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ABSTRACT
Objectives  Patients’ preferences, values and contexts are 
important elements of the shared decision-making (SDM) 
process. We captured those elements into the concept of 
‘personal perspective elicitation’ (PPE), which reflects the 
need to elicit patients’ preferences, values and contexts 
in patient–clinician conversations. We defined PPE as: ‘the 
disclosure (either elicited by the clinician or spontaneously 
expressed by the patient) of information related to the 
patient’s personal preferences, values and/or contexts 
potentially relevant to decision-making’. Our goal was to 
operationalise the concept of PPE through the evaluation 
of preferences, values and contexts and explore how PPE 
occurs in clinical encounters.
Design  Cross-sectional study: observational coding based 
on a novel coding scheme of audio-recorded outpatient 
clinical encounters where encounter patient decision aids 
were applied.
Setting  We audio-recorded patient–clinician interactions 
at three Dutch outpatient clinics. PPE was analysed using 
a novel observational coding scheme, distinguishing 
preferences, contexts and four Armstrong taxonomy value 
types (global, decisional, external and situational). We 
measured SDM using the Observer OPTION5.
Participants  Twenty patients who suffered from psoriasis 
or ovarian cysts; four clinicians.
Results  We included 20 audio-recordings. The mean 
Observer OPTION5 score was 57.5 (SD:10.1). The audio-
recordings gave a rich illustration of preferences, values 
and contexts that were discussed in the patient–clinician 
interactions. Examples of identified global values: 
appearance, beliefs, personality traits. Decisional values 
were related to the process of decision-making. External 
values related to asking advice from for example, the 
clinician or significant others. An identified situational 
value: a new job ahead. Contexts related to how the illness 
impacted the life (eg, sexuality, family, sports, work life) of 
patients.
Conclusions  The operationalisation of PPE, an important 
aspect of SDM, explores which preferences, values 
and contexts were discussed during patient–clinician 

interactions where an ePDA was used. The coding scheme 
appeared feasible to apply but needs further refinement.

INTRODUCTION
When caring for patients, a doctor needs to get 
to know the patient. Hence, discussing their 
preferences, values and contexts in relation 
to their health is pivotal.1–4 This implies that 
patients should be actively involved in their 
healthcare process, which can be achieved 
through shared decision-making (SDM). 
Patients’ preferences and values are seen as 
critical aspects in the SDM process5–8 and 
are mainly rooted in the SDM element that 
is called ‘preference elicitation’. Researchers 
and clinicians also refer to this element as 
‘value elicitation’ or ‘value clarification’.9 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ The taxonomy allowed us to operationalise the con-
cept of personal perspective elicitation.

	⇒ The setting of consultations in which encounter 
patient decision aids were used, created an op-
portunity to include consultations where shared 
decision-making and a dialogue about preferences 
and values would happen.

	⇒ We had access to a restricted sample of clinicians, 
type of patient conditions and consultations because 
of the COVID pandemic and the challenge to know 
beforehand whether the encounter patient decision 
aids would be applied in the consultations.

	⇒ Our coding scheme focused on verbal aspects of the 
patient–clinician interaction rather than non-verbal 
aspects, which could be an interesting opportunity 
for refinement and adaptation of the coding scheme.

	⇒ Patients’ views were not involved in the first op-
erationalisation of the coding scheme for personal 
perspective elicitation.
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Contextual aspects are an important third component of 
this preference elicitation, given that the unique patient’s 
perspective should be approached in an inclusive way 
beyond a biomedical approach.4 8 10 We, therefore, intro-
duced the term ‘personal perspective elicitation’ (PPE). 
PPE includes all relevant aspects of the patient’s perspec-
tive as part of SDM and is defined as the disclosure (either 
elicited by the clinician or spontaneously expressed by the 
patient) of information related to the patient’s personal 
preferences, values and/or contexts potentially relevant to 
decision-making.11

Although preferences, values and contexts are 
mentioned as important aspects of SDM, the exact 
meaning is challenging.12 The elicitation of the patient’s 
perspective during clinical encounters appears to be 
far from comprehensive, according to our previous 
work in which we synthesised the concept of PPE in 99 
studies evaluating clinical encounters in the context 
of SDM.11 This analysis also revealed that preferences, 
values and contexts were defined differently in those 
studies, if defined at all. This is reflected in the current 
debate about the exact meaning and interpretation of 
patient’s preferences, values and contexts: these terms 
are not well defined and overlap, causing challenges for 
research.9 12–15 For example, preferences as part of SDM 
can be seen as an outcome, being inclinations towards or 
away from a certain option or as an element of the care 
process such as the preferred level of participation or the 
desired amount of information.13 The Institute of Medi-
cine describes that values refer to unique preferences,1 
which adds to the overlap of the terminology. Values are 
sometimes described as core beliefs of abstract and subjec-
tive nature that are very important to individuals.16 An 
often-mentioned characteristic of values is that they can 
be ordered by relative importance, that is, a priority can 
be assigned to evaluate the desirability of options.9 16–18 
Regarding preferences, values and contexts, especially 
the second remains vaguely described and needs more 
clarification.12 14 16

In a clinical setting, tools to facilitate SDM are available, 
mainly referred to as patient decision aids (PDAs), which 
are assumed to clarify values. PDAs are evidence-based 
tools that support patients in making specific and delib-
erated choices about healthcare options. One specific 
element of PDAs is that they should implicitly (by acti-
vating the patient to think about what he/she perceives 
important) or explicitly clarify the value someone assigns 
to the different options.19 People who used PDAs felt 
better informed and clearer about values.20 A specific type 
of is the encounter PDA (ePDA) for use during the consul-
tation21 and are usually shorter in lay-out compared with 
standard PDAs. As ePDAs support SDM and are designed 
to support the process of value clarification, it is an inter-
esting starting point to further unravel the concept of 
PPE, as we assume that preferences, values and contexts 
will be elicited or disclosed in those consultations.

Given the aforementioned challenges about definitions 
and overlap in terminology, we attempt to further define 

the concept of PPE. Therefore, we aim to operationalise 
PPE through the evaluation of preferences, values and 
contexts that are discussed during patient–clinician inter-
actions as part of SDM. To study this, we operationalised 
PPE by developing an observational coding scheme, 
which we used to explore how PPE occurred based on 
real-life observations of clinical encounters.

METHODS
Setting
This study was part of a larger implementation project,22 
which aimed to implement ‘keuzekaarten’, a certain type 
of Dutch ePDAs, for sustained use in 10 outpatient clinics 
in the Netherlands. These ePDAs are derived from the 
Option Grid PDAs and are available for free for patients 
and clinicians. They are known for their succinct, easy-
to-use format (one page) with a tabular layout, providing 
an overview of available options and frequently asked 
questions by patients, while the content of the cells 
provides answers based on clinical guidelines.23 24 Each 
of the 10 outpatient clinics was involved in developing a 
tailor-made implementation plan, since previous research 
showed that a context-specific workflow is advised to come 
to sustained use of the ePDA.25 As part of the implemen-
tation project, the clinicians followed a mandatory 1-hour 
interactive training about SDM and how to use the ePDA 
during encounters based on best practice and mediocre 
practice video examples. Furthermore, at each partic-
ipating clinic, ePDA paper blocks were available where 
clinicians could tear off an ePDA to discuss with their 
patient and hand it to the patient to take home.

Data collection
We choose to collect data as part of the implementation 
project, given the SDM-focused consultations where 
ePDAs were used. This gave us the opportunity to oper-
ationalise the concept of PPE. Four of the outpatient 
clinics embedded in the implementation project were 
approached to participate in this research study because 
the staff estimated that audio-recording 10 encounters 
per clinician would be feasible within the timeframe of 
the implementation project. Nonetheless, at one outpa-
tient clinic, we could not include patients because the 
clinical environment appeared to be not suitable for 
recording sensitive conversations. Consequently, we 
decided to exclude this site. Data collection took place 
from May 2021 until January 2022 and involved one 
dermatology department (psoriasis-biologicals ePDA) 
and two gynaecology departments (ovarian cysts ePDA). 
We chose audio-recordings instead of video because 
audio-recordings could be perceived as less intrusive 
and may, therefore, have less influence on participant 
behaviour.26 We registered our study per additional study 
site in order to start local data collection (local registra-
tion numbers: 2021–050; DOC 029; 21/433).

Participant recruitment
The clinicians, not being aware of the specific study 
aim, but knowing it was about SDM, in general, signed 
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informed consent for participating in the study and audio-
recording the encounters before data collection started.

Patients were eligible if they were 18 years and older, 
were able to read and speak the Dutch language, and if 
one of the ePDAs applied to their condition. Research 
staff telephoned eligible patients to inform them about 
this study. If they were willing to participate, written 
informed consent for participating in the study and 
audio-recording the encounter was obtained at the day 
of appointment. One encounter per patient was audio-
recorded after which the patient filled in a short ques-
tionnaire about their sex, age and educational level. The 
researcher, who was not present during the encounter, 
provided the recording device beforehand and stopped 
it directly after the encounter.

Conceptual definitions for core components of PPE
We chose a definition related to outcome preferences 
as this fits our PPE definition best (see table  1 for the 
definitions adopted in this study). Though preferences 
are often defined as part of values,14 27 we wanted to sepa-
rate preferences from values. Values can be perceived as 
underlying preferences, that is, the why of a preference 
(why do I prefer something? Because of value X), as a 
characteristic leading to a certain preference.16 We opera-
tionalised values by using an existing taxonomy of patient 
values related to healthcare decision-making, which 
distinguishes global, decisional, external and situational 
values.28 This taxonomy was chosen because the authors 
position it within the process of SDM, which aligns with 
our PPE definition. Furthermore, this taxonomy is based 
on clinical experiences and provides clear value catego-
ries for the concept of values (table  1). Contexts were 
interpreted as the patient’s background information, 
possibly relevant for the patient’s situation regarding 
SDM. We delineated this to information about a patient’s 

health other than strictly biomedical information. We 
did not use the concept of contextualisation (everything 
outside the boundary of the skin) by Weiner et al,4 as the 
contextual domains underlying this concept refer to both 
values and contexts.

Development of the coding scheme
We searched the inventory of the international association 
for communication in health care (EACH) (https://each.
international/resources/reach/search/) on 3 January 
2022, that is, a catalogue for available observational 
coding instruments in the field of healthcare communica-
tion research. No observational coding scheme precisely 
matched our definitions (see table 1), but we could use 
relevant elements from existing schemes. This meant that 
we identified personal perspective segments based on the 
VoLiMeD coding scheme, which distinguishes biomedical 
from lifeworld topics during encounters.29 We used clini-
cian response codes from the Coding Manual Commu-
nication in Second Opitions (SO-COM Manual),30 as it 
provides clear categories for clinicians’ responses. We 
split the response code ‘explore’ into ‘explore-PPE’ and 
‘explore-biomedical’, in order to distinguish whether 
a clinician further unravels an elicited PPE segment. 
The coding manual (online supplemental material 1) 
provides the detailed coding scheme, including examples 
and background.

The development and fine-tuning of the coding 
scheme followed four stages. First, a first draft of the 
scheme was tested on three mock-up encounters (GB, 
EAR). Second, a second draft was applied on the dataset 
(LB, EAR). Third, the coding scheme evolved into the 
final draft based on discussions with the research team. 
Fourth, all coded audio-recordings were checked with the 
final coding scheme to prevent possible drift during the 
coding process (LB, EAR). During all stages, adaptation 

Table 1  Definitions adopted in this study

Personal perspective elicitation (PPE) as part of shared decision-making:
The disclosure (either elicited by the clinician or spontaneously expressed by the patient) of information related to the patient’s 
personal preferences, values and/or context potentially relevant to decision-making.11

PPE component Conceptual definition adopted in this study

Preferences Inclinations towards or away from a given decision option,48 before the final decision was made.

Values Beliefs that represent an individual’s interests (individualistic, collectivist, or both) and are motivated by 
human needs (eg, enjoyment, security, self-direction, and so on) this may be evaluated on a scale of 
importance (eg, from very important to unimportant) as a guiding principle in someone’s life.18

Armstrong’s taxonomy for values28 49:
Global values: personal values impacting decision-making at a universal level; can include value traits and 
life priorities.
Decisional values: values traditionally conceptualised in decision-making, including considerations such 
as efficacy, toxicity, quality of life, convenience and cost.
External values: values acknowledge that many patients consider values other than their own when 
making decisions.
Situational values: values tied to specific events happening in the near future of the patient’s life, which 
could have instant impact on the choice to be made.

Contexts Personal and environmental circumstances in which the patient exists, such as occupation, physical 
environment, social support, and organisational factors.39
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and refinement of the scheme were discussed in an iter-
ative process during multiple meetings with the research 
team (clinicians/researchers: GB, JWMA, LB; researchers: 
DD, EAR, GE, JAMK, MJM). Discrepancies were discussed 
and solved with a third team member (JWMA).

Analysis
The audio-recordings as well as the verbatim transcripts 
were analysed with specific software for observations.31

PPE analysis
For PPE analysis, LB and EAR independently coded all 
audio-recordings. Figure  1 clarifies the coding scheme 
and accompanied abbreviations. First, personal perspec-
tive segments were identified, that is, meaningful units in 
the encounter that match the PPE definition (table 1). 
Second, the coders scored whether the segment was elic-
ited by the clinician (PPE by the clinician: PPE-C) or 
disclosed by the patient (personal perspective disclosure 
by the patient: PPD-P). An elicitation (PPE-C) was coded 
if the clinician asks or invites the patient. A disclosure 
(PPD-P) was coded if the patient expresses him/herself 
spontaneously, without clear question or invitation from 
the clinician (see online supplemental file 1). Third, a 
preference, value type or context were assigned (elicita-
tion—patient’s reaction: PPE-PR / disclosure—patient’s 
reaction: PPD-PR) while the encounter-specific content 
of these elements was marked. Fourth, the response of the 
clinician was identified (elicitation—clinician’s response: 
PPE-CR/disclosure—clinician’s response: PPD-CR), and 
the segment could either continue if new preferences, 
values or contexts topics arose that linked to the previous 
elicitation or disclosure, or stop if no new topics arose.

For further analysis, coded data were exported to 
Microsoft Excel. Each PPE-PR/PDD-PR category (prefer-
ence, value type or context) contained encounter-specific 
content about what was discussed. We summarised this 
content into one sentence, and subsequently catego-
rised this information in order to provide insight into 

the content of the preferences, values and contexts. 
The categories were derived from the examples given in 
Armstrong’s framework.28 32 If necessary, new categories 
were added. Furthermore, we summarised the number of 
preferences, values and contexts per encounter.

Level of SDM analysis
The level of SDM was quantified using the Observer 
OPTION5 scale, containing five items to determine the 
extent of the clinician’s SDM behaviour on a 0–4 scale.33 
GB and EAR independently coded the audio-recordings 
using the Observer OPTION5 and discussed them after-
wards to come to final scores if discrepancies existed (see 
online supplemental material 1 for the coding manual). 
Item 4 of this scale is most closely related to PPE, as it 
focuses on the patient’s preferences: The clinician makes an 
effort to elicit the patient’s preferences in response to the options 
that have been described. If the patient declares their prefer-
ence(s), the clinician is supportive.. We, therefore reported 
a mean item 4 score on the 0–4 scale. We converted the 
Observer OPTION5 item scores per encounter to a 0–100 
scale across 20 encounters and reported the overall mean 
score. Low(er) scores mean the SDM behaviour is absent 
or limited; high(er) scores mean that the SDM behaviour 
is good to exemplary.

Patient and public involvement
No patients or public were involved in the study design. 
However, patients were involved in the former develop-
ment process of the ePDAs that were used.

RESULTS
General results
In total, 40 patients were eligible for this study and 
approached for participation, which led to 20 included 
audio-recordings from 20 patients and four clinicians 
(see online supplemental file 2) for detailed informa-
tion about the number of approached and included 
participants per setting). Table  2 provides an overview 
of participants' characteristics. Mean encounter length 
was 32.4 min (SD: 14.1 min), and the mean length of 
the ePDA discussion was 13.2 min (SD: 7.2). The overall 
mean Observer OPTION5 score across 20 encounters 
was 57.5 (SD: 10.1) on a 0–100 scale, showing medium 
SDM levels. The mean score of item 4 (ie, eliciting pref-
erences), which relates to PPE, was 2.7 (SD: 0.6) on a 0–4 
point scale.

PPE analysis
Overall, preferences were mentioned in 16/20 encoun-
ters, global values in 17/20 encounters, decisional values 
in 18/20, situational values in 4/20, external values in 
14/20 and contexts in 18/20 encounters. In summary, at 
least one value type was always present in every encounter. 
The excerpt in table 3 exemplifies how the coding scheme 
was applied. In this case, the clinician at the dermatology 

Figure 1  Overview of the observational coding process 
for elicitations (PPE) and disclosures (PPD) of personal 
perspectives. Blue boxes depict clinician’s utterances, 
purple boxes depict patient’s utterances. PPE-C, personal 
perspective elicitation (PPE) by clinician; PPE-PR, PPE 
patient’s response; PPE-CR, PPE clinician’s response; PPD-P, 
personal perspective disclosure—patient; PPD-CR, personal 
perspective disclosure—clinician’s response.
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department discusses with the patient which treatment is 
best for his psoriasis and accompanying skin patches.

The physician assistant (dermatology department) 
discusses with the patient which treatment is best for 
his psoriasis and accompanying skin patches. p=patient; 
C=clinician. The abbreviations of the assigned codes 
correspond with figure 1.

Table 4 shows a detailed overview of preferences, value 
types and contexts accompanied with the identified cate-
gories and illustrated by quotes from the patient–clini-
cian interactions. It shows the variety of topics that were 
discussed during patient–clinician interactions related to 
PPE. For example, beliefs were categorised in case the 
patient expressed a global value with a strong conviction 
about the illness related to the decision to be made. In 
the quote in table 4, the patient tells that she feels that 
she cannot give up and needs to continue. The patient 
and clinician discuss how this belief impacts her illness. 
The following example (box 1), extracted from the data 
(audio-recording number 12), illustrates how preferences 
and different value types relate to each other.

For the young woman in the example, getting rid of the 
visible cyst as soon as possible was much more important 
to her than being able to participate in the scouting camp.

Clinician responses
Clinicians responded to the preferences, values or 
contexts mostly by reflecting or summarising, acknowl-
edging or providing further information to the patient 
related to the topic discussed. Sometimes, the clinician 
explored a preference, value or context with a biomed-
ical question or with a question or phrase that invited the 
patient to tell more about their personal perspective. In 
a few cases, the clinician ignored the patient’s personal 
perspective. Only seldomly the conversation continued by 
discussing an unrelated topic after a personal perspective 
was raised.

DISCUSSION
Our novel coding scheme is a first attempt to operation-
alise PPE through the evaluation of preferences, values 
and contexts in patient–clinician interactions as part of 
the SDM process. This study explores which preferences, 
values and contexts were discussed during patient–clini-
cian interactions where an ePDA was used. This first 
version of the coding scheme proves to be feasible for 
further refinement and adaptation.

Because the clinicians followed a 1-hour training and 
used the ePDA in the audio-recorded encounters, our 
data were SDM-focused, which allowed us to operation-
alise the concept of PPE. It is likely that the participating 
clinicians were already adepts of SDM and, therefore, 
showed an inviting communication style and demeanour. 
It is known that patients could be more willing to disclose 
information when they feel that the relationship with the 
clinician is safe, and a conducive environment is real-
ised.34 In the SDM process, this is, therefore, reflected in 
the component ‘team talk’ of the SDM three-talk model.3 
During the team talk, the clinician establishes a safe envi-
ronment by explaining to the patient that they will work 
together in reaching a decision, and that the patient’s 
input is crucial.3

A novelty of our exploratory observational study was 
the integration of Armstrong’s values framework into our 

Table 2  General characteristics of patients and clinicians

Patients (n=20)

 � Sex (female)—n (%) 15 (75%)

 � Age in years—mean (SD) 41.8 (11.3)

 � Educational level—n (%)

  �  University degree 9 (45%)

  �  Vocational college degree 8 (40%)

  �  High school degree 3 (15%)

Clinicians (n=4)

 � Sex (female)—n (%) 3 (75%)

 � Age in years—mean (SD) 43.3 (8.7)

 � Experience with other ‘keuzekaart’-
conversation aids—yes: n (%)*

3 (75%)

 � Year at which latest medical training 
was completed

2006, 2021, 2018, 
2021

*Other ‘keuzekaart’ ePDAs than for ovarian cysts or psoriasis as 
used in this study.

Table 3  Example of an excerpt (translated from Dutch) with 
assigned codes

C: we should consider those kind of 
things, like what important is to you

PPE-C

P: Yes, yes, uhm, that is, I find that 
difficult
C: yes
P: Because ehm, my priority is to be 
as clear (skin) as possible

PPE-PR: global 
value

C: yes, yes PPE-CR: 
acknowledges

P: And ehm what can’t be done, can’t 
be done. I have long since resigned 
myself to that. Eh, so, the Humira (a 
medicine) was an ingenious solution 
for me. After 20–25 years visiting 
clinicians, I was getting crazy of all 
those salves, poultices and pills. I got 
so sick of it.

PPE-PR: context

C: yes, I was just going to say: you 
had quite a few.

PPE-CR: reflects/
summarises

P: and nothing worked. Eh, so, I need 
to rely on your advice, because….

PPE-PR: external 
value

C: that’s alright. PPE-CR: 
acknowledges

PPE-C, personal perspective elicitation by clinician; PPE-CR, PPE 
clinician’s response; PPE-PR, PPE patient’s response.
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coding scheme.28 So far, Armstrong’s taxonomy for anal-
ysis of patient–clinician interactions has only been used 
to analyse interviews about patient values35 and to identify 

values that older adults incorporate in decision-making 
as expressed during focus group discussions.32 A second 
novelty was the clearer demarcation between preferences, 

Table 4  Overview of preferences, value types and contexts accompanied with quotes

Type Identified categories Quotes from patient–clinician interactions

Preferences
Inclinations towards or away 
of a decision option

* ‘Uhm, yes, wait-and-see, eh, eh, yes, I don’t want to make it too 
loaded, but [cries), yes, ehm, I am not so willing to wait-and-see’ (#1)

Global values
Personal values impacting 
decision-making at a 
universal level

Appearance ‘Yes, it is just on the top of my mind [starts crying). Because it is, so 
large [visible abdominal swelling).’ (#7)

Beliefs ‘Oh I just had… All the time, I am thinking that I need to go on or 
something.’ (#4)

Existential desire (biological 
children)

‘The wish for a third child was very big at that time and the wish for 
a fourth child is possibly there, but not as big, that feeling is not as 
existential as after the second one.’ (#2)

Personality trait ‘…I just thought, I still don’t know anything. And I have a tendency to 
worry as I would say. So yeah, I already think about it often.’ (#7)

Quality of life ‘Because otherwise, I, yeah, I can’t pee, poop, or have sexual 
intercourse, can’t shave myself. It is really horrible. I have three 
children, I had three deliveries, but this is much more intense though.’ 
(#15)

Decisional values
Values traditionally 
conceptualised in decision-
making

Balancing pros and cons of 
treatment options

‘Uhm, let’s see, some moments I don’t feel well, that has got to 
do with the coronavirus infection, and uhm, if I get an infection or 
something [when choosing for a biological), I am in doubt about 
that…’ (#19)

Opinion about treatment ‘You know, it doesn’t matter to me, because I don’t care [whether the 
medicine is on the market for a short or long time already).’ (#16)

Previous experience with a 
treatment option

‘Ehm, yes, and my previous experience with removing the cyst was 
very good and convenient.’ (#2)

Anxiety for severity of disease ‘But I was relieved that, that it was good before.’ (#4)

Treatment effect ‘Yeah but I wonder whether it is good to use such an injection every 
week on the long term, maybe that’s not how it is meant to be.’ (#14)

Validation of choice ‘But it does not matter if it [the cyst] stays there though?’ (#8)

External values
Patients consider values 
other than their own when 
making decisions

Asking clinician’s advice ‘No, I want to, ehm, think about it. But, ehm, yeah, the advice, what 
would you…. You have a lot of experience, you see many women…’ 
(#9)

Significant others ‘I have a friend in Paris who suffers from the same. Although, eh, she 
also uses additional medication. And she, ehm, waits, and goes to 
the gynaecologist every half a year.’ (#9)

Non-conventional doctor ‘But, ehm, they always told me that it is not contagious. But that 
Chinese, the non-conventional doctor, told me that it is…’ (#18)

Situational values
Values tied to a specific 
moment in time

* ‘With a new job ahead, I think, yeah alright, just let it be(don’t remove 
cyst right now).’ (#5)

Contexts
Circumstances in which the 
patient exists

How the illness impacts:
	► General daily life
	► Doing sports
	► Family life
	► Sexual life
	► Working life/daily occupation

‘Eh, no. But I have to be honest, it is because of myself. I just refuse 
to give in to it(…). Even if it still hurts, … I just put on my football 
shoes and go playing soccer on Friday night.’ (#20)

Patient’s history ‘Yeah, I have, ehm, I have had bariatric surgery and I lost a lot of 
weight, as I would say.’ (#17)

Additional explanations or 
information

‘Are there things of which you would say, don’t do that at the moment 
now we know that it [the cyst] is there? I asked it via telephone as 
well last week, but…’ (#1)

*Not applicable.
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values and contexts. A similar categorisation is seen in 
a study of Rocque et al, who demarcated preferences, 
concerns, life goals and philosophies, treatment-specific 
values and broader contextual or sociocultural values.36 
Our study can be seen as a similar study to Rocque et al 
replicating the feasibility of coding different types of pref-
erences, values, concerns and contexts based on audio-
recorded consultations. The advantage of our coding 
system is that the values framework of Armstrong are 
already acknowledged in the literature and that we linked 
our results to the process of SDM. In contrast to our study, 
Rocque et al included primary care encounters while we 
studied outpatient clinical encounters where ePDAs were 
applied and where we expected some extent of SDM to 
happen.

Our novel coding scheme for observational data 
appeared practical and fairly easy to interpret. Compared 
with other categorisations that use 10–12 domains,37 38 we 
provide a comprehensive coding system with a feasible 
amount of components (preferences, four value types, 
contexts). However, on some occasions, it was difficult to 
decide which value category was most applicable during 
the coding process. For example, we interpreted the wish 
to start a family as a global value rather than a decisional 
value because intending to have biological children 
can be viewed as a core ideal in life. Furthermore, we 
included ‘contexts’ in our coding scheme, which might 
seem closely related to situational values, but we did 
not experience difficulties in distinguishing these cate-
gories. The code ‘contexts’ was applied to information 
about someone’s environment or life that was reflected in 
several domains, while situational values were applied to 
very specific and clear events that will happen in the near 
future, which could immediately influence the decision-
making process.

We chose to develop the coding system as mutu-
ally exclusive, therefore, each PPE-PR/PPD-P aspect 
(figure  1) received only one code. Double coding a 
single aspect of the patient–clinician interaction was 
not allowed in order to keep the coding system simple 
and feasible. Furthermore, the principle of ‘mutually 
exclusive’ prevents the pitfall from using overlapping 
definitions for the same aspects of a patient–clinician 
interaction. Still, within one PPE segment containing 

several PPE/PPD aspects, it was possible to code multiple 
preferences, values and contexts, as is shown in table 3. 
This reflects that preferences, values and contexts are 
distinct yet interconnected.32 36 Despite this interconnect-
edness, it is important to distinguish preferences, values 
and contexts from each other. Our definition of prefer-
ences was chosen as restricted and reductionist, referring 
to only preferences for treatment options, while the four 
value categories reflect the broader and deeper values 
that influence a patient’s decision-making process.12 In 
addition, contexts give insight into the current situation a 
patient is in. This way, the operationalisation of PPE using 
our coding scheme addresses the criticism that only a 
restricted view on preferences and values is applied while 
underlying values need to be included as well.12

The coding scheme was developed to capture verbal 
aspects of the patient–clinician interaction. Therefore, 
we deliberately chose audio-recordings as explained 
in the methods. However, video-recordings provide 
enriched data, including non-verbal communication, 
which could be important when studying PPE. Regarding 
indirect elicitation and the use of non-verbal communi-
cation, much remains unknown. Direct elicitations are 
facilitated by summarising and clear communication.39 40 
In our study, we identified summarising as an often-used 
clinician’s response to the patient’s preference, value or 
context. Indirect elements facilitating elicitation, such as 
rapport building, demonstrating empathy and acknowl-
edging power dynamics,39 40 were not part of our coding 
scheme, so we cannot make inferences about how it 
influenced elicitations. Research suggests that the clini-
cian’s behaviour is crucial for the patient to disclose 
information, for example, by showing empathy,41 or 
supporting patients in voicing their perspectives.42 For 
future research, we, therefore, recommend to use video-
based data and expand the coding scheme to non-verbal 
communication.

There are some strengths and limitations of this study 
that need to be considered. The first strength is that we 
were able to operationalise the concept of PPE into a 
coding scheme. This resulted in distinguishing the often 
intermingled terms of preferences, values and contexts. 
Second, we nested this study into a larger implementa-
tion project as an opportunity to collect data from real-
life clinical outpatient encounters expecting to contain 
some SDM. The latter was also confirmed with relatively 
high Observer OPTION5 scores in our study. These were 
higher compared with those in other studies, including 
the specific item relating to eliciting preferences (item 
4).11 43 Higher Observer OPTION5 scores have been 
reported in studies that implement a specific SDM tool,43 
while it is also associated with a relatively long consulta-
tion time.43 44 These elements were both present in our 
study.

There are, however, also some limitations. First, we 
identified limitations regarding our data sample. We were 
restricted to 20 inclusions for multiple reasons: since it 
was hard to collect data because of the COVID-pandemic 

Box 1  Example how preferences and values relate to 
each other

A young woman, diagnosed with an ovarian cyst, expressed being in 
favour of surgery as treatment (preference). She raised the topic of her 
upcoming scouting camp (situational value), where she would be team 
lead. However, getting rid of the abdominal swelling caused by the cyst 
was also crucial because it was quite visible (global value 1) while she 
did not want to talk about it with other people (global value 2). She de-
cided that if surgery would be planned during scouting camp, she would 
cancel the camp (situational value). She did not want to postpone the 
surgery, although the clinician offered this as an option.
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and a challenge to identify beforehand whether an ePDA 
would be used in the upcoming consultation. In addition, 
including patients who were apt for using the ePDA led 
to including patients having clinically well-demarcated 
problems. Regarding the included outpatient clinics, it 
turned out that some outpatient clinics who were part 
of the implementation project, the number of eligible 
patients was estimated quite low by the clinicians. We, 
therefore, approached four outpatient clinics in total. 
However, given the explorative nature of this study, we 
think that our data set provided enough insight into apply 
the coding scheme and gain insight into PPE. Second, 
we did not see many lower health literate patients in 
our study. We think that the layout of the ePDA, being a 
tabular format with much text, does not feel inviting for 
people with lower health literacy skills. This is acknowl-
edged in the literature: clinicians express concerns 
regarding the tabular ePDA format25 while other formats 
that show pictorial information seem more suitable for 
this group.45 Third, we did not explicitly evaluate whether 
the explored personal perspective was integrated into 
the care plan or final decision, since we recorded one 
encounter per patient. SDM is a process where some-
times a series of encounters is needed before a decision 
is made, instead of one moment in time.46 We, therefore, 
would recommend to assess the integration of the elicited 
information in a study design where patients are followed 
over the course of multiple encounters. Patients’ views 
were not involved in the first operationalisation of the 
coding scheme for PPE. In future research, it would be 
worthwhile to verify the observations with actual patient 
views of the consultation.

Furthermore, future research should focus on applying 
the coding scheme on a larger and more diverse sample 
and test further reliability of the coding scheme, such 
as calculating the intraclass correlation coefficient on 
PPE segments. In addition, it is interesting to include 
patient-reported data about PPE, that is, did patients 
feel that their perspectives were addressed, as it is known 
from SDM instruments that observer-reported and self-
reported measures of SDM are not always congruent.47 
Furthermore, future research on PPE is needed to further 
unravel the black-box of implicit elicitation and disclo-
sures as part of SDM during patient–clinician interac-
tions. These components for future research will lead to a 
larger assessment of PPE in patient–clinicians interaction 
in addition to this exploratory study. Future studies might 
provide insight into how patient perspectives are (or are 
not) integrated in the clinical encounter which can fuel 
SDM training for clinicians with a focus on the expansion 
of the part of SDM called ‘preference elicitation’.

CONCLUSION
The operationalisation of the concept ‘PPE’ through the 
exploration of preferences, values and contexts provides 
insight into an important aspect of SDM during patient–
clinician interactions, that is, personal perspectives. Our 

analysis unravels which preferences, values and contexts 
were discussed during patient–clinician interactions 
where an ePDA was used. The coding scheme appeared 
feasible to apply, but needs further refinement.
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