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Background and Aim: Shared decision-making (SDM) has become broadly accepted during the consultation, especially when there
are many options of treatment. This study aims to assess patients’ levels of awareness and preferences of SDM in Saudi Arabia.
Methods: This is a cross-sectional study targeting patients in Saudi Arabia. Two validated questionnaires were used, the first validated
questionnaire focuses on measuring knowledge, attitude and experiences of shared-decision making. The second questionnaire is
the the Autonomy-Preference-Index focusing on patients’ preferences for being involved in SDM. Relevant items to the study aim
were chosen and translated into Arabic. Psychometric testing was conducted for Arabic and English versions and tested for content and
face validity. The questionnaire administered online via social media channels, between February 2021 and May 2021. A total of 411
respondents completed the questionnaire.
Results: The findings showed a positive association between awareness and preferences of SDM among patients in Saudi Arabia. In the
awareness of the SDM domain, females reported higher scores than male participants (t = −4.504, P < 0.001). Saudis reported higher
scores in their awareness of SDM than non-Saudis (t = 2.569, P = 0.011). Participants without health insurance reported higher scores in
their awareness of SDM than those insured (t = −2.130, P = 0.034). Participants with degree have higher knowledge levels than
participants with no degree (f = 10.034, P < 0.001). Females reported higher scores in their preferences of SDM than the male (t = −2.099,
P = 0.036). Participants who visited private health-care settings in their last clinical encounter reported higher preferences of SDM than
participants who received care in other settings (f = 2.653, P = 0.048).
Conclusion: The study concludes that the more aware a patient is, the more likely they prefer SDM practice. This finding can support
health-care policymakers in developing SDM policies that enhance patient-centered care.
Keywords: awareness, preferences, patients, shared decision-making, Saudi Arabia, treatment plan

Introduction
Shared Decision-Making (SDM) has become broadly the acceptable and preferable approach during consultations,
especially when there are many available options of treatment.1 SDM is a process where clinicians and patients discuss
together the different options supported by the best available evidence for each treatment, clinical plans, and tests
balancing the expected outcomes and risks with patient values and preferences.2–4 Unsurprisingly, SDM is the recom-
mended and preferable approach in a lot of health-care policies around the world. There are policy-related practices that
have been developed in 13 countries that are intended to enhance SDM across the health-care field.2 The importance of
SDM is that it affects patient satisfaction, quality of delivering healthcare, achieves informed preferences, and ensures
that patients are supported to consider various options.3,5–7 Also, patients have the right to be involved in SDM and
discuss with their physician about their condition and treatments.3 SDM initiatives alone are insufficient to provide more
information to patients. To participate in SDM, patients must have both knowledge and power to be able to choose the
best available evidence and decisions for treatment. However, achieving the optimum results from a treatment plan is
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becoming increasingly dependent on an individual’s knowledge, motivation, and skills, as well as their confidence in
using them to manage their health care.8,9 More importantly, many studies have shown that patients who are involved in
decision-making processes are more likely to adhere to their treatment plans and be more satisfied, which in turn results
in better quality and safety outcomes (eg, patients who were not involved in the treatment plan with their doctor may not
meet their medical needs nor their treatment goals).6,7,10–12

Awareness of Shared Decision-Making
Training physicians in the practice of SDM is essential because SDM is a different process from the traditional informed
consent approach of simply presenting to patients the potential benefits and risks of an intervention or treatment.13

Studies show that when patients are not involved in decision-making processes, it may be due to the physician’s inability
to actively involve patients in treatment plans.14 For example, a study conducted in Spain stated that the implementation
of SDM is limited and not utilized.15 They concluded that this is mostly a result of the physicians’ having no training in
SDM and therefore, not using it in practice. Thus, strategies to increase training in SDM and to implement it into clinical
practice are important.15

On a related note, many patients do not expect to be involved in decision-making because they are not aware that their
values and preferences, when well informed, may help determine the most appropriate choice of treatment for them.16

A study by Adisso et al investigated the feasibility, impact, and acceptability of an intervention to raise public awareness
of SDM in public libraries.17 The intervention was a 1.5-hour interactive workshop divided into 10 sessions to be
presented in public libraries. The study concluded that the intervention was an effective and feasible way to increase the
awareness of the public about SDM and could be a new approach to implement SDM by preparing potential patients to
ask to be involved in discussions about their care during consultations.17 In conclusion, measuring awareness about SDM
is important to know what the next step is in order to achieve SDM. Moreover, because of the sophistication of the
communication skills involved in SDM, physicians need appropriate training to ensure they can adequately facilitate the
process. Additionally, given the complexity of SDM, its implementation in healthcare will need multifaceted strategies,
beginning with increased awareness among professionals, organizations, and patients.18 The more the patients are aware
of the value of their involvement in decision-making, the more likely they will be interested to do so.

Preferences in Utilizing Shared Decision-Making
Patients’ preferences regarding their involvement in the clinical decision-making process might vary considerably.19

AlHaqwi et al examined the SDM preferences of patients in Saudi Arabia and discussed three different styles of decision-
making;20 the paternalistic approach, ie, an approach in which a physician or other health-care professional makes
decisions about a patient without the patient’s express consent,6 the informed consumerism, ie, the rights of the patient to
select among available options;21,22 and finally, SDM, which was the most preferred style based on the study conducted
in Saudi Arabia.20 Moreover, the study showed that the preference of SDM was significantly higher among those with
higher educational levels.20 The results show that patients in Saudi Arabia, in general, had a positive attitude toward the
SDM process. This study recommended further investigation of the underlying factors that influence patient SDM
preferences to achieve optimal treatment outcomes.20

Various studies investigated patients’ involvement in decision-making and identified barriers and facilitators for SDM
in advanced Parkinson’s (Nijhuis et al 2018) and Type 2 Diabetes Mellitus (Bailey et al 2018) from the patient’s
perspective.21,23 They found that patients want to be involved and feel involved when choosing an advanced treatment,
but often do not know all the available treatment options.21,23 The implementation of true patient involvement, which
means patients’ participation and engagement in expressing opinions and making decisions about various treatment
options, requires personalized information provision on all treatment options and improvement in how this information is
presented and communicated.13,24

In addition, a recent study conducted in Saudi Arabia measured patients’ perceptions of SDM practices during clinical
encounters and recommended interventions to enhance the culture of SDM to ensure better adherence to treatment plans
and, consequently, better health outcomes.1 The study also highlighted the importance of investigating patients’
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expectations and preferences with regard to their involvement in SDM processes and its impact on patients’ health-
related decisions.1

Regardless of patients’ preferences, it was found that there was a considerable mismatch between the preferences of
the patients in decision-making and what they felt took place in the context of their health consultation. Thus, it is critical
to validate patients’ preference types with the actual style of consultation related to healthcare decision-making.25 Finally,
patient preferences for being involved in the treatment decision-making may vary from one patient to another, as well as
from one treatment condition to another. Moreover, the physicians’ attitudes and how they provide the patient with
information while acknowledging the importance of patients’ participation and their inputs could influence patients’
preferences and make them more actively engaged in the treatment decision-making process. The challenge on the
physicians lies in allowing the patients to participate in decision-making to the extent they desire.26

Study Implications
The gap in the literature review is that resources are scarce in combining the awareness and preferences of SDM among
patients in Saudi Arabia. Therefore, this study assessed the level of awareness and preferences that affect the SDM in
a patient’s treatment plan. The study has three research questions which are: “What are the factors affecting patients’
awareness of SDM?”, “What are the patients’ preferences in applying SDM during the clinical encounter?”, and “Is there
an association between patients’ awareness and preference of SDM?”. This research on the individual level implies that
patients will be more confident and more interested in being involved in decision-making. Moreover, the patients will
likely be more satisfied with the SDM. This will lead to an increase in the overall awareness of the SDM of the
community and support health-care policymakers to develop SDM policies that enhance patient-centered care.

Materials and Methods
Study Design
This is a quantitative cross-sectional study.

Participants
Patients in Saudi Arabia aged 18 and older were eligible to participate in the study. The convenience sampling technique
was used to recruit study participants by circulating an online questionnaire to the public through social media
applications. The questionnaire focused on the participants’ most recent doctor visits in the previous six months.

Variables
The dependent variables are awareness and preferences of SDM. While the independent variables are age, educational
level, region, gender, living area, nationality, insurance status, marital status, type of the last consultation, type of hospital
that is generally used, and the existence of chronic diseases.

Data Sources/Measurement
The data were collected via two validated and existing questionnaires that have been developed through a set of literature
searches.40,41 The first questionnaire used has been taken from Mathijssen et al., (2020), which was originally developed
to measure knowledge, attitudes and experiences of shared decision making during patient’s visit to the doctor.40

The second part of the study’s survey was derived from Autonomy-Preference-Index (API) questionnaire that examined
patients’ preferences for involvement in clinical decision-making.41 In this study, the items that were relevant to the study
aims and objectives were chosen from these questionnaires and tested using psychometric testing: face validity, linguistic
validity, and content validity (see Appendix B).

The questionnaire used in this study consists of 38 items; 12 of them were for demographic data, 13 for the awareness
domain, and 13 for the preference domain. The responses for both the awareness and preference domains are on a 5-point
Likert scale. The questionnaire also includes one scaled question about the knowledge of SDM.
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Three validity tests were conducted, which are content, linguistic, and face validity. Firstly, content validity was
conducted by selecting a panel of experts. Researchers have suggested including “content experts,” ie, those who have
several publications or work experience in the field and have experience in designing healthcare-related
questionnaires.27,28 Using a purposive sampling technique, experts were recruited from the Public Health Department
at Imam Abdulrahman Bin Faisal University (IAU). An invitation email was sent to seven experts to engage in a content
validity evaluation of the scale. 5 out of 7 experts, with a 50% response rate, responded to the invitation. All participants
were female, with long experience in the field (10 years or above). The content validity of the questionnaire was then
assessed using content validity index (CVI) techniques.29

Secondly, backward-forward translation was conducted to assess the instrument’s linguistic validity. Finally, face
validity was done by recruiting 21 participants from the public. In face validity, the clarity of the wording, ability to
answer questions, and the layout and style of the face validity form for both the Arabic and English versions were
appraised by the responses, with the result being an out of 4.

Scale Validity Test Findings
The content validity assessment indicated that all items had a reasonable I-CVI score of 0.20 to 1. Most of the questions
received a high score as a result of the I-CVI, except for two questions that were removed due to their low score.
Following the advice of the expert panel, a few modifications to the questionnaire have been made, including some
paraphrasing and deleting of items. The questionnaire items are shown in Appendix A, which shows items before and
after the expert panel’s recommendations for changes.

In face validity, the participant’s ratings of the items ranged from 3 to 4. Based on the face validity results, some of
the questionnaire items were changed to enhance their clarity. Appendix B shows the final version of the questionnaire
items after face validity.

Study Size
The rule of thumb provided by Comrey and Lee was used in this study, where 100 participants = fair, 200 participants =
good, 500 participants = very good, and >1000 participants = excellent. The total number of completed surveys in this
study was 411 participants.30

Statistical Methods
All numerical data were entered and analyzed using the Statistical Package for Social Sciences (SPSS) version 27.
Descriptive analysis was conducted by assessing the measures of frequencies and percentages for categorical variables
and the central tendency, ie, mean, for continuous data to assess the univariate analysis. The skewness and kurtosis
criteria were used to test the normality of awareness and preferences of SDM variables. The three domains were normally
distributed; therefore, parametric tests such as analysis of variance (ANOVA) and t-tests were used to conduct bivariate
analyses. Therefore, to reach the final result, a correlation analysis was conducted to find the extent of the association
between the dependent variables and independent variables.

The SDM scale has three domains: knowledge about SDM (1 refers to no knowledge and 10 refers to high
knowledge), awareness of SDM (1 refers to low awareness and 5 refers to high awareness of SDM), and preferences
of SDM (1 refers to low preference and 5 refers to the high preference of SDM). Each domain is calculated by computing
the sum of the answers to the questions in that domain, keeping in while reverse scoring the items that required that. For
each domain, a higher score indicates better value, ie, a higher score in the knowledge domain indicates better knowledge
regarding SDM, a higher score in the awareness domain indicates better awareness regarding SDM, and a higher score in
the preference domain indicates a higher preference of SDM.
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Results
Main Result
There was a total of 411 participants who completed the questionnaire. According to the normality test of awareness and
preferences of SDM variables, the skewness and kurtosis criteria were used. According to these criteria, the three
domains are normally distributed. The mean score of the knowledge domain is 4.73 (SD = 3.20), the mean of the
awareness domain is 48.8 (SD = 7.46), and the mean of the preferences domain is 46.81 (SD = 5.08). According to the
skewness and kurtosis criteria, the three domains are normally distributed.31

Univariate Variables
Most of the participants were between 18 and 24 years old (n = 133, 32.4%). Females made up 74% of the respondents (n
= 305). Most of the participants in the study have a bachelor’s degree and above (n = 238, 57.9%). Almost half of the
participants are married (n = 230, 56%). 26% of the participants indicated that they always or sometimes have language
barriers with their doctor (n = 107, 26%) (Table 1).

Many of the participants were from the Eastern Province (n = 322, 78.3%). In addition, almost all participants lived in
urban areas (n = 399, 97.1%), and most participants were Saudis (n = 364, 88.6%).

Almost half of the participants had health insurance (n = 221, 53.8%), and most of the participants did not have any
chronic disease (n = 294, 71.5%). Almost all participants indicated that their last medical consultation with their doctor
was face-to-face (n = 374, 91%) as opposed to an online consultation (n = 37, 9%). Moreover, half of the participants
denoted that they usually got their treatment during the past six months in private hospitals (n = 205, 49.9%), and only
5.1% were visited primary care (n = 21) (Table 1).

Bivariate Analysis for Variables and Knowledge Domain
The only variable that significantly influences the participant’s knowledge about SDM is their education level. Participants
with a bachelor’s degree or above have significantly higher mean scores in their knowledge about SDM compared with
participants with no degree, ie, high school or below, and those with a diploma (f = 10.034, P < 0.001) (Table 1).

Bivariate Analysis for Variables and Awareness Domain
Several variables significantly influence the participant’s scores in awareness about the SDM domain. These are gender,
the participant’s region, nationality, and whether they have insurance (Table 1). The mean of awareness of SDM score for
the female is significantly higher than males (t = - 4.504, P < 0.001).

Saudi participants have significantly higher mean scores in the awareness of SDM compared to non-Saudis (t = 2.569,
P = 0.011). Participants without health insurance had significantly higher mean scores in the awareness of SDM (t =
−2.130, P = 0.034). In addition, participants from the eastern region have higher mean scores in the awareness of SDM
compared to participants from other regions in Saudi Arabia (f = 4.812, P < 0.001).

Bivariate Analysis for Variables and Preference Domain
As for the final domain, the participant’s gender and the type of hospital where patients received their last medical
consultation were significantly influenced participants’ preference of SDM practice (Table 1). Female participants
showed higher mean scores in preference of SDM compared to males (t = −2.099, P = 0.036). Also, participants who
indicated that their type of organization was a primary health-care setting had significantly lower mean scores in
preferences compared to governmental, private, or quasi-government health-care settings (f = 2.653, P = 0.048).

Correlation Between the Three Domains in the Study
Furthermore, correlation analysis between the study domains showed a significant linear correlation between the
preference domain and the awareness domain (r = 0.385, P < 0.001) (Table 2).
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Table 1 For Univariate and Bivariate Analysis for Variables

Variables Groups Univariate
Analysis for
Variables

Bivariate Analysis for Variables and
Knowledge Domain

Bivariate Analysis for Variables and
Awareness Domain

Bivariate Analysis for Variables and
Preference Domain

Frequency
(%)

Mean
Knowledge
(SD)

Test
(p-value)

Test (df1,
df2)

Mean
Awareness
(SD)

Test
(p-value)

Test (df1,
df2)

Mean
Preference
(SD)

Test
(p-value)

Test (df1,df2)

Age 18–24 133 (32.4) 4.47 (3.16) f= 0.866

(0.504)

(5,405) 48.90 (7.40) f= 2.044

(0.072)

(5,405) 47.56 (5.36) f= 1.286

(0.269)

(5,405)
25–34 65 (15.8) 4.75 (3.20) 46.51 (8.32) 46.17 (4.89)

35–44 69 (16.8) 4.55 (3.21) 50.39 (6.40) 47.20 (5.33)

45–54 83 (20.2) 4.87 (3.23) 49.19 (7.15) 46.13 (5.22)
55–64 49 (11.9) 5.02 (3.05) 48.37 (7.89) 46.24 (3.73)

64+ 12 (2.9) 6.25 (4.03) 50.17 (7.70) 46.83 (4.73)

Gender Male 106 (25.8) 4.47 (3.24) t= -0.95

(0.34)

(409,108.19) 46.06 (8.60) t= - 4.504
(< 0.001)***

(409, 152.92) 45.92 (5.06) t=
- 2.099
(0.036)*

(409, 182.70)
Female 305 (74.2) 4.82 (3.19) 49.76 (6.79) 47.12 (5.05)

Region Eastern Region 322 (78.3) 4.72 (3.21) f= 0.693

(0.597)

(4,406) 49.53 (7.25) f= 4.812
(< 0.001)***

(4,406) 47.13 (5.10) f= 1.495

(0.203)

(4,406)
Central Region 49 (11.9) 4.78 (3.18) 47.45 (6.18) 45.69 (4.14)

Southern Region 6 (1.5) 5.50 (3.39) 47.83 (6.65) 45.00 (6.45)

Northern Region 2 (0.5) 8.00 (1.41) 43.00 (1.41) 47.00 (5.66)
Western Region 32 (7.8) 4.41 (3.16) 44.13 (9.618) 45.69 (5.63)

Living Rural Area 12 (2.9) 5.42 (3.34) t= 0.757
(0.450)

(409,11.61) 47.59 (5.85) t= - 0.575 (409, 12.11) 46.67 (4.64) t= -0.101
(0.920)

(409, 11.81)
Urban Area 399 (97.1) 4.71 (3.18) 48.84 (7.51) (0.565) 46.82 (5.10)

Nationality Saudi 364 (88.6) 4.74 (3.20) t= 0.154
(0.877)

(409,58.38) 49.14 (7.18) t= 2.569
(0.011)**

(409, 53.71) 46.81 (5.13) t= -0.025
(0.980)

(409, 60.95)
Non-Saudi 74 (11.4) 4.66 (3.22) 46.19 (9.06) 46.83 (4.72)

Insurance Yes 221 (53.8) 4.61 (3.12) t= - 0.828
(0.408)

(409,
392.29)

48.0814
(8.10346)

t= -2.130
(0.034)*

(409, 407.59) 46.75 (5.19) t= -0.265
(0.791)

(409, 404.55)

No 190 (46.2) 4.87 (3.30) 49.64 (6.56) 46.89 (4.95)

Education High School and

below

126 (30.7) 3.78 (3.09) f= 10.034
(< 0.001)***

(2, 408) 48.98 (8.06) f= 0.318

(0.728)

(2, 408) 46.78 (5.04) f= 0.145

(0.865)

(2, 408)

Diploma 47 (11.4) 4.38 (2.75) 48.00 (7.29) 46.47 (5.12)

Bachelor’s degree

and above

238 (57.9) 5.30 (3.22) 48.87 (7.18) 46.90 (5.11)
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Marital
status

Single 156 (38) 4.61 (3.19) f= 0.238

(0.870)

(3,407) 48.45 (7.83) f= 0.505

(0.679)

(3, 407) 47.19 (5.29) f= 1.054

(0.369)

F (3, 407)
Married 230 (56) 4.82 (3.21) 49.11 (7.26) 46.72 (4.99)
Separated/

Widowed

17 (4.1) 4.88 (3.50) 49.06 (6.369) 45.47 (4.43)

Prefer not to say 8 (1.9) 4.13 (2.64) 46.500 (8.67) 45.00 (4.62)

Language
barrier

Always/Sometimes 107 (26) 4.42 (3.06) f= 1.435

(0.239)

(2,408) 48.75 (7.07) f= 0.198

(0.821)

(2, 408) 46.92 (5.184) f= 0.246

(0.782)

F (2, 408)
Rarely 78 (19) 4.45 (2.99) 48.37 (8.84) 47.10 (5.55)

Never 226 (55) 4.97 (3.33) 48.98 (7.148) 46.67 (4.874)

Chronic
disease

I do not have any

chronic disease

294 (71.5) 4.71 (3.16) f= 0.018

(0.982)

(2,408) 48.99 (7.34) f= 0.430

(0.651)

(2, 408) 47.03 (5.10) f= 1.431

(0.240)

F (2, 408)

One chronic
disease

74 (18) 4.73 (3.31) 48.59 (7.59) 46.59 (5.21)

More than one

chronic disease

43 (10.5) 4.81 (3.38) 47.90 (8.13) 45.67 (4.65)

Type of last
consultation

Online 37 (9) 5.16 (3.47) t= - 0.866

(0.387)

(409,42.18) 49.2703

(8.26)

t= 0.397

(0.692)

(409, 41.91) 46.86 (5.07) t= 0.065

(0.948)

T (409, 43.47)

Face to face 374 (91) 4.68 (3.17) 48.7594

(7.40)

46.80 (5.09)

Type of
organization

Government 116 (28.2) 5.07 (3.34) f= 1.979

(0.117)

(3,407) 49.32 (7.11) f= 0.493

(0.687)

(3, 407) 46.16 (5.16) f= 2.653
(0.048)*

F (3, 407)

Private 205 (49.9) 4.54 (2.99) 48.38 (7.86) 47.39 (5.25)
Quasi-

Government

69 (16.8) 5.09 (3.50) 49.26 (6.64) 46.81 (4.29)

Primary Care 21 (5.1) 3.52 (3.12) 48.61 (8.15) 44.81 (4.65)

Notes: *P < 0.05, **P < 0.01, ***P < 0.001. The bold font in numbers indicate significant association.
Abbreviations: SD, standard deviation; df1, degree of freedom1; df2, degree of freedom2; t, t-test; f, f-value.
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Discussion
This is the first study that assessed the relationship between awareness and patient preference of SDM. A significant
positive relationship was found, the more aware a patient is, the more likely they prefer to be engaged in SDM.

One study used SDM-Q-9 questionnaire and aimed to assess the degree of SDM from urological patients’ perspective
and to identify possible predictors.32 The study revealed that, to participate in the decision-making process, patients must
be aware of the appropriate clinical decisions that must be made. To fully involve patients, physicians should also
consider their participation preferences.32,33 Another study used Ford et al questionnaire.25,34 The study aimed to attain
insight into cancer patients’ preferences and the reasons for patients’ preferred role in treatment decision-making at the
end of life.34 The study revealed that the patient’s preferences vary according to his/her condition and level.34 However,
the results of the present study showed that patients’ preferences for being involved in SDM depend on their awareness.

Regarding the first research question, which is “What are the factors affecting patients’ awareness of SDM in Saudi
Arabia?” The results clearly indicate that the four variables that showed a significant difference in the awareness domain,
which are gender, participant’s region, nationality, and health insurance status. As for gender, the female participants
showed a higher awareness level compared to males. Furthermore, participants living in the eastern region have the
highest level of awareness compared to other regions. Saudi participants showed a higher level of awareness about SDM
compared to non-Saudis. Participants without health insurance also showed a higher level of awareness about SDM
compared to insured participants. The result of this study contradicts the study by Kunneman et al, which stated that there
are no significant differences between the awareness of SDM and gender.16 This contradiction might occur because of the
fact that the study collected the data using video-recorded clinical encounters, while the current study relied solely on the
participants’ subjective judgment about their level of awareness.16

With regard to the association between educational level and awareness level of SDM, Légaré, and Thompson-Leduc
findings were aligned with the current study’s result which all of them showed no significance.2 Because of the scarcity
of resources tackling the awareness of SDM topic and its association with nationality, region, and insurance variables, it
cannot be compared and linked with other studies. This makes this study the first to tackle these variables with the
awareness of SDM.

Regarding the knowledge domain, which can be considered as a fundamental part of awareness, the level of education
shows a significant relationship with the knowledge domain. Based on the Levinson et al study, the results are consistent
with the study results showing the positive relationship between education level and knowledge.35 A study was done by
Adisso et al that made interventions to enhance public awareness about SDM using workshops in public libraries and to
measure participants’ awareness and knowledge before and after the intervention.17 It demonstrated that before the
workshop, participants had little knowledge of SDM (4.7/10). The workshop increased their average level of knowledge
by 4.0 (8.7/10). Interestingly, the mean of knowledge before the workshop is the same as the result of the current study.

With regard to the second research question, which is “What are the patients’ preferences in applying SDM during
clinical encounters in Saudi Arabia?” Female participants and gender showed significant relations with the preference
domain. A study conducted in Saudi Arabia found that female participants reported higher preference scores compared to
male participants, which is consistent with this study’s finding.1 Also, this finding may be explained by the fact that
female participants are more interested in seeking physical and mental health than male participants.36 Even though
Alrawiai et al found that the type of hospital is not significantly associated with the preference of SDM, this study found

Table 2 Correlation Between the Three Domains in the Study

Variables Knowledge Awareness Preference

Knowledge - R = 0.082 (0.096) R = 0.075 (0.128)

Awareness R = 0.082 (0.096) - R = 0.385 (<0.001)

Preference R = 0.075 (0.128) R = 0.385 (<0.001) -

Abbreviation: R, correlation.
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that it was highly significant in private hospitals.1 This variation can be justified because of the differences in sample size
between the two studies, where the current study has a larger sample size, ensuring more valid results.37

In relation to the third research question which is “Is there an association between patients’ awareness and preference
of SDM?”. Because of the scarcity of resources and the lack of the previous study that combines the awareness and
preferences of SDM among patients in Saudi Arabia. This study was conducted to measure the association between both.

Based on the results, the factors that showed no association with the patients’ level of awareness and preferences in
SDM are age, living area, marital status, language barrier, chronic disease, and type of the last consultation.

The lack of association between some of these factors and the patients’ level of awareness and preferences in SDM
has been found in many different studies, which demonstrate that age and marital status are not associated with the
preference of SDM as shown in Alrawiai et al study.1 Concerning age, the sample size might not have been large enough
to detect whether or not there is an association. We assume it is worthwhile to see if our results will be replicated in
a wider group of patients regarding different age groups.37,38 Likewise, the Ghodsian et al study emphasizes that there is
no significant relationship between the SDM and living areas.10,39 This is likely a result of the variation in the number of
responses in the rural area compared to the urban area.37

Bias
Recall bias could have been introduced as the data relies solely on the patients’ recollection of their latest visit to a health
facility. The questionnaire was circulated online via a variety of social media platforms, which may have resulted in
sample bias by excluding groups with limited Internet access.

Limitation
The findings of this research may have some limitations. Firstly, the practical application of the study is limited as some
of the characteristic groups have a low number of participants, such as non-Saudis and participants in the southern and
northern regions. This can be explained by the fact that all the researchers in this study lived in the eastern province and
most of the participants were from the same province.

Secondly, since the questionnaire was distributed online, elderly and poor patients were less likely to access and
participate in the study. Thirdly, the study used a convenience sampling method, resulting in a possibly biased and less
reliable sample. All these factors affected the generalizability of the current study. On the other hand, the strong point lies
in the large number of responses, which are 411 participants in the study’s questionnaire.

Conclusion
To conclude, the study aims to measure the awareness and preferences of SDM among patients in Saudi Arabia. The
current research found a significant linear association between SDM’s awareness and preference, which indicates that the
more aware a patient is, the more they will prefer applying SDM in clinical encounters. While the knowledge showed no
correlation with awareness nor preference of SDM.

We hope this would further lead to new researches and investigations, resulting in implementing new interventions
and policies to promote SDM practice during the health-care journey and thus better adherence to treatment plans, which
might positively affect health outcomes in KSA. This is especially important as the Saudi healthcare system is shifting to
privatization and the new model of care currently being implemented in KSA focuses on patient-centered care.

It is recommended to consider conducting a qualitative study in the future in order to dig deeper into the reasons for
patients’ preferences of SDM. Moreover, it is recommended to aid health-care professionals, especially doctors, in
implementing SDM in clinics through means such as SDM checklists, educational brochures targeting patients, or
establishing workshops to enhance doctors’ level of knowledge in applying the SDM concept in their practice.14,17
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