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ABSTRACT
Background: Shared decision making is a valuable core for patient centered care, and has become universal in clinical practice. One of the 
potential challenges is to bring shared decision-making into reality and make physicians handle it in their routine practice. 
Objectives: To determine the knowledge, attitude and practice of shared decision making among primary care physicians in Dammam city, eastern 
province of Saudi Arabia. 
Methods: Descriptive cross-sectional study through self-administrated questionnaire with the use of SDM-DOC9. Modification was done to the 
knowledge part of the questionnaire and that underwent a pilot study.
Setting: 30 primary care clinics in Dammam city, Eastern Province, Saudi Arabia. 
Participants: Our sample consists of 136 subjects as follow:103 general practioners, 30 family medicine specialists and 3 family medicine consultants.
Result: The sample size included 136 physicians. 89.7% were general practioners. 76.5% of physicians knew the definition of SDM. Half of 
participants (50%) strongly agreed that SDM is well-known in practice setting. Only 35.3% of physicians were trained in shared decision making. 
About two-thirds (61.8%) of our studied physicians said that SDM provided patient safety, satisfaction and quality of care. 61% of physicians 
prefer to discuss options with their patient and then come to a decision together. 48.5% of physicians strongly agreed that lack of applicability of 
was due to the clinical situation and culture difference among attendees. More than half (51.5%) of our physicians thought that there was 
insufficient time with patients. Regarding the relationship between socio-demographic characteristics and knowledge, attitude and practice of 
SDM; our findings were statistically non-significant. 
Conclusion: SDM improves clinician-patient relationships, helps in taking the best decision and the best outcome. So, continuous physician 
practice and increasing their knowledge and attitude towards SDM is an important concern nowadays.
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INTRODUCTION:
Medical consultation is the meeting between a physician and a patient 
for a query to be answered. Health care service is delivered through 
patient- centered care, which is the core value of family practice. It 
means to provide care in an individualized fashion where preferences, 
needs and values all guide to clinical decision and that's all made in a 
stepwise approach. 

Patient-centered care is unique because it builds a relationship, 
explores the reasons, solves the problems, address all considerations, 
management, and closure. This works through a solid platform of good 
communication skills, evidence- based information and shared 
decision making (1).    

The term shared decision making was established in the early 1980s. 
Defined as the approach where both patient and physician exchange 
information, discuss the best available evidence and agree about the 

(2)management plan Soon afterward the term patient- centered care . 
(3)came . In 2001, the Institution of Medicine Crossing the Quality 

Chasm called for increased attention to patient-centered care that was 
defined as well as “providing care that is respectful of and responsive 
to individual patient preferences, needs, and values and ensuring that 

(4)patient values guide all clinical decisions” .  

Three model styles for decision-making are common in clinical 
practice. Paternalistic style in which the physician takes the role of a 
clinical decision, on the other hand, consumerism style where patients 
and family members decide the management plan. In between these 

(5)two styles, shared decision-making takes place .

Shared decision-making (6)principles were clearly stated in early 1982 . 
To apply shared decision-making certain characteristics must be 
provided as identified by . First to participate Charles et al (1997)
physician, patient, and their family members. Both parties take steps to 
build a consensus about the preferred treatment. The physician 
explains to the patient the treatment alternatives and their possible 

consequences. Both physician and patient discuss information and 
value. Finally, the patient and physician together set up agreement on 

(8)treatment plan . 

In the last decade, shared decision-making has manifested its 
efficiency in controlled contexts and the policy disciplined globally. In 
USA, the Patient Protection and Affordable Care Act supports health 
organizations and healthcare professionals to advocate patient 
involvement in healthcare and promote evidence-based knowledge 
about the harmful, beneficial intervention and outcome possibilities. 
As reported by the Institute of Medicine, patient engagement in 
decision making should be provided to facilitate the quality of 

(9)healthcare . 

Shared decision-making is appropriate in any scenario when there is 
more than one acceptable plan and no one option  is best for everyone. 
With this kind of engagement patient safety, satisfaction, and quality of 

(2)care are provided . 

Recently, many researches confirm the benefit of using Decision Aids 
(10). Decision aid tools helppeople to prepare information with 
measurable and careful choices about their management. A systematic 
review of decision aids shows thatthey improve patients' knowledge 

(11)regarding treatment options and their condition .

Although numerous articles explored the principle and concept of 
shared decision-making, still there is gap to how physicians 
practice it and improve more patient-centered practices in 

(6)primary care setting .

1.0 Aim and Objectives:
1.1 Aim of Study:
To determine the knowledge, attitude and practice of PHC physicians 
regarding shared decision making in Dammam city, Eastern Province 
of Saudi Arabia. 

1.2 Objectives:
Ÿ To assess the knowledge of shared decision-making . 
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Ÿ To determine the attitude of shared decision making.  
Ÿ To explore the practice of physicians to practice shared 

decisionmaking.  

To identify the factors that influence shared decision making.

2.0 METHODOLOGY:
2.1 Study Setting and Time:
Location: Dammam City, which is the capital of the Eastern Province 
of Saudi Arabia. 

Setting: Primary health care centers in Dammam, with a total number 
of  30 PHCC  Year: 2018-2019

2.2 Study Design:
Descriptive cross-sectional study through self-administrated 
questionnaire. 

2.3 Study population:
All physicians who work in primary health care setting in Dammam, 
Eastern Province, Saudi Arabia.  

2.4 Inclusion Criteria:
General practitioners, family medicine specialists and consultants 
Who work for at least one year in primary health care centers in the 
eastern province in Saudi Arabia.  

2.5 Exclusion Criteria:
Other healthcare providers: dentists, nurses, trainees, and physicians 
not performing full time practice (<5 sessions per week)such as 
working in administration.

2.6 Study variables:
2.6.1 Dependent variables:
Shared decision-making knowledge, attitude and practice. 

2.6.2 Independent variables
Age, sex, nationality, certification degree, job title, years of 
workexperience, clinical sessions per week and work load.

2.7 Sampling:
2.7.1 Sample Size:  
All physicians working in all primary health care centers in Dammam 
city will be included in the study. They are estimated to be 145 
physicians.

2.8 Data Collection Tool and Technique:
Data will be collected from all physicians working in primary health 
care centers through self-administrated questionnaire.

The questionnaire will consist of four main parts:
Ÿ Sociodemographic data:age, sex, nationality, certification degree, 

job title, years of work experience, clinical sessions per week and 
work load.

Ÿ Questions to assess the knowledge of: patient centered care, 
decision aid tools, steps to apply, styles of decision making and 
barriers.

Ÿ Questions to assess the attitude of: willing to apply share decision 
making, patient involvement and preference of decision style. 

Questions to assess the practice of: sharing and explaining available 
options, check understanding of patient and treatment agreement. 

2.9 Questionnaire Validation:
This questionnaire was extracted from shared decision-making 

 (13)questionnaire (SDM-Q-Doc 9) from a published article that covered 
 (14)both attitude and practice . Modification was done to the knowledge 

(1,2,5,10,15)part of the questionnaire and that underwent a pilot study . The 
knowledge part was validated by Family Medicine expertise and 
reliability was calculated.

2.10 Pilot Study:
A pilot study was conducted on 10% of the real sample size of the same 
characteristic to test the understanding of the questionnaire.

2.11 Study Implication:
This study will help to measure knowledge, attitude and practice of 
shared decision making among primary health care physicians in order 

to explore the decision model of everyday practice setting in primary 
health care. By identifying barriers and facilitators recommendations 
will be addressed further. 

2.12 Study Reporting and Implementation:
A scientific paper will be written at the end of study for publication in 
national and international journals.

2.13RESULTS:
After filling the questionnaire, data will be entered into personal 
computer and it will be analyzed using (SPSS) software version 25. All 
variables will be coded before entry and will be checked before 
analysis. 

2.14 Data Analysis:
Descriptive: all continuous data will be presented in mean, median, 
and standard deviation. Categorical data will be presented in number 
and percentage.The multiple linear regression model (analysis) will be 
done for prediction between knowledge, attitude and practice and both 
socio-demographic and work-related characteristics. Correlation 
between knowledge, attitude and practice will be done.

2.14.1The descriptive characteristics of the studied group 
(Descriptive statistics):
The total number of participants was 136, the mean age of them was 
32.66 + 4.87 (ranging from 26 to 52 years old). Most of the participants 
were females (64%) and were born in KSA (89.7%). Other socio-
demographic and work experience related data of the study sample are 
presented in Tables 1& 2 respectively. 

Table (1): Socio-demographic characteristics of the studied group

Table (2): Work experience related characteristics of the studied 
group

2.14.2 Knowledge:
Table (3): Knowledge of primary health care (PHC) physicians to 
shared decision making
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Variable Total= 136 participants
N                         %

Age
Mean + SD
Median
Range (min. -  max.)

32.66 + 4.87
32

26 – 52 years

Sex
Male
Female

49
87

36
64

Place of birth
KSA
Others

122
14

89.7
10.3

Variable Total= 136 participants
N                         %

Highest degree

MBBS
Diploma
Master
Board

103
12
8

13

75.7
8.8
5.9
9.6

Job title

General practitioners (GP)
Family medicine specialist
family medicine consultant

103
30
3

75.7
22.1
2.2

Number of years of experience

<5 years
5-10 Years
> 10 Years

56
59
21

41.2
43.4
15.4

Number of clinical sessions per week

less than 10
10

11
125

8.1
91.9

Average number of patients seen per day

Mean + SD
Median
Range (min.- max.)

34.01 + 13.621
35

5 – 70
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Table (4): The multiple linear regression model (analysis) for 
prediction between knowledge and both socio-demographic and work-
related characteristics:

Multiple linear regression analysis is used to predict knowledge of 
PHC physicians to shared decision –making out of socio-demographic 
and work-related characteristics. The power of our regression model 
(R square) to predict knowledge was 11.6%. Our findings were 
statistically non-significant (p value >0.05).

Knowledge score is the dependent variable.

Mean±SD Strongly 
Disagree

Disagree Neutral Agree Strongly 
agree

B1- Patient-centered care is providing care that is respectful and 
responsive to individual patient preferences, needs, and values and 
ensuring that patient values guide all clinical decisions

4.66 ± .520 3
(2.2%)

40
(29.4%)

93
(68.4%)

B2- Shared decision making is well known in practice setting 4.19 ± .993 1
(0.7%)

11
(8.1%)

17
(12.5%)

39
(28.7%)

68
(50%)

B3- I know how to provide decision aid tools (e.g. brochures, 
education online site, video) for my patient

4.24 ± .775 3
(2.2%)

19
(14%)

56
(41.2%)

58
(42.6%)

B4- Shared decision making is appropriate in any scenario when there 
is more than one acceptable plan and no one option is best for 
everyone.

4.49 ± .730 1
(0.7%)

13
(9.6%)

40
(29.4%)

82
(60.3%)

B5- Shared decision making provides patient safety, satisfaction and 
quality of care

4.57 ± .579 6
(4.4%)

46
(33.8%)

84
(61.8%)

B6- Culture difference among PHC attendees is one of the barriers to 
practice shared decision making

4.25 ± .814 4
(2.9%)

20
(14.7%)

50
(36.8%)

62
(45.6%)

B7- limited or inadequate information for patients prevents them from 
participating meaningfully in decision-making

4.25 ± .805 2
(1.5%)

25
(18.4%)

46
(33.8%)

63
(46.3%)

B8- To provide shared decision-making treatment options must be 
present with their known benefit and risk to both physician and 
patient.

4.37 ± .787 4
(2.9%)

14
(10.4%)

46
(33.8%)

72
(52.9%)

B9- Assisting and facilitating the patient in the process of decision 
plan is an important step in shared decision making.

4.58 ± .565 5
(3.7%)

47
(34.5%)

84
(61.8%)

B10- Assist the patient in following through on the shared decision 
plan is a must.

4.48 ± .596 7
(5.2%)

57
(41.9%)

72
(52.9%)

B11- There are different styles of decision making in clinical setting. 4.43 ± .727 1
(0.7%)

16
(11.8%)

43
(31.6%)

76
(55.9%)

B12- Paternalism style of decision making is when the doctor gives 
information about the treatment and the patient accepts it.

4.81 ± 1.323 1
(0.7%)

3
(2.2%)

14
(10.3%)

35
(25.7%)

83
(61.1%)

B13- Consumerism style of decision making is when the doctor 
presents the available treatment options then asks the patient to decide 
on a treatment and states that he/she is the best person to make the 
decision.

4.42 ± .857 1
(0.7%)

5
(3.7%)

12
(8.8%)

36
(26.5%)

82
(60.3%)

B14- Shared decision making is when the doctor presents the 
available treatment options then invites the patient to ask any 
questions. Together, they decide on a suitable treatment to implement.

4.69 ± .627 2
(1.5%)

6
(4.4%)

24
(17.6%)

104
(76.5%)

B15- Diabetes mellitus type 2 best managed by shared decision 
making.

4.5 ± .798 3
(2.2%)

17
(12.5%)

25
(18.4%)

91
(66.9%)

B16- Emergency life threatening cases is best managed by shared 
decision making

1.8 ± 1.270 80
(58.8%)

33
(24.3%)

8
(5.9%)

15
(11%)

B17- In a simple common cold case when a child mother insists on 
antibiotic prescription against the recommendations, shared decision 
making cannot be implemented   

2.29 ± 1.295 51
(37.5%)

28
(20.6%)

37
(27.2%)

6
(4.4%)

14
(10.3%)

B18 - Do you know any tools that aid you in shared decision making? NO =
 25

(18.4%)

YES=
 105

(77.2%)

DK (don't know) = 6
(4.4%)

B19- I was trained in shared decision making (e.g. courses, 
conference, workshops)

NO= 
82

(60.3%)

YES= 
48

(35.3%)

DK (don't know) = 6
(4.4%)

Predictors Unstandardize
d Coefficients 

B (b)

T P value

Constant (a) 64.986 7.643 .000

Age -.177 -.879 .381

Sex 1.098 .714 .476

Place of birth 4.475 1.820 .071

Highest degree .026 .025 .980

Job title 3.269 1.439 .153

Number of years of experience -.827 -.653 .515

Number of clinical sessions weekly .554 .811 .419

average number of patients seen per 
day

-.088 -1.482 .141

2.14.3Attitude:
Table (5): The attitude of primary health care (PHC) physicians to shared decision –making

Mean±SD Strongly 
Disagree

Disagree Neutral Agree Strongly 
agree

C1- I am aware of the benefits of decision making 4.68 ± .543 5
(3.7%)

34
(25%)

97
(71.3%)

C2- I want to know exactly from my patient how he/she wants to 
be involved in making the decision? 

4.34 ± .854 5
(3.7%)

19
(14%)

37
(27.2%)

75
(50.1%)

C3-In decision making I prefer to decide on what I think is the best 
(paternalism style)  

3.1 ± 1.362 25
(18.4%)

19
(14%)

34
(25%)

33
(24.2%)

25
(18.4%)
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Table (6): The multiple linear regression model (analysis) for 
prediction between attitude and both socio-demographic and 
work-related characteristics:

 
The multiple linear regression analysis is used to predict attitude of 
PHC physicians to shared decision –making out of socio-demographic 
and work-related characteristics. The power of our regression model 
(R square) to predict attitude was 9.9%. The number of years of 
experience was the only statistically significant predictor (p value 
<0.05).

C4-In decision making I prefer to tell my patients and their 
families the options and they decide (consumerism style) 

3.16 ± 
1.389

24
(17.7%)

20
(14.7%)

31
(22.8%)

32
(23.5%)

29
(21.3%)

C5-In decision making I prefer to discuss options with my patient 
and their families and then come to a decision together (shared 
decision-making style) 

4.45 ± .787 3
(2.2%)

16
(11.8%)

34
(25%)

83
(61%)

C6- I am willing to apply shared decision making 4.43 ± .727 19
(13.9%)

39
(28.7%)

78
(57.4%)

C7-I think that there is insufficient time for detailed discussion 
with patients and that patients have difficulty understanding all 
that they need to know to make decisions? 

4.08± 1.161 5
(3.7%)

12
(8.8%)

20
(14.7%)

29
(21.3%)

70
(51.5%)

C8-Lack of applicability due to the clinical situation, I think this is 
one barrier of share decision making

4.01± 1.164 2
(1.5%)

20
(14.7%)

19
(14%)

29
(21.3%)

66
(48.5%)

Predictors Unstandardized 
Coefficients B (b)

T P value

Constant (a) 31.673 7.768 .000

Age .063 .655 .514

Sex .617 .836 .405

Place of birth 1.191 1.010 .314

Highest degree -.072 -.147 .883

Job title 1.264 1.160 .248

Number of years of experience -1.861 -3.066 .003*

Number of clinical sessions 
weekly

-.182 -.557 .579

average number of patients 
seen per day

-.005 -.171 .865

Table (7): Practice of primary health care (PHC) physicians to shared decision –making
2.14.4Practice:
Attitude score is the dependent variable.

Mean±SD Strongly 
Disagree

Disagree Neutral Agree Strongly 
agree

D1- I made clear to my patient that a decision needs 
to be made by both doctor and patient

4.42 ± .822 4
(2.9%)

17
(12.5%)

33
(24.3%)

82
(60.3%)

D2- I told my patient that there are different options 
for treating his/her medical Condition

4.35 ± .898 5
(3.7%)

24
(17.6%)

26
(19.1%)

81
(59.6%)

D3- I precisely explained the advantages and 
disadvantages of the treatment options to my patient 

4.29 ± .894 7
(5.1%)

19
(14%)

38
(27.9%)

72
(53%)

D4- I helped my patient understand all the 
information 

4.52 ± .677 1
(0.7%)

11
(8.1%)

40
(29.4%)

84
(61.8%)

D5- I asked my patient which treatment option 
he/she prefers 

4.65 ± 4.453 6
(4.4%)

20
(14.7%)

39
(28.7%)

71
(52.2%)

D6- My patient and I thoroughly weighed the 
different treatment options 

4.05 ± .905 1
(0.7%)

4
(2.9%)

34
(25%)

45
(33.1%)

52
(38.3%)

D7- My patient and I selected a treatment option 
together

4.16 ± .968 7
(5.1%)

33
(24.3%)

27
(19.9%)

69
(50.7%)

D8- My patient and I reached an agreement on how 
to proceed

4.43 ± .767 3
(2.2%)

14
(10.3%)

40
(29.4%)

79
(58.1)

Table (8): The multiple linear regression model (analysis) for 
prediction between practice and both socio-demographic and 
work-related characteristics:

The multiple linear regression analysis is used to predict practice of 
PHC physicians to shared decision –making out of socio-demographic 
and work-related characteristics. The power of our regression model 
(R square) to predict practice was 9.1%. Our findings were statistically 
non-significant (p value >0.05).

Practice score is the dependent variable.

2.14.5 The correlation between knowledge, attitude and practice:
Table (9): The correlation between knowledge and attitude of 
studied group

There was a mild (weak) positive association between knowledge and 
attitude, which was statistically significant (P value <0.05).

r: Pearson correlation coefficient                 *P value <0.05: significant

Table (10): The correlation between knowledge and practice of 
studied group
There was a mild (weak) positive association between knowledge and 
practice, which was statistically highly significant (P value <0.001).

SDM improves clinician-patient relationships, helps in taking the best 
decision and the best outcome. So, continuous physician training and 
increasing their knowledge towards SDM is an important concern 
nowadays.

Table (11): The correlation between attitude and practice of 
studied group
There was a moderate positive association between attitude and 
practice, which was statistically highly significant (P value <0.001).

Predictors Unstandardized 
Coefficients B (b)

T P value

Constant (a) 42.973 5.840 .000
Age -.129 -.742 .459
Sex -1.044 -.783 .435
Place of birth 2.389 1.123 .264
Highest degree .552 .621 .536
Job title 2.213 1.126 .262
Number of years of experience -1.947 -1.774 .078
Number of clinical sessions 
weekly

-.399 -.674 .501

average number of patients seen 
per day

-.031 -.608 .545

Knowledge
r P value

Attitude 0.253 0.003*

Knowledge

r P value

Practice 0.282 0.001**

Attitude

r P value

Practice 0.366 < 0.001**
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2.15 Study Strength:
To our knowledge this is the first study in the Kingdom of Saudi Arabia 
about knowledge, attitude and practice of shared decision making 
among primary health care physicians.

2.16Study Limitations:
This is a cross-sectional study, so it has limitation in evaluation 
temporality and causality of the observed assessment.

2.17Ethical Consideration:
Ÿ Written permission from Joint Program of Family & Community 

Medicine will be obtained before conduction of the research.
Ÿ Approval of the study will be requested from ministry of health 

research committee prior to implementation of the study
Ÿ Attitude and practice part of questionnaire will be taken from valid 

 (26,27)questionnaire .
Ÿ Validity of knowledge part of questionnaire will be optioned from 

8 consultants.
Ÿ Individual consent is a prerequisite for data collection.
Ÿ It will be written on the front page of the questionnaire that 

(Answering questionnaire means agreement of participation in the 
study).

Ÿ All information will be kept confidential and will not be accessed 
except for the purpose of scientific research. The information will 
be used for research purpose only.

Ÿ Will explain the study purpose to the physician and to reassure 
them that there will be no negative impact on them.

3.0 DISCUSSION:
This study assessed the knowledge, the attitude and the practice of 
PHC physicians towards shared decision making (SDM). The factors 
that influence SDM were also identified. Most of our total participants 
(136) were females (64%) and general practitioners (GPs) (75.7%), 

(28)this data isn't in line with Bieber et al. who had almost equal gender 
distribution among participants (46% females). 
  
76.5% of physicians defined SDM as when the doctor presents the 
available treatment options then invites the patient to ask any 
questions. Together, they decide on a suitable treatment to implement. 
Half of participants (50%) strongly agreed that SDM is well-known in 

(29)practice setting. Pollard et al.  totally agree with us; he showed that 
42% of physicians were using SDM and strongly supporting it.
  
Only 35.3% of physicians were trained in shared decision making (e.g. 
courses, conference, workshops). These findings are in contrast with 

(30)Holmes-Rovner et al. who reported that 75% of health care providers 
had training for SDM in the form of role modeling (between the trainer 
and a simulated patient), patient scenarios in pairs, and role-playing 

(31)providers and patients. While in Sonntag et al reports came with 
different results. The GPs in his study had no previous SDM training. 
Generally different rates of SDM training can be restored to the 
presence of many non-obligatory SDM training courses.
  
Physicians need different practical tools and strategies to help them to 
ascertain efficiently patient preferences regarding diagnosis of their 
medical condition, different modalities of treatment and identify 

(25)appropriate decision to be shared . This is result is consistent with our 
findings that 77.2% of physicians know different tools that aid them in 
shared decision making. 

(32) (33)Dobler et al.  and Gustin  reported that using different decision aids 
facilitate for SDM by improving patient knowledge and reducing 

(34)patient anxiety. In addition, Stacey et al. stated that decision aids 
reduced the frequency of undecided participants and seemed to have a 
positive effect on patient-clinician communication. Moreover, using 
decision aids increased patient satisfaction with their decision and with 
the whole decision-making process. About two-thirds (61.8%) of our 
studied physicians said that SDM provided patient safety, satisfaction 
and quality of care.
  
Based on our results; 61% of physicians prefer to discuss options with 
their patient and then come to a decision together (shared decision-
making style). In a systematic review, Pollard et al. (2015)reported that 
17 studies compared a SDM model to a paternalistic model in which 
the physician alone makes the treatment decision; 82% of papers 
reported a strong preference for SDM.
  
Regarding barriers for SDM; patients lack both health literacy and a 

tradition of individuals making their own decisions because of their 
cultural backgrounds have problems through sharing in decision-

(35)making. Lack of resources is also an important barrier facing SDM . 
These barriers are in concordance with our results which proved that 
48.5% of physicians strongly agreed that lack of applicability of SDM 
was due to the clinical situation and 45.6% of them strongly agreed that 
culture difference among PHC attendees was one of the barriers to 
practice SDM.
  
Furthermore; time commitment is considered as a perceived clinician 

(33)barrier to SDM . More than half (51.5%) of our physicians thought 
that there was insufficient time for detailed discussion with patients 
and that patients had difficulty understanding all that they needed to 

(34)know to make decisions. Despite that, Stacey et al.  made Cochrane 
systematic review which included 105 studies involving 31,043 
participants and found that SDM increased time by only 3 minutes per 
patient was encountered. While other studies showed no increase in 

(36)time .
  
Finally, regarding prediction of the relationship between socio-
demographic characteristics and knowledge, attitude and practice of 
SDM; our findings were statistically non-significant, while Cuevas et 

(37)al.  reported that socio-demographic variables (more agreement as 
age is increased) play a significant role in the initial SDM steps, these 
results explain the presence of different models in SDM. On the other 

(38)hand, Hajjaj et al.  proved that the patient's gender play an apparently 
inappropriate role in clinical decision-making, he mentioned that 
women receive more blood pressure checks, physical examinations, 
laboratory tests, drug prescriptions and have more physician visits per 
year and more services per visit than men. Their complaints are more 
influenced by emotional factors, so women make excessive demands 
on physician's time and thus affect SDM.

4.0 Recommendation
To the best of author's knowledge, this pilot study is the first 
quantitative research about shared decision- making among physicians 
in Saudi Arabia.  Further studies are needed with larger sample size to 
have a true picture of physician's characteristics and attitude about 
shared decision-making. In addition, further research is needed to find 
the most effective interventions to implement shared decision-making 
into practice and to provide training program to increase their 
knowledge is an important concern nowadays.

Furtherqualitative studies are recommended to obtain a better 
understanding of patients' preferences and their involvement in the 
process of shared clinical decision.
So,this study isto shed new light on physiciansthat mustactively 
involvein shareddecision-making in their dailyclinical practice.
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