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Objective: Both patients in the palliative phase of their disease and patients with limited health literacy
(LHL) have an increased risk of being influenced by healthcare providers (HCPs) when making decisions.
This study aims to explore to what extent persuasive communication occurs during shared decision-making
(SDM) by (1) providing an overview of persuasive communication behaviours relevant for medical decision-
making and (2) exemplifying these using real-life outpatient consultations.
Methods: An exploratory qualitative design was applied: (1) brief literature review; (2) analysis of verbatim
extracts from outpatient consultations and stimulated recall sessions with HCPs; and (3) stakeholder
meetings.
Results: 24 different persuasive communication behaviours were identified, which can be divided in seven
categories: biased presentation of information, authoritative framing, probability framing, illusion of de-
cisional control, normative framing, making assumptions and using emotions or feelings.
Conclusions: Persuasive communication is multi-faceted in outpatient consultations. Although undesirable,
it may prove useful in specific situations making it necessary to study the phenomenon more in depth and
deepen our understanding of its mechanisms and impact.
Practice implications: Awareness among HCPs about the use of persuasive communication needs to be
created through training and education. Also, HCPs need help in providing balanced information.

© 2021 Published by Elsevier B.V.

1. Introduction

subjective trade-off between the benefits and side-effects of treat-
ment alternatives” (p.56) [3]. Hence, the driving force in the SDM

Shared decision-making (SDM), defined as “an approach where
clinicians and patients share the best available evidence when faced
with the task of making decisions, and where patients are supported
to consider options, to achieve informed preferences” (p.971) [1], is
increasingly advocated as the preferred model for patient engage-
ment in clinical practice. SDM is particularly relevant for patients in
the palliative phase of their disease. Palliative decision-making is
preference-sensitive; from a medical point of view, there is no ob-
vious ‘best’ option [2-4]. Decisions are seen as a ‘“necessarily
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process should be patients’ preferences and goals [2-5].

Although SDM assumes that all patients possess knowledge and
skills to actively participate in this process, this does not apply to
patients with limited health literacy (LHL), who lack skills to obtain
and understand information about health and healthcare as well as
the ability to put this information into practice [6,7]. In the Neth-
erlands, 28.8% of the population is considered to have LHL [8].
However, among males, elderly and people with lower education or
low economic status, the proportion of LHL is disproportionally high.
Additionally, poor health and, consequently, higher demands for
health services seem to be associated with LHL [6,9].

LHL-patients and palliative patients are more likely to ask HCPs
what they would do in their situation or even leave the decision
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entirely up to them [2, 5, 10, 11]. While HCPs are allowed to make
recommendations, they must provide a “balanced view of the op-
tions” and “must not put pressure on patients to accept [...] [their]
advice” [12]. However, information provision is never neutral [13].
Both LHL-patients and palliative patients are particularly vulnerable
to being persuaded [14-16]. Moreover, we assume that when com-
bined, there is an even greater risk of being persuaded.

Persuasive communication (also called ‘steering’, ‘framing’ or
‘nudging’) is “a form of influence when one person intends to pro-
duce a change in the behaviour or opinions of another using words
to convey information, feelings or reasoning or a combination
thereof” (p.2) [17]. People may be steered by what information is
disclosed or withheld and by how information is framed.

Patients may be persuaded when their HCP verbally recommends
certain options; explicit persuasion. However, persuasion can also
take more implicit forms, in which case “implicit” refers to “without
intention” or “not on purpose”, but also “not aware of” [3, 4, 17, 18].
The way certain information is presented may suggest that their HCP
favours a specific plan of action or knows the ‘right’ option [3,4]. This
study uses a broad definition of persuasive communication com-
bining explicit and implicit behaviours.

The potential influence of persuasive communication on medical
decision-making during consultations has only been recognised re-
cently [3,18]. To date, there is no extensive overview of persuasive
communication behaviours relevant for medical decision-making.
The few studies focusing on persuasive communication in medical
decision-making tend to compare opposing frames. One exception is
a study by Karnieli-Miller and Eisikovits [18], who identified eight
implicitly persuasive behaviours, later supplemented by Engelhardt
and colleagues [3]. This study builds on these insights and en-
compasses all types of decisions discussed during consultations with
LHL-patients in palliative care.

This study aims to explore to what extent persuasive commu-
nication occurs during SDM by (1) providing an overview of per-
suasive communication behaviours relevant for medical decision-
making and (2) exemplifying these by using observations of out-
patient consultations between LHL-patients and their HCPs in hos-
pital-based palliative care in the Netherlands.

2. Methods
2.1. Design

This study uses an exploratory design in which (1) a brief lit-
erature review; (2) qualitative analysis of verbatim extracts from
outpatient consultations and stimulated recall sessions with HCPs;
and (3) stakeholder meetings were conducted.

2.2. Participants

Data were collected in an ongoing study called ‘Towards a better
understanding’ [19,20]| and focused on four Dutch hospitals, tar-
geting HCPs and their patients. Patients included were > 18 years old
and in the palliative phase of COPD and/or cancer. Additionally, their
educational level was at or lower than vocational level and/or they
had LHL according to their affirmative answer to at least one of three
screening questions: “Many people experience difficulties reading
hospital leaflets. How about you?”, “Many people find forms and
filling them in difficult. How about you?” and “Do you need help
filling in forms or reading leaflets?” [21].

Patients were selected using inclusion criteria and convenience
sampling and were informed by phone a week before the planned
visit to the hospital. Patients received information explaining the
background, goals and procedures of collecting video-recordings,
and contact details of the researchers. Patients that had expressed
interest were approached by a researcher in the waiting room. After
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deciding to participate, inclusion criteria were checked again and
informed consent forms were signed before entering the consulting
room where an unmanned video-camera had been installed. Patients
were only audible on the recording, HCPs were both visible and
audible (for a more detailed description of the procedures, see
[19,20]). Each patient received a gift card for participation.

2.3. Data collection

A brief literature review was conducted by the first author to
identify known persuasive communication behaviours. Only studies
related to persuasive communication in healthcare settings, speci-
fically focusing on patient-provider communication, were included.
Moreover, the included studies needed to focus on how information
is framed. No specific timeframe was used. Studies were found using
database searching (Scopus, Medline and Google Scholar) and
snowballing between February and May 2020. This aided in clar-
ifying the concept of persuasive communication as well as gaining
insight into the existing body of literature. A variety of search terms
were used, for instance ‘persuasion’, ‘framing’, ‘steering’, ‘limited
health literacy’, ‘palliative care’, ‘end-of-life care’. Moreover, for each
included study, references and citations were checked for additional
studies. Only studies written in English were included, resulting in
identification of 21 peer-reviewed articles.

Data collection of the video-recordings took place between April
and October 2018. Forty consultations were video-recorded and 39
stimulated recall sessions were held, in which HCPs recalled the
consultation and discussed their thoughts, meanings and reactions
[22,23]. Relevant extracts from the consultations were transcribed
verbatim and subsequently discussed. These extracts had previously
been selected by Nivel researchers based on their focus on decision-
making. The current study uses data from 28 consultations and 24
stimulated recall sessions (i.e. only those extracts concerning deci-
sion-making).

As a final step, in June 2020, stakeholders were invited to share
their perspectives on the preliminary analysis during two online
feedback workshops and one separate interview (see Table 1). Par-
ticipants were shown transcribed extracts to analyse and interpret.
Subsequently, the researcher’s interpretation was presented and si-
milarities and differences were debated.

2.4. Data analysis

This study used a three-step analysis design executed by the first
author.

Step 1. From the 21 peer-reviewed articles included in the review,
the following items were extracted: background of participants,
types of persuasive communication behaviours, goal of behaviour,
communication type, methods and recommendations.

Step 2. Verbatim extracts from outpatient consultations were coded
and analysed through content analysis using Atlas.ti (version 8). The
behaviours identified during the review formed the basis for the
coding scheme used during the first coding round. In a second round,
new behaviours were added and the definitions of some existing
behaviours were broadened or specified. A number of quotes from
the extracts were chosen to substantiate these behaviours.

Step 3. In three stakeholder meetings the data from step 2 were
analysed again. Two feedback workshops were audio-recorded to
supplement the researcher’s notes; for the interview, only notes
were made. The stakeholders’ views and perspectives were included
in the final analysis. The total number of behaviours was reduced
because some newly added behaviours were merged into one.
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Table 1
Overview of stakeholder meetings.

Patient Education and Counseling xxx (XXXx) XXX—XXX

Feedback workshop 1

Feedback workshop 2 Interview 1°

Participants 1. Senior researcher specialised in
communication in healthcare (author JN)
2. Nurse, senior researcher and lector
specialised in quality of care and
palliative care
3. Strategic project leader and advisor
specialised in limited health
(author GB)
4. PhD candidate focusing on palliative care
5. 5. Research intern focusing on SDM and
patient-provider communication
Online meeting (1 h)

literacy

Mode of communication
(duration)

1. General practitioner and senior researcher
specialised in primary and community care

2. Senior researcher specialised in patient-
provider communication, persuasion
and SDM

3. 3. Senior researcher and trainer specialised
in palliative care

1. Language and literacy
ambassador

Online meeting (1 h) Phone call (45 min)

? The interview with the language and literacy ambassador, who is part of the project group, was conducted separately to allow for sufficient space to reflect and discuss. This

was done because of differences in (health) literacy and subsequent power asymmetries.

2.5. Reliability

The transcribed extracts of the consultations (n = 28) were coded
three times by the main coder. A random selection of four con-
sultations (14% of total sample) were coded by a second coder to
ensure reliability. All double-coded observations were discussed
between the coders to confirm that the items were based on the
same concepts. The observations matched in 75% of the cases, in-
dicating good agreement.

These extracts were supplemented by stimulated recall sessions
with HCPs reflecting on the extract concerned and on the extent to
which the decision-making process was shared, as a confirmation of
the researchers’ interpretation. Moreover, the final analysis was
enriched by the stakeholders’ perspectives.

2.6. Ethical considerations

To protect the privacy of the participants their records were
anonymised and all data that might reveal the participants’ iden-
tities were deleted from the transcripts. The recordings are stored in
a locked room at Nivel, only accessible to researchers.

The research proposal of the study was evaluated by the Medical
Ethical committee of the Radboudumc (reference 2017-3623), which
exempted the study from formal ethical approval.

3. Results
3.1. General results

In this section the results of the extracts from outpatient con-
sultations are presented. The overall results, including the brief re-
view and the stakeholder meetings, are presented in Table 2.

A total of 17 HCPs participated, ten men and seven women. The
HCPs were physicians (n = 11), residents (n = 3) or nurses (n = 3). An
average of 1.6 consultations per HCP was recorded (range: 1-3).

28 patients participated: 14 men and 14 women. The average age
was 69 years (range: 45-88). 24 had a lower level of education, two a
medium level, one a higher level, one was unknown. One patient
was included based on their HCP's opinion of their health literacy
level. 13 patients were diagnosed with COPD; 15 with cancer.

In total, 28 consultations and 24 stimulated recall sessions with
HCPs were analysed. One consultation was new, 19 were control
visits (i.e. a check-up focusing on monitoring potential disease pro-
gression and symptoms) and eight were composites (i.e. a follow-up
consultation with patients presenting new problems or symptoms).
HCPs and patients discussed and made decisions concerning treat-
ment, diagnostic tests, support at home, specialist referrals and type
of care.

3.2. Overview of persuasive communication behaviours used by HCPs

The literature review yielded 20 types of persuasive commu-
nication behaviours. Based on the analysis of the extracts from
outpatient consultations, the definitions of five behaviours were
broadened and eight new behaviours were added. During the sta-
keholder meetings, the number of newly added behaviours was re-
duced, since some behaviours overlapped and were therefore
merged.

These three stages of analysis led to an overview of 24 different
types of persuasive communication behaviours divided into seven
mutually exclusive categories: 1) biased presentation of information,
2) authoritative framing, 3) probability framing, 4) illusion of deci-
sional control, 5) normative framing, 6) making assumptions, and 7)
using emotions or feelings. 15 out of 24 (63%) persuasive commu-
nication behaviours were observed at least once in the analysis of
the extracts. These nine behaviours were not observed: emphasising
the ability to control side-effects, using others as examples, analogy,
framing probabilities as gain or loss, framing probabilities in abso-
lute or relative terms, from mild to serious options and dramatising
the evil. Persuasive communication behaviours were observed in
every consultation totalling 85 times (averaging three per con-
sultation).

Table 2 shows a complete overview of persuasive communication
behaviours concerned with how information is framed. The sub-
sequent paragraphs describe the most relevant behaviours by pro-
viding examples.

3.3. Biased presentation of information

This category focuses on unequal presentation of information
and/or using value judgments. It consists of five different behaviours
described in literature [3,4,17,18,24-27]. Patients’ decisions may be
influenced when the importance of treatment is continuously
stressed, while concurrently downplaying the side-effects or vice
versa [4, 17, 24]. Similarly, persuasion may occur when emphasising
the ability to control the side-effects of treatment [18]. Another
persuasive behaviour is minimising the treatment’s impact [3], il-
lustrated by this quote:

“You are already used to the [morphine] patches. Of course, the body
gets used to a small amount of morphine. Therefore, | would give you
[another] small dosage of morphine.” (Z1L08)

The HCP implies that as the patient is already used to taking
morphine, the impact of providing yet another type of morphine will
be minor. Although these utterances could be seen as an attempt to
alleviate anxiety or correct misconceptions, they may also lead to
decreased awareness of the negative impact on the patient [3,4].



Patient Education and Counseling xxx (XXXx) XXX—XXX

E.M.A. Geurts, CA.CM. Pittens, G. Boland et al.

(a8pd 3x9u uo panuiuod)

[44

91

C

(z00£7) Aderyowayd
U3IM 11BJS UBD 9M ‘UOIIBIIPIW SIY) S9Je1a[03 Apoq InoA Jj,

(S0v¥2Z) L ymb
sfem[e ued noA ‘uoredIpawl Iyl uo pairels noA 338 isnf 5,397,

[67].Tnyss220ns st ampadoxd siy3 ‘sased Ay Jo %G1 U,

[67].-21npadoid siy) woly 31p syuanzed QQL JO INO UIAIS,,
[87]./A1381ns

BuroS1apun I3y syjuow XIs uIyym aip syuaned Qr ur [,
[87].-2anpasoad

SIY3 193Je SIBAA 0M) BIIXD UB JAI] sjuaned QQI Jo Ino 6§,

(2171Z) .’UedS [PUOLIPPE UB EW 0} IABY ISIY
am ‘AdeIayI0Wwayd Jo punol IXau Y YIIM SNULIUOD IM 210§,

(90¥ZZ) . UOnEIPEI SI ey} pue Inownj
jueuSifew ay3 s3ySy os[e ydym uondo ue 10j 08 03 JUBM I\,

(€0112) Aes
A9y) JeUM 23S puP W3] 3YI YIIM I SSNISIP 01 ] ISIY P[NOM |,

(¥00€Z) Aderayzowayd ayy anunuod o3 st fesodoid AW,

[£1]./Aep Apdony 1noA sa1 agAewr ‘smouy oym Ing ‘A13330]
9yl Suruurm ay1] a1e Surpaaddns uonerado SIy3 Jo sadURY),

[€]. sAepemou [[am 33nb
Adesayzowayd ay3 ydnoays 328 sjuaned 3sowr duaLradxa Aw u,,

[£]. uoned1paw Iayjoue YIm eIsneu Jeyl Jo awos Jysy ued 9\,
(80112) 28esop [[ews Jayjoue noA aAIS pnod

[ os ‘aurydiow 03 pasn Apeaife st Apoq Inoj,,[¢ ], 11id e asnl s3],
[#]. swarqoid Auew 003 InoyIIm Juawiean) y3noiy) 398 syuaned
1S0W INq ‘S199JJ9-9PIS NuUALIAdxXa Aew NOA ‘[enyueIsqns a3nb

SI JUaWILaI) INOYIIM dUaLIMIAI e Surdofaaap jo Aypiqeqoad ayg,

‘passnasIp jou sem uondo

puodas ay3 ysnoyafe ‘agexyded ajoym ay3 og1apun o) Sursaide

s1 juaned ay3 ‘uondo jey) yiels 03 Suraide Aq Jeyy pawnsse
Apmrduwr st 31 pue uonelnsuod 3yl Suunp uondo sUo UO SI SNJ0J
9y ",Jeap a8exoed, e se pajuasaid s1 suorydo jo uorBUIqUIOD YL
‘uaALIp-juanied

U9AJ 10 paleys Sem UOISIDIP [eNIUI YY) Jey) Pajeald sI uoIsny[l

a3 ‘spuey ,syuaned ay) ur uondo Y3 SeUILLII] 03 JOU 10 IYIAYM
uo uoIsap 3yl Suiaes] A9 ‘dDH 9yl Aq spew si jou 1o uondo

UP 1IE]S 0] UOISIIIP [BNIIE 3] ‘9DUSH I3 0] YINW 00} W0I3q
$323}39-9pIs 3y J1 uondo Y3 IPUIULID) 0} IPIISP SABM[E PINOD AYS
/oy 1843 po3 st yuaned ay) Inq ‘UOISIAP UIRW ) SANBW JDOH YL
*SYSLI [[EWS JO UOIIRWIISAIIpUN 03 SuIpea| ‘patoust

Apuanbaiy are ‘Yieap 1o suoned1dwod SNoLIdS Jo SySLI Y] Jo
Auew yiim aurj ur are ydym (%01 03 dn) sagejuadiad [[ews ‘Swia)
9Ane[aI ul/sa8eIuadiad se pawely a1e SAWO0IINO JO SAMIqRqoI]
2{SII JO UONPWIISAIIA0 UI SU[NSaI Jou op oym Ajuiofewr

9y UBY) JAYILI AP OYM 3SOU) UO SNI0J 0) pual 3]dodq "surial
9)njosge Ul/SUOIIdel) SB PAWEL) I8 SIUWI0DINO JO SINI[IqRqoI]

"A[2A1IE33U Ity 216 SAWIODINO JO SAI[Iqeqold

‘AfoAnIsod pawrelj a1e SaWO0JINO JO SANNIRqOI]
‘aurPpIng ay) 03 Suipiodde uondo
Jayjoue og1apun 0) spaau os[e juaned ayl eyl Alojepuew
A[Surwaas si 31 ‘panunuod 1o pajlels aq ued uondo ue a10jag ‘7
*[g1°¢]sans11aloereyd aseasip 1o/pue [euosiad
PY/sIy yum syuaned 1oj SUOIBPUSIWILIOdAI JulPpmS uo
paseq UOISAP pasuoyine ue se uondo ay3 syuasaid JOH YL T
's119dxa se am 10 dDH
ay) pue juaned ay) :,9M, YIIM JUBIW SI OYM Ie[dUN SI I UdYO
suonydo pue uonewlojul jo uoisiaold 3yl Sulnp am, 3uisn ‘z
‘[81°¢].°J0 In0oAR) UT 31B IAN, ‘SIIadXd ISSuowWe SNSUISUod uo
paseq uoISap pasuoyine ue se uondo ay3 syuasaid dOH YL T
‘s[euolssajold I3U30 10 ,Wea) Y, WO IJIAPE JAIIAI
0] SJUBM JDH Y3 ‘UOBPUIWIWIOIAI B yum dn Suruwiod aiojog
*saAndadsiad sjuaned ay3 pue s, dJH
93 Y30q JO UOHBUIqUIOD B 3¢ P[NOD J1 10 dAnds1ad ([edrpawr)
UMO S,dDH 9yl Uo paseq A[9[0s 3q AW UOIIPPUIWIIOIAIT Y],
‘dDH 33 03 Suipiodoe st juanied ay3 10j uondo 1s3q ay3 Jeym Sunels
[esodoid e y3im dn sawod 10 UOIIBPUIWWOIAI B SAAIS dJH YL
‘Sun[eW-UOISIIAP [BIIPaW Ul [00] dAIsensiad Suons
B S pasn aq p[nod saiSo[euy ‘s129)J9 [ejuajod S) pue JuIWILAI)
Jo 3s1n0) pasodoid e SUIqLIISIP UIYM Pasn U}Jo a1 salfo[euy
‘dOH ?2u3
£q paInoAej UONIE JO 3SINOD Y] 3500 0] syusnied IDUIAUOD 0]
sajdwexa se pasn ale sar103s [njadoy Jo SuruaysLy syuaned 1LYIQ
‘uondo ue Jo $139JJ9-9PIS ) IISIIA0 PUR [0JIUOD
03 9[qe are/st Juanjed 3yl J1o/pue ays/ay ey sasiseydwa JOH YL

‘pafeidumop st uondo ayy jo 3oedwir sy

‘BSIOA

92IA 1O ‘[[B 1B PAUONUSW JOU JO PISIWIUIW IB S1IYPI-2PIS 33 pue
pasiseyduwa a1e uondo uIL1Iad B JO SIYauaq 33 Jo apnjudew ay],

[¢] 1ayzoue ym Suore Sey Apoidur
uondo auo 3uiaey ‘[eap adexded

[81'c] ap1oap 03 1amod Alosny]

[1€-62] swia
aane[al ur sanijiqeqold Surwery

[1e-6] swan

njosqe ur saniiqeqoid Surwery
[82 ‘v

‘/1] sso| se saniiqeqold Suwery
[82 vz

‘/1] ureg se sanijiqeqold Surwery

(dulapmns uo paseg

[g1°¢] Surweyy am,

W3] WOIJ IAPY

LUOIEpUIWI0221 SUIAID

[£z-67'L1] ASoreUY

[g1'¢c] sardwexa se siayjo Suisn
[81'c] s399)39-9pIS
[onu0d 03 Ayiqe ay) Suisiseydwy

[¢] 3oeduwur s,uondo sy SursrwiruIA
(7T ‘81 L1 'y ‘€l

BSI9A 1A 10 ‘s3yauaq SurhAejdumop
‘s10939-apI1s Suisiseydwy

j043U00
[puoiswap fo uoisnyj ¥

Bununif Aqoqoid ¢

Sunupif aanpjLoyIny ‘g

uonpuLIoful
Jo uonpjuasa.id paspig ‘1

(syoenxe ul
PoAI3Sqo #) G8 = U

sojdwexg

uoniuyaq

INoIAeYa( UOnEIIUNWWOD IAISENSI9d

A108910)

“SUIEW-UOISIDAP [BIIPAW UI SINOIABYS( UOHEIIUNWIWOD dAISeNsIad Jo MIIAIDAQ

ClqeL



Patient Education and Counseling xxx (XXXx) XXX—XXX

E.M.A. Geurts, CA.CM. Pittens, G. Boland et al.

"sSuNaawW 1ap[oyX(els AY) pue SISA[PUR AY) UO PAseq PIUIPROI] 219M (2INJeII[ Ul punoj Ajsnoiaaid) SINOIARYSQ 9SIY) JO SUODIUYSP YL

*SSUI}23W J1IP[OYA[EIS U3 PUE SUONELINSUOD JUdIedIN0 WOy SIIBIIXS WIIBGI3A JO SISA[EUE U3 UO Paseq I1ydIeasal 3yl Aq pappe 3I9M SINOIABYIQ SAYL ,

€

(80112) . Pwuweirdord
UONeII[IQeYaI B 11eS 0] BIPI pood e 3q Aew 11 Aym st JeyL,
‘passaidap Jo snoixue [93) A[[euoiseddo o) [euriou A[3d931ad si 3y,

(L0112)
~Pasiendsoy aq 03 aaey [[Im 3ys ‘198uo] Aue adod 3,ued noA j,

[£].°SNOLI0IDIA W03 aMm [I3UN AWRUD SIY) IYSY [[IM I,

(L0112)
LJudned pue 1aA1831ed ISn[ jou pue ‘9jim pue pueqsny 3q OS[e
o3 jueytodwr s 31,,(L0T1LZ). 2PIsIno 03 0} d[qe 3q 03 A_Y OS[e NOA,,

(501€7) 238
INoA Je [[1 9W033( 0] [PULIOU AI9A SI I ‘I9P[O SMOI3 JUOAIaAT,,

[€].Juawean o03a1oj

0] SJIISLIDIORIBYD ASEASIP 3SAYI YIm sjudnjed 1oy pieayun sJj,
[¢].peassur [Adesayiowayd

J0] $351n02 IN0J NOA JAIS P[NOM IAA "SISINOD XIS Y ‘UdWISAI
153y3no) ay) 10j 05 J0U P[NOM M ‘ISP[O 3Ie NOA 1Byl UIAID,
(€011Z) .éoMm op ‘uondo 1ayjoue

Aue aAey jou op A[[eal am ‘MOIS 0 SaNUIIUOD Inowny ayj ji,,

(S011Z) uéJO
B3 S] U0 JIYIOUE YIIM UOHBIIPIW SIY) 2In3nsqns o3 Suros wi,],

-Juaned 9y Joj uIdu0d jo sjeadde
pUP 1X21U0J 113Y3 jo Surpuejsiapun diyiedwsa ‘9andadsiad s juaned
9y ye] 03 J[qe Sulaq SIPN[AUI I] “SUD{PW-UOISIIAP dUINPUL
pue Ayjedwa 30A3 0) papuaiul s[eadde [BUOIOW SIAJOAUL SIYL,
‘paqudsald s[eAlaul pue I3esop ayl
Ul JUIWILI} 3YI 3] JOU S0P 10 IDIAPE [BIIPaW JSUIeSe JuawIeas)
$903210J “3'1 ‘UOIIJL JO 3SINOD PIPUIWWO0IAI 3y Yum Adwod
J0u saop juaned ay3 J1 Suoim 08 pINod JBYM SISSAIIS dIDH YL
‘suonndo ay3 Sunuasaid a10jaq ‘pasiseydwa
are suonediduwil 9A1IESaU S31 pUB ISEISIP AYJ JO SSAUSNOLIAS YL
‘uondo ue
Bu108210J 10 uI0SI9pUN SPIEMO] WY 193]S 0] IIPIO Ul ‘SPIdu
Juaned e Jeym Jnoge pue (Jou JO) UOIENIIS UIEIIID B d[puey
ued Juanied e I3YI9YM JNOQe Spewl aq os[e ued suondwnssy ‘g
‘[81'¢c] uondo ue Surogaioy 1o SuloZIopuUN SPIEMO) WYY 1331S
01 ‘9J1] ur sanuoLd pue a1aAdsIad 03 AIqe I3y ‘9[puey Jouued
1o ued juaned ay3 Jeym Jnoqe suondwinsse sayew JOH YL ‘I
*A1BSSID3U 10U S UOIJUIAISIUL UP ‘310J3I9Y], "9JI] JO
1red Aj[erjuasss pue [eInjeu pue [ewiou AIdA sI ‘Ul st juanjed ay)
UoONIPUOd IARYM ey} sasiseydwa JJH Y3 :10e1Isqe IO 7
*[¢] uondo ure11ad e oZ1apun 03 jjasinoA
1] sjuaned o [ensnun AIdA si 31 Jey) sasiseydwad qDH YL ‘L
sainpadord
(1eorpawolq) 08310j 03 [ensnun AIaA 31 upew 0 0} Sjuem
Juanied 3y ‘dDH 9yl 01 awed juaned e asnedaq Jeyl pajdadxa
s1 3] ‘uondo ue os[e st Sulyjou 3urop jey3y SULIDPISUOD INOYIM
‘QUAAIRIUI pUP 1DP 0] Sjuem Judnied a3 Jeyl Sawnsse JH YL ‘Z
‘[¢] uondo ure11ad e 03310§ 03 J]9SINOA
1] syuanjed Joj [ensnun A19A SI 31 Jey) sasiseydwa dOH YL ‘I
‘gurjeadde axow Apuanbasuod
PUE SAISBAUI 10 JAISSIISSe ISBI[ 33 9 0] SWIIIS UOIIIL JO 3SIN0D
pasodouid ay3 3ey3 Aem e yons ur suonndo snoLrea syuasaid dJH YL
‘9pew 3 0} UOISIIAP
ou SI 319y} ‘210D 19Y30 ou Suraey se uondo 3yl saqLIISIP dDH YL
‘Juasuod/uolssiuriad
sauaned ay) syse spIemIalje A[UO PUE UOISIIIP B sayew
Apeaipe sny3 ‘aq 03 Surog st uonoe jo ueld 9yl 1BYM S33eIS dDH YL

[¢¢] Sunwesy pasnpur-Ayedwy

[z€ ‘g1 ‘c] eadde 1eag

[81'¢] 11Aa ay3 Suispewelq

[81°¢]Juanyed
93 noqe suondwnsse Supjey

[¢],uondo ue o31apun o3 [ensnup

[¢] quondo ue o03aIoj 0y [ensnun

[g1'c] suondo snot1as 01 pyrw woig
»910UD J1ay10
ou 3uiaey se uondo ue Sunuasald

L.9PBW U3q Sey UOISIIAp
19)Je Juasuod/uorssiuriad Sup[sy

sSurjaaf
10 suonowa uisn L

suondwnssp Sup ‘9

Sunup.if aanpuLIioN g

(s3oenXa Ul
PIAIISAO #) G8 =U

sajdwexy

uoniuyaa

INOIABY2( UOIIEIIUNWILIOD JAISENSId]

A108318)

(panunuod) g 3alqeL



E.M.A. Geurts, CA.CM. Pittens, G. Boland et al.
3.4. Authoritative framing

In literature, two types of authoritative framing have been
identified: presenting treatment decisions as an authorised ‘we’
decision or based on ‘the guideline’ [3,18]. While analysing, it be-
came apparent that these words were also used in other scenarios. It
was often unclear who was meant by ‘we’ - the HCP and patient or
we as HCPs/experts. For example:

“Let’s see whether we can get you a little better, so that we can go
home [with supportive care]. Or if we say, we do not really have any
hope, well, then we should start considering a nursing home.”
(Z1L05)

Similarly, referring to ‘the guideline’ also occurred during in-
formation provision and weighing pros and cons. For instance, after
a patient asked about certain treatment, the HCP responded by
providing more information, stating the necessity of an additional
scan. The HCP reflects on this by saying:

“This is what needs to be done, if [the patient] does not want it, it is
okay too, but then we do not [start the treatment]. [...] The patient
started talking about [the treatment option] herself, I picked up on
that and started working on it. But it is not the case that we will now
decide together what that protocol looks like, no, that is already
fixed.” (Z1L12)

Although statements involving ‘we’ or ‘the guideline’ seem fac-
tual, this phrasing adds significant weight to the recommendations,
potentially impeding patient participation in SDM [4].

3.5. lllusion of decisional control

This category, consisting of five items, focuses on behaviours
implying the patient made the decision instead of the HCP. One such
behaviour, described in literature, is called ‘illusion of choice’ [18], in
which the HCP makes the decision and the patient can merely decide
to terminate the option. Steering also occurs when one option im-
plicitly tags along with another, resulting in a ‘package deal’ [3].

One newly identified behaviour occurs when an option is pre-
sented as having no other choice:

“Let's see what the advice of the team is, maybe they also say, well,
with [the tumour] growing, we do not have any other alternative.”
(Z1L03)

3.6. Normative framing

This category consists of two opposing behaviours: unusual to
undergo or forego a certain option [3]. Although described in lit-
erature, more abstract versions were observed during analysis, re-
sulting in broader definitions. In the following extract an option is
framed as unusual to undergo:

“Watchful waiting is also a choice. We discussed this last time, we
had that discussion. But it can still be a very good choice. Because
[...] we all know we will not live forever. It all sounds very con-
frontational, but it is true. And as you get older, you look fine, but
you are 80+ nonetheless, slowly [getting] to 85 and 90. Not yet, but it
will happen. [...] It is completely normal and nobody wants that, but
it does happen and it is just nature doing its thing. And that could
also be a choice, that you say, I accept what nature does.” (Z3L05)

Here continuing treatment is presented as not accepting the
natural course of life.

Foregoing interventions is framed as unusual by HCPs who as-
sume that patients want to act and intervene instead of presenting
watchful waiting as a viable option.

Patient Education and Counseling xxx (XXXx) XXX—XXX

3.7. Making assumptions

Previous studies observed that by making assumptions about the
patient’s personality and what they can or cannot handle, HCPs steer
patients [3,18]. During analysis, it was observed that assumptions
were also made about whether a patient could handle a certain si-
tuation and about their needs, leading to three behaviours. Distin-
guishing between these behaviours was challenging because
multiple behaviours were often displayed concurrently. During the
stakeholder meetings, it was therefore decided to combine the three
into one. Consider the following conversation between a HCP and
the patient’s partner:

HCP: “You are the one who always does everything. You cannot
continue doing everything all the time. [...] You should also be able
to get out of the house.” (Z1L07)

3.8. Using emotions or feelings

During the same consultation, another steering behaviour
-known as ‘fear appeal’ [3, 18, 32]- was used, indicating that HCPs
stress what could go wrong if the patient/partner does not comply to
the recommendation:

HCP: “More will be added [to your workload].”
Partner: “If I can't handle it physically anymore, then...”

HCP: “Then we have to make sure that by then, it is not too late. [...]
If you can’t cope any longer, she will have to be hospitalised, do you
understand?” (Z1L07)

Decision-making may also be influenced by emotional appeals
intended to evoke empathy, called empathy-induced framing [33]:

“You are the one who is in your body, you have to deal with it, right?
In that respect, I think, all the more reason to consider some kind of
rehabilitation programme [...], because they also particularly focus
on the psychological side |[...]. There are a lot of people, [who are
chronically ill] who sometimes feel sad or anxious. That is not
strange at all.” (Z1L08)

This extract exemplifies how words and emotions may lead to
steering a patient towards a decision, in this case starting a re-
habilitation programme.

4. Discussion and conclusion
4.1. Discussion

A wide variety of persuasive communication behaviours were
identified by combining literature, extracts and stakeholder
meetings.

This study shows that seemingly minor utterances or word
combinations are potentially confusing or may steer a patient.
Although these could be seen as attempts to alleviate anxiety or
correct misconceptions, they may lead to decreased awareness of the
potential negative impact or create unrealistic expectations [3,4].

Secondly, one should be aware of power asymmetries. Since HCPs
have more medical knowledge and expertise than patients, their
recommendations are greatly valued and taken very seriously.
Particularly LHL-patients may hesitate to share apprehension or
doubts regarding the proposed treatment because of these inherent
differences [4,5]. Moreover, it is difficult to share doubts or re-
consider a decision, once it has been made [4].

Thirdly, persuasive communication behaviours may create an
atmosphere prescribing what is acceptable in certain situations,
subsequently limiting patients in their options. HCPs make as-
sumptions about whether patients want to intervene as well as
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patients’ personalities and what they can handle, which could
hinder openly discussing patient preferences.

An important distinction could be made between LHL as a trait
and LHL as a state [34]. LHL-patients are by default susceptible to
persuasion when engaging in decision-making (i.e. trait LHL).
However, health literacy also depends on context, meaning that
patients from all health literacy levels are at risk of being tem-
porarily debilitated when in vulnerable settings or situations, such
as palliative care (i.e. state LHL). Patients with LHL and in palliative
care could be confronted with both trait and state LHL, resulting in
being extra vulnerable to persuasive communication.

Different types of communication behaviours have varying per-
suasive effects. However, little is known about these effects. The field
would greatly benefit from research on assigning weights to dif-
ferent persuasive behaviours, since it would help HCPs with avoiding
behaviours with the highest effects. Another option would be to
assign expected weights to persuasive behaviours based on per-
suasion theory. The cognitive approach seems most relevant, since it
is concerned with cognitive processes that inhibit or promote per-
suasion. When patients are able to understand and elaborate and
concurrently are motivated to do so, they will carefully process and
evaluate the message. However, although motivation may be high,
the ability of LHL-patients and/or patients in the palliative phase
may be low [35].

At first glance, avoiding persuasive communication while pro-
moting patient-centered care may seem unattainable, since some
behaviours described as persuasive, for example being empathetic or
making recommendations, are in fact core components of patient-
centered care, which is defined as “providing care that is respectful
of, and responsive to, individual patient preferences, needs and va-
lues, and ensuring that patient values guide all clinical decisions
[36]. However, one does not necessarily exclude the other. The es-
sence of patient-centered care should be inviting the patient to
participate and tailoring the consultation to the patient’s needs.
HCPs who explore patients’ wishes do not automatically nudge them
in a certain direction [37]. Using evidence or empathy may have
varying effects on different patients and therefore it is essential to
know what a patient needs to make a decision.

To our knowledge, this is not only the first study which used a
broad definition of persuasive communication, it also went beyond
treatment decisions by incorporating all types of decisions discussed
during consultations. Combining literature, extracts and stakeholder
perspectives allowed for triangulation and led to an extensive
overview of persuasive communication behaviours. The stakeholder
meetings were a valuable addition to this study, since they provided
new views and nuances. Participants are less biased and share their
views and opinions, ultimately leading to verification of the re-
searchers’ analysis and thus increased reliability and validity.

Some limitations are worth mentioning. Firstly, as the aim of this
study was to explore the variety of persuasive communication be-
haviours, these have not been validated. Nevertheless, the beha-
viours provided a relevant analysis and were coded reliably. This
study can therefore be seen as a first step in providing a validated
protocol for studying persuasive communication. Secondly, it is
unknown whether patients were vulnerable to persuasive commu-
nication due to LHL, the palliative care context or a combination
thereof. Thirdly, nine out of 24 identified persuasive communication
behaviours were not observed in the extracts. None of the beha-
viours categorised as probability framing were observed. An ex-
planation might be that in palliative care, focus shifts from
probabilities to quality of life. Moreover, statistics may confuse LHL-
patients [6]. Both explanations underline the redundancy of prob-
ability framing for this population. Future research should study
whether the unobserved behaviours are relevant in other (health-
care) settings. Fourthly, HCPs were aware that the study focused on
communication with LHL-patients, potentially altering their
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behaviour. They were, however, unaware of the specific focus on
persuasive communication. Fifthly, only transcribed extracts of the
consultations were accessible, which meant that the first author had
no influence on how the extracts had been selected and also made it
difficult to assess to what extent potential biases had been mini-
mised. However, the extracts were independently selected by two
researchers and subsequently discussed. Lastly, observer bias may
have occurred due to the first author’s prior knowledge, meaning
that when searching for persuasive communication, it will be found.
This type of bias was minimised by having a second coder, who in-
dependently coded 14%, as well as organising stakeholder meetings,
which were incorporated into the final analysis.

4.2. Conclusion

Persuasive communication can be observed in almost all con-
sultations between LHL-patients and their HCPs in hospital-based
palliative care in the Netherlands. However, we do not know whe-
ther HCPs use persuasive communication more in consultations with
LHL-patients than in general. Although persuasive communication is
in essence undesirable, there are situations in which persuasive
communication can be of use. Before deciding which role persuasive
communication plays in medical decision-making, it is necessary to
study the phenomenon more in depth and deepen our under-
standing of its mechanisms and impact.

4.3. Practice implications

This study underlines that it is important that HCPs become
aware of using persuasive communication. Awareness could be
created by improving training and education for HCPs, for instance
by incorporating a module on persuasive communication in existing
courses about SDM. Also, HCPs should receive help in providing
balanced and unbiased information, for example with basic pictures
and decision aids. These materials should be accessible as well as
easy to use and understand for patients of all health literacy le-
vels [38].

Future research could focus on following patients throughout
their care in order to study the impact of persuasive communication
on their attitudes, intentions and actual behaviour concerning
medical decision-making. More research is needed comparing
health literate and LHL-patients and how they are affected by per-
suasive communication. Moreover, research should concentrate on
differentiating between trait and state LHL, e.g. for how long has a
patient been in a state of LHL, what are potential consequences and
how do these compare in patients with trait LHL? Research could
also focus on those behaviours that are theoretically expected to
have the highest weight. Lastly, validating this protocol for studying
the use of persuasive communication in medical decision-making
could result in a useful tool to systematically analyse persuasion in
patient-provider consultations.
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