ preferred decision roles did not modify this effect (P = .29 for the
interaction). Patients describing either actual or preferred physician-controlled (vs shared)
roles were less likely to provide a top rating of physician communication (OR, 0.55; 95% CI,
0.45-0.66; P < .001, and OR, 0.67; 95% CI, 0.51-0.87; P = .002, respectively). The preferred
role did not modify the effect of the actual role (P = .76 for interaction).

CONCLUSIONS AND RELEVANCE Physician-controlled decisions regarding lung or colorectal
cancer treatment were associated with lower ratings of care quality and physician
communication. These effects were independent of patients’ preferred decision roles,
underscoring the importance of seeking to involve all patients in decision making about their
treatment.
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T he Institute of Medicine1 has called for shared decision
making and accommodation of patient preferences to im-
proveoverallhealthcarequality,andinparticularthequal-

ity of cancer care.2 Prior studies of shared decision making in can-
cer treatment have found that most patients prefer to play a role
in treatment decisions, but the degree to which their desired role
matches their actual role in decision making varies.3-5 Much of
this work has focused on surgical decisions in breast cancer.4-6

Evidence suggests that patients who are younger, less educated,
and who see higher-volume surgeons are less likely to have ac-
tualrolesthatmatchtheirpreferredroles5 andthatpatientswhose
preferreddecision-makingrolesmatchtheiractualrolesaremore
satisfied with their treatment choices.4,6 Nevertheless, 1 small
study of patients with a variety of cancer types found that pa-
tients’ actual roles, but not matching between actual and pre-
ferred roles, were associated with greater satisfaction.7

Although their utility as metrics of quality is controversial,
patients’ reports of their experiences with care are increas-
ingly important health care performance measures.8,9 Indeed,
the Affordable Care Act calls for the use of the patient experi-
ence Clinician and Group Consumer Assessment of Healthcare
Providers and Systems survey as a comparative measure of phy-
sician performance.9 It is possible that patients who are more
actively engaged in their decisions, or whose roles match their
preferred roles, may have better care experiences.

In a prior analysis, our research group examined the roles in
decisions reported by patients in the Cancer Care Outcomes Re-
search and Surveillance (CanCORS) study,10 a large, population-
and health-system based study of patients with lung and colo-
rectal cancer. Among 10 939 treatment decisions made by 5383
patients, 39% were categorized as “patient controlled,” 44% as
“shared,” and 17% as “physician controlled.” In the present study,
we examined patients’ preferred roles in decisions to better un-
derstand the relative influence of preferred vs actual roles in de-
cisions regarding surgery, chemotherapy, and radiation therapy.
Specifically, we assessed associations between patients’ actual
roles in decisions and (1) patient-reported quality of care for each
treatment modality received (surgery, chemotherapy, and/or ra-
diation therapy) and (2) patient ratings of physician communi-
cation. In addition, because evidence suggests that there may be
benefits to matching actual to preferred roles,4,6 we assessed
whether associations between actual role and patient-reported
quality or physician communication ratings were modified by
patients’ preferred roles in decision making.

Methods
This study was approved by the human research ethics com-
mittees at all participating institutions. Written informed con-
sent was obtained at 2 of the study sites and waived by the other
review boards. Verbal informed consent was obtained from
each participant in lieu of written consent.

Study Design and Participants
The CanCORS study investigated care processes, patient expe-
riences with care, and outcomes among patients newly diag-
nosed with lung and/or colorectal cancer between 2003 and 2005

and living within 1 of 5 geographic regions (Northern Califor-
nia, Los Angeles County, North Carolina, Iowa, or Alabama) or
receiving care in one of 5 health maintenance organizations or
15 Veterans Affairs sites.11 Cases were identified using rapid case
ascertainment based on registry data.12,13 Patients (or surro-
gates if patients had died or were too ill) were surveyed 3 to 6
months after diagnosis. The American Association for Public
Opinion Research14 survey response rate was 51.0%; the coop-
eration rate was 59.9%.15 Additional details about patient eligi-
bility have been described previously15; the CanCORS cohort is
representative of US patients with lung and colorectal cancer.15

Information on cancer type, histology, and stage were ob-
tained from registry data and medical records, which were ab-
stracted between October 11, 2005, and April 30, 2009. Be-
tween 2013 and 2014, we analyzed the subset of patients who
were alive at the time of the baseline survey and completed a
full baseline interview themselves (n=5518, Figure) and who an-
swered questions about their preferred role in medical deci-
sions in general and their actual role in decisions about at least
1 of the following: surgery, chemotherapy, and radiation therapy
(n=5315 patients). Characteristics of these patients compared
with respondents who completed surrogate survey versions or
brief surveys or did not answer questions about decision roles
are listed in eTable 1 in the Supplement.

Outcome Variables
Patient-Reported Quality of Care
Patients reported their perception of the overall quality of care
for each treatment modality they received. Response options
included “excellent,” “very good,” “good,” “fair,” or “poor.” To
facilitate presentation of results, responses were grouped into
excellent vs all other responses because most patients (67.8%)
responded excellent.

Ratings of Physician Communication
As previously described,13,16 we derived 5 questions related to
physician communication from the Consumer Assessment of
Healthcare Providers and Systems survey.17 The questions were
as follows:

How often did your doctors
1. listen carefully to you?
2. explain things in a way you could understand?
3. give you as much information as you wanted about your can-

cer treatments, including potential benefits and side effects?
4. encourage you to ask all the cancer-related questions you

had? and
5. treat you with courtesy and respect?

At a Glance

• Patients reporting physician-controlled decisions provided lower
ratings of care quality and physician communication than patients
reporting shared decisions.

• These lower ratings were evident regardless of patients’ preferred
role in decision making.

• Physicians should work to involve all patients in decisions about
cancer care.
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Response options were “always” (3 points), “usually” (2 points),
“sometimes” (1 point), and “never” (0 points). We averaged
these scores and grouped the results into 2 categories: top-
rated physicians (score of 3, awarded by 55.8% of patients) and
others (score of <3). Patients rated their physicians as a group
rather than rating each physician separately.

Independent Variables
Decision Roles
We assessed patients’ overall preferred roles in decision mak-
ing for their cancer treatment, and for each treatment modal-
ity considered (surgery, chemotherapy, and/or radiation
therapy), we also assessed the actual role patients played in
decision making for that modality. Preferred and actual roles
for decisions were ascertained using the 5-item Control Pref-
erences Scale.3,18,19 Response options for preferred roles were
as follows:
1. You prefer to make decisions about treatment with little or

no input from your doctors.
2. You prefer to make the decisions after considering your

doctor’s opinion.
3. You prefer that you and your doctors make the decisions

together.
4. You prefer that your doctors make the decisions after

considering your opinion.
5. You prefer your doctors make the decision with little or no

input from you.
Response options for the actual roles variable were as
follows:

1. You made the decision with little or no input from your
doctors.

2. You made the decision after considering your doctors’
opinions.

3. You and your doctors made the decision together.
4. Your doctors made the decision after considering your

opinion.
5. Your doctors made the decision with little or no input

from you.
In all analyses, actual and preferred roles were categorized as
patient-controlled (responses 1 or 2), shared (response 3), or
physician-controlled roles (responses 4 or 5), as described
previously.5,10,20

Patient Characteristics
Our analyses adjusted for age at diagnosis, sex, race and eth-
nicity, marital status, education, geographic region, income, en-
rollment in an integrated health care system (patients en-
rolled through the US Department of Veterans Affairs, Kaiser
Permanente of Northern California, Kaiser Permanente of
Southern California, or other health maintenance organiza-
tion sites), number of self-reported comorbid conditions,21-23

health status before diagnosis (which is associated with patient
satisfaction24; our measure included a subset of 5 questions
from the 12-Item Short-Form Health Survey,25 and catego-
rized in quartiles),25 and depression (positive response for ≥6
of the 8-item Center for Epidemiological Studies–Depression
scale26). We also adjusted for treatment modality, cancer type,
and stage at diagnosis. The patient-reported quality outcome
was assessed only among patients who reported receiving the
treatment corresponding to each decision. For the analyses in
which the outcome variable was ratings of physician commu-
nication, we also adjusted for whether patients reported re-
ceiving the treatment corresponding to each decision. Vari-
ables were categorized as listed in Table 1.

Statistical Analysis
The 5315 patients in our cohort reported decision roles for 10 817
treatment decisions (4559 surgery, 3928 chemotherapy, and
2330 radiation therapy decisions; Figure). For analyses of per-
ceived quality of care for each treatment, these decisions con-
stituted the unit of analysis, with 1 observation per decision.
Each patient could have up to 3 observations if they partici-
pated in decisions about surgery, chemotherapy, and radia-
tion therapy. There were 8201 decisions made by 5176 pa-
tients who received a treatment under consideration and rated
overall quality of care for that treatment.

For analyses of physician communication, we included only
1 decision per patient, since patients provided overall ratings of
communication with their physicians rather than rating each
treating physician. We identified the most frequently discussed
treatment decision (ie, surgery, chemotherapy, or radiation
therapy) for each cancer type and stage to select the treatment
for which we would include the actual decision role. Among pa-
tients with stage I or II non–small-cell lung cancer or stage I to
III colorectal cancer, we included surgery decisions; for patients
withstageIIItoIVnon–small-cell lungcancer,small-cell lungcan-
cer, or stage IV colorectal cancer, we included chemotherapy

Figure. Derivation of Analysis Cohort

1738 Patients dead by the time of
the baseline survey; survey
completed by surrogate

5315 Patients provided
information about decision
role for at least one treatment

9737 Completed surveys

7999 Patients alive for
the baseline survey

2481 Patients too ill to complete
full baseline survey
1444 Brief surveys

completed by patient
1037 Surveys completed

by surrogate

10 817 Decisions for analysis
4559 Surgery decisions
3928 Chemotherapy

decisions
2330 Radiation therapy

decisions

5518 Patients completed full
baseline survey and were
asked about decision roles
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Table 1. Cohort Characteristics and Unadjusted Associations With Patient-Reported Quality of Care and Ratings of Physician Communicationa

Characteristic Patients

Treatment Quality Physician Communication

Decisionsb
Excellent
Rating, % P Valuec Decisions

Top
Rating, % P Valuec

Total 5315 8191
(5170 patients)

67.8 NA 4825
(4825 patients)

55.8 NA

Preferred role

Patient controlled 1921 (36) 2910 (36) 67.0

.13

1739 (36) 55.6

<.001Shared 3080 (58) 4790 (59) 68.6 2799 (58) 57.3

Physician controlled 314 (6) 491 (6) 64.0 287 (6) 42.5

Actual role

Patient controlled NA 3262 (40) 68.1

<.001

1914 (40) 57.3

<.001Shared NA 3855 (47) 70.0 2264 (47) 59.0

Physician controlled NA 1074 (13) 58.5 647 (13) 40.5

Decision type

Surgery NA 3920 (48) 67.9

<.001

3222 (67) 58.4

<.001Chemo NA 2991 (37) 66.1 1603 (33) 50.5

Radiation NA 1280 (16) 71.3 0 NAd

Received treatment
corresponding
to decisionb

No NA 0 NA

NA

309 (6) 53.1

.32Yes NA 8191 (100) 67.8 4516 (94) 56.0

Unknown NA 0 NA 0 NA

Cancer type

Colorectal 2958 (56) 4767 (58) 67.8

.15

2754 (57) 57.4

.04Non-SCLC 2110 (40) 3027 (37) 67.0 1858 (39) 53.8

SCLC 247 (5) 397 (5) 72.5 213 (4) 53.1

Stage at diagnosis

I 1428 (27) 1685 (21) 70.2

.002

1377 (29) 60.1

<.001

II 1043 (20) 1614 (20) 68.1 1009 (21) 57.8

III 1535 (29) 2872 (35) 68.7 1453 (30) 53.1

IV 1058 (20) 1653 (20) 65.2 986 (20) 51.8

Unknown 251 (5) 367 (5) 59.4 0 NA

Age at diagnosis, y

<54 1001 (19) 1801 (22) 66.1

.002

928 (19) 53.7

.16

54-61 1111 (21) 1854 (23) 67.9 1041 (22) 53.7

62-68 1098 (21) 1745 (21) 71.2 994 (21) 58.1

69-75 1076 (20) 1512 (18) 69.0 964 (20) 56.4

>75 1029 (19) 1279 (16) 63.6 898 (19) 57.4

Sex

Male 2835 (53) 4443 (54) 69.2
.01

2592 (54) 54.9
.19

Female 2480 (47) 3748 (46) 66.0 2233 (46) 56.8

Race

White 3704 (70) 5633 (69) 71.1

<.001

3375 (70) 55.9

<.001Black 713 (13) 1135 (14) 63.0 627 (13) 64.8

Other 898 (17) 1423 (17) 58.2 823 (17) 48.5

Marital status

Married/partnered 3298 (62) 5179 (63) 69.5

<.001

3029 (63) 56.5

.24Unmarried 2014 (38) 3012 (37) 64.7 1796 (37) 54.7

Unknown 3 (<1) 0 NA 0 NA

Education attained

<High school 887 (17) 1345 (16) 62.2

<.001

786 (16) 57.1

.045
High school graduate 3101 (58) 4788 (58) 69.1 2805 (58) 56.8

College graduate 1320 (25) 2049 (25) 68.4 1228 (25) 52.8

Missing data 7 (<1) 9 (<1) NA 6 (<1) NA

(continued)
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decisions. There were 4848 patients who made such decisions.
We further restricted analysis to the 4830 patients who answered
at least 3 of the 5 questions about communication with their phy-
sicians. For patients who answered only 3 or 4 of the 5 items, we
averaged their responses; we also performed sensitivity analy-
ses in which multiple imputation was used to impute missing re-
sponses for the questions. Results were similar.

In unadjusted analyses, we used bivariable logistic regres-
sion to assess the associations of decision roles and other clini-
cal characteristics with excellent patient-reported quality and
top ratings of physician communication. For the patient-
reported quality outcome, we used a robust covariance esti-
mator to adjust standard errors for repeated measures within

patients. We report P values for tests of combined signifi-
cance of the categorical independent variables.

We used multivariable logistic regression to assess the
association of actual and preferred roles in decisions with
(1) patient-reported quality of care for the treatment consid-
ered during each decision (with a robust covariance estima-
tor to account for repeated measures within patients) and
(2) top ratings of physician communication, adjusting for all
noted patient characteristics. For each dependent variable,
we examined models that included actual decision role and
preferred decision role. We also examined models that
included the interaction of actual and preferred role.
Finally, we examined the effect of actual role in decision

Table 1. Cohort Characteristics and Unadjusted Associations With Patient-Reported Quality of Care and Ratings of Physician Communicationa

(continued)

Characteristic Patients

Treatment Quality Physician Communication

Decisionsb
Excellent
Rating, % P Valuec Decisions

Top
Rating, % P Valuec

Region

Northeast/Midwest 714 (13) 1090 (13) 68.4

<.001

572 (12) 59.8

<.001South 1778 (33) 2861 (35) 70.9 1636 (34) 62.0

West 2823 (53) 4240 (52) 65.5 2617 (54) 51.1

Income in last year, $

<20 000 1415 (27) 2122 (26) 63.9

<.001

1266 (26) 53.6

.12

20 000-40 000 1409 (27) 2156 (26) 68.1 1286 (27) 58.3

40 000-60 000 824 (16) 1302 (16) 70.4 760 (16) 55.1

>60 000 1211 (23) 1960 (24) 72.9 1132 (23) 56.2

Unknown 456 (9) 651 (8) NA 381 (8) NA

Integrated health system

No 3492 (66) 5419 (66) 68.0
.55

3197 (66) 55.8
.97

Yes 1823 (34) 2772 (34) 67.2 1628 (34) 55.8

Self-reported comorbid
conditions, No.

0 2392 (45) 3836 (47) 67.5

.17

2193 (45) 57.8

.08

1 1781 (34) 2684 (33) 67.1 1606 (33) 54.7

2 760 (14) 1138 (14) 67.8 686 (14) 53.8

≥3 380 (7) 533 (7) 72.6 340 (7) 52.7

Unknown 2 (<1) 0 NA 0 NA

Prediagnosis health status,
quartile

1 1304 (25) 2046 (25) 68.0

<.001

1161 (24) 52.8

<.001

2 1341 (25) 2060 (25) 63.0 1222 (25) 51.3

3 1177 (22) 1841 (23) 67.7 1075 (22) 55.7

4 1386 (26) 2100 (26) 72.4 1274 (26) 63.1

Unknown 107 (2) 144 (2) NA 93 (2) NA

CES-D score

<6 4266 (80) 6474 (79) 69.8

<.001

3881 (80) 58.6

<.001≥6 813 (15) 1358 (17) 60.3 738 (15) 43.4

Unknown 236 (4) 359 (4) NA 206 (4) NA

Abbreviations: CES-D, Center for Epidemiological Studies–Depression scale26;
Chemo, chemotherapy; NA, not applicable; SCLC, small-cell lung cancer.
a Unless otherwise indicated, data are reported as number (percentage) of

participants or decisions.
b Patients reported quality of care corresponding to a treatment decision only if

they received the treatment under consideration for that decision.
c P value for test of combined significance of the levels of each independent

variable for prediction of the outcome, using bivariable logistic regression
analysis. For the perceived quality outcome, we used a robust standard error
estimate to account for repeated measures among individual patients.

d Ratings of physician communication were analyzed when the decision role for
a treatment corresponded to the most common type of treatment decision for
patients with the same stage and cancer type. There were no clinical
subgroups for whom the most common decision type was radiation therapy.
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making, stratified by preferred decision roles. We calculated
adjusted probabilities of each outcome for particular role
variables by taking the mean of predicted probabilities gen-
erated by the model for each observation, allowing other
covariates to retain values from the original data. In sensi-
tivity analyses, we also used proportional odds models in
which the patient-reported quality outcome ranged from 0
to 4, per the original survey scale, and in which the physi-
cian communication rating was categorized into tertiles. We
also conducted sensitivity analyses stratified by patient sex.
Results of all sensitivity analyses were similar.

No data were missing for our dependent variables, per
our cohort definitions. Missing data were infrequent for
demographic and clinical factors (<10% nonresponse for all
items; Table 1). For adjusted analyses, we used multiple
imputation to impute missing data for our independent
variables; we did not use imputed data for the decision role
variables, the primary independent variables of interest.27

For patient-reported quality, 10 of 8201 decisions were made
by patients completing only partial versions of their sur-
veys, for which data were not imputed for some control
variables; these decisions were excluded from analysis, and
the final analysis cohort for that outcome included 8191
decisions made by 5170 patients. Similarly, for ratings of
physician communication, 5 of 4830 decisions were
excluded from models owing to nonimputed missing data
for partially completed surveys, leaving a final analysis
cohort of 4825 patient decisions. Two-sided P < .05 was
considered statistic ally signific ant. Analyses were
conducted using SAS (version 9.2) and Stata (version 13)
software.

Results

Most of the 5315 patients (56%) had colorectal cancer; 40% had
non–small-cell lung cancer, and 5% had small cell lung can-
cer. Most of the patients (58%) preferred shared roles in deci-
sion making about their cancer; 36% preferred patient-
controlled decisions, and 6% preferred physician-controlled
decisions. Other patient characteristics are listed in Table 1.

Patients in our cohort made 10 817 treatment decisions;
42% regarding surgery, 36% regarding chemotherapy, and 22%
regarding radiation therapy. Participants reported that their ac-
tual decision-making process was patient controlled in 39% of
decisions, shared in 44% of decisions, and physician con-
trolled in 17% of decisions.

For 67.8% of treatments received by patients, patients re-
ported their care by the physician performing the treatment as
excellent. In adjusted analyses examining preferred and actual
roles in decisions, the interaction of preferred and actual role was
not statistically significant (P = .29), and only the main effects
model is presented herein. Preferred role was not associated with
ratings of quality, but patient reports that treatment decisions
were physician controlled (vs shared) were associated with lower
odds of excellent patient-reported quality (odds ratio [OR], 0.64;
95% CI, 0.54-0.75; P < .001) (Table 2). In models stratified by
preferred role, the negative associations between physician-
controlled(vsshared)decisionsandpatient-reportedqualitywere
evident regardless of preferred role (Table 2).

Overall, 55.8% of patients gave their physicians the high-
est possible rating of communication. In adjusted analyses, the
interaction of preferred and actual decision roles was not sta-

Table 2. Patient Decision Roles vs Patient-Perceived Quality of Care for Treatment Discusseda

Patient Decision Role
Patients,
No. (%)

Excellent
Quality,
Adjusted % OR (95% CI) P Value

Preferred

Patient controlled 2910 (36) 66.5 0.91 (0.81-1.03) .15

Shared 4790 (59) 68.4 1 [Reference] NA

Physician controlled 491 (6) 68.1 0.99 (0.78-1.25) .90

Actual

Patient controlled 3262 (40) 68.4 0.95 (0.84-1.06) .35

Shared 3855 (47) 69.5 1 [Reference] NA

Physician controlled 1074 (13) 59.7 0.64 (0.54-0.75) <.001

Actual stratified by preferred

Preferred patient controlled

Actual patient controlled 1813 (22) 68.0 1.04 (0.85-1.27) .70

Actual shared 807 (10) 67.2 1 [Reference] NA

Actual physician controlled 290 (4) 59.7 0.71 (0.53-0.96) .03

Preferred shared

Actual patient controlled 1338 (16) 68.6 0.92 (0.79-1.07) .30

Actual shared 2905 (35) 70.2 1 [Reference] NA

Actual physician controlled 547 (7) 60.2 0.63 (0.51-0.78) <.001

Preferred physician controlled

Actual patient controlled 111 (1) 65.0 0.56 (0.28-1.09) .09

Actual shared 143 (2) 74.8 1 [Reference] NA

Actual physician controlled 237 (3) 56.8 0.36 (0.20-0.63) <.001

Abbreviations: NA, not applicable;
OR, odds ratio.
a The interaction of actual and

preferred role was not significant
(P = .29), so only main effects and
stratified results are presented.
These multivariable logistic
regression models were adjusted for
all variables listed in Table 1 (except
for whether patients received the
treatment corresponding to each
decision, since patients rated quality
of care for a treatment only if they
received that treatment).
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tistically significant (P = .76), and we present only the main ef-
fects model (Table 3). Both preferred and actual decision roles
were associated with top ratings. Patients who preferred phy-
sician-controlled to shared decisions were less likely to give
top ratings to their physicians (OR, 0.67; 95% CI, 0.51-0.87;
P = .002), as were patients who reported actually experienc-
ing physician-controlled vs shared decisions (OR, 0.55; 95% CI,
0.45-0.66; P < 001). In models stratified by preferred role, the
association of actual physician-controlled decisions with lower
ratings remained evident, although this finding did not reach
statistical significance for the relatively small number of de-
cisions made by patients preferring physician-controlled de-
cisions (OR, 0.61; 95% CI, 0.33-1.13; P = .12).

Discussion
In this large, population- and health-system–based cohort of
patients with recently diagnosed lung and colorectal cancer,
we found that among patients receiving a treatment under
consideration, those reporting physician-controlled vs
shared decisions were less likely to report excellent quality
of care for that treatment. This effect was not modified by
preferred role in treatment decision making, implying that
shared decision making was associated with higher per-
ceived quality, even for patients preferring less active roles
in medical decisions. Of note, patients were only asked to
report quality of care when they also reported receiving the
treatment in question. Therefore, factors such as whether
these patients were treated, or were eligible for treatment,

could not have contributed to their perceptions of involve-
ment in treatment decisions or of the quality of care result-
ing from the decisions.

Similarly, patients who reported physician-controlled de-
cisions gave lower ratings of physician communication com-
pared with those reporting shared decisions, and patients’ pre-
ferred role in decisions did not modify this effect. Interestingly,
even after adjustment for actual decision role and whether pa-
tients received the treatments under consideration, patients
who expressed a preference for physician-controlled deci-
sions were independently less likely to rate physician com-
munication highly. The explanation for this counterintuitive
finding is not obvious, especially since other recent work has
indicated higher levels of trust in physicians among patients
preferring physician-controlled decisions.28 These patients may
have different overall attitudes toward clinicians, and further
work is needed to understand how they approach decision
making throughout their treatment courses.

The Institute of Medicine highlighted the importance of
engaged and well-informed patients, along with shared deci-
sion making, as central to a high-quality cancer care delivery
system.2 Patient ratings of their experiences are also playing
increasingly important roles as performance metrics.8,9 Al-
though some patients may prefer that physicians take a lead-
ing role in decision making,3,29 other evidence suggests that
patients also want information about their treatments and pre-
fer to take part in decisions30 and that patient preferences for
involvement in decisions have increased over time.31 Our find-
ings suggest that providing information to patients with co-
lorectal and lung and engaging them in shared decisions is valu-

Table 3. Patient Decision Roles vs Patient Ratings of Physician Communicationa

Patient Decision Role
Patients,
No. (%)

Top
Rating,
Adjusted,% OR (95% CI) P Value

Preferred

Patient controlled 1739 (36) 55.3 0.93 (0.81-1.06) .27

Shared 2799 (58) 57.0 1 [Reference] NA

Physician controlled 287 (6) 47.5 0.67 (0.51-0.87) .002

Actual

Patient controlled 1914 (40) 57.4 0.98 (0.86-1.11) .75

Shared 2264 (47) 57.9 1 [Reference] NA

Physician controlled 647 (13) 43.7 0.55 (0.45-0.66) <.001

Actual stratified by preferred

Preferred patient controlled

Actual patient controlled 1067 (22) 57.0 1.03 (0.83-1.29) .78

Actual shared 494 (10) 56.2 1 [Reference] NA

Actual physician controlled 178 (4) 44.8 0.62 (0.43-0.89) .009

Preferred shared

Actual patient controlled 785 (16) 58.5 0.95 (0.80-1.14) .60

Actual shared 1674 (35) 59.6 1 [Reference] NA

Actual physician controlled 340 (7) 43.3 0.50 (0.39-0.64) <.001

Preferred physician controlled

Actual patient controlled 62 (1) 50.9 1.22 (0.58-2.57) .59

Actual shared 96 (2) 46.4 1 [Reference] NA

Actual physician controlled 129 (3) 35.6 0.61 (0.33-1.13) .12

Abbreviations: NA, not applicable;
OR, odds ratio.
a The interaction of actual and

preferred role was not significant
(P = .76), so only main effects and
stratified results are presented.
These multivariable logistic
regression models adjusted for all
variables listed in Table 1.
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able, even for patients who express preferences for physicians
to control the decision-making process. Notably, the lack of an
effect of matching between actual and preferred roles dif-
fered from prior findings in breast cancer.4,6 This may reflect
heterogeneity of the effect of role matching across disease
types, or temporal changes in attitudes or expectations about
decision making. In sensitivity analyses, we found no evi-
dence of effect modification by sex.

Strengths of our analysis include the large, multiregional,
and representative15 cohort of patients with recently diag-
nosed lung and colorectal cancer. Several limitations remain,
however. First, data were collected 3 to 6 months after diagno-
sis, so reports of roles played in treatment decisions may in some
cases have been ascertained several months after those deci-
sions took place.10 In addition, we asked patients for prefer-
ences regarding decision making and for ranking of their phy-
sicians’ communication in general, not with regard to specific
therapies, and it is possible that preferred roles may have var-
ied by the treatment under consideration.30 It is also possible
that patients’ impressions of their decision-making processes
may have been most influenced by the provider who played the
most prominent role in their care.

As with any survey, our analysis was subject to nonre-
sponse bias, although prior analysis of the CanCORS data has
demonstrated that the demographics of the cohort changed
little as data collection proceeded from initial ascertainment
to final enrollment,15 and the response rate was relatively high,
particularly for a population-based survey. Still, our analysis
focused on patients who were alive and healthy enough to com-
plete a full baseline survey approximately 3 to 6 months after
diagnosis. Our outcomes were subjective, patient-reported

measures; nevertheless, we believe that patients’ percep-
tions of care quality and communication with their physi-
cians are important, and they are playing increasingly impor-
tant roles in quality-improvement efforts.

We adjusted for many clinical and demographic charac-
teristics in this analysis; however, as in any observational study,
we cannot exclude the possibility that unmeasured confound-
ers may in part explain the associations between patient de-
cision roles and ratings of care quality or physician commu-
nication. Finally, some evidence suggests that patients’
descriptions of their preferred decision roles may vary accord-
ing to the measurement scale used.31 We used the well-
accepted Control Preferences Scale,3,18,19 but these results do
not exclude the possibility that, for example, even patients who
prefer to control treatment decisions might also want clear
treatment recommendations from their physicians.

Conclusions
Among patients with newly diagnosed lung and colorectal can-
cer who made decisions about surgery, chemotherapy, and/or
radiation therapy, patients who experienced physician-
controlled vs shared decision making were less likely to re-
port excellent quality of care and top ratings of physician com-
munication. These associations were similar regardless of
patients’ preferred roles in decisions. Given the increasing em-
phasis on patient experiences and ratings in health care, these
results highlight the benefits of promoting shared decision
making among all patients with cancer, even those who ex-
press preferences for less active roles.
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Invited Commentary

Shared Decision Making in Cancer Care
Does One Size Fit All?
Sarah T. Hawley, PhD, MPH; Reshma Jagsi, MD, DPhil

Shared decision making (SDM) has been identified as a key ele-
ment in patient-centered care,1 particularly within the field of
oncology. Shared decision making has been associated with

improved patient knowledge
about treatment options and
increased satisfaction with the
overall care experience.2 Still,

important questions remain regarding the impact of SDM on
outcomes in patients who vary in many ways, including their
type of cancer diagnosis, sociodemographic characteristics, and
preferences for involvement in decision making.

In this issue of JAMA Oncology, a thought-provoking con-
tribution from Kehl and colleagues3 enriches the literature on
the merits of SDM by evaluating the association between SDM
and 2 important patient-reported outcomes in cancer care. Using
data from the Cancer Care Outcomes Research and Surveil-
lance Consortium (CanCORS) Study,3 a large population-based
survey of patients with lung and/or colorectal cancer between
2003 and 2005, the authors assessed the association between
patient-reported actual and preferred role in treatment deci-

sion making and perceptions of quality of care and communi-
cation with their physicians. The authors found that when pa-
tients reported engaging in shared decisions (relative to
physician-driven decisions), they more often reported excel-
lent quality care and more positively rated their physicians’ com-
munication. The focus on these 2 patient-reported outcomes
represents a strength of this study because these outcomes have
not been well studied in the SDM literature. Another novel as-
pect was the comparison of how patients prefer treatment de-
cisions to be made with how their cancer treatment decisions
were actually made. The study found that the associations be-
tween having experienced a shared decision and positive ap-
praisals of quality and communication held regardless of the
patient’s preferred role in the decision-making process.

One challenge highlighted in the article by Kehl et al3 is that
of measuring patient involvement in decision making. To mea-
sure both preferred and actual involvement, the authors used
the Control Preferences Scale, a 5-point scale that evaluates
how medical decisions are made (1, by the patient alone; 2, by
the patient with physician input; 3, fully shared; 4, by the phy-
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