Do gastrointestinal cancer patients want to decide where they have tests and surgery? A questionnaire study of provider choice.
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ABSTRACT

Background: Choice of provider has been an important strategy among policy makers, intended, in part, to drive improvements in quality and efficiency of health care. This study examined the information requirements, and decision-making experiences and preferences of patients who have had surgery for gastrointestinal cancer, to assess the status of provider choice in current practice.

Methods: The single-item Control Preferences Scale was used to determine patients’ experiences and preferences when being referred for tests, and choosing where to have surgery. Participants used a Likert scale to rate the importance of 23 information items covering a variety of structures, process and outcomes at hospital- and department-level. Participants were recruited by post and online.

Results: 463 responses were analysed. Patients reported very low levels of involvement in provider choice, with their doctor deciding where they underwent tests or surgery in 77.0% and 81.8% of cases, respectively. Over two-thirds of participants would have preferred greater involvement in provider choice than they experienced. Of note, patient age and education were not associated with reported preferences. Information on how long cancer patients wait for treatment, annual operative volume and postoperative mortality rate, as well as retained foreign bodies and infection rates were considered very important.

Conclusion: There was a substantial unmet desire for greater involvement in provider choice among study participants. Respondents attached particular importance to surgery-specific information. Efforts should be made to increase involvement of patients with gastrointestinal cancer in provider decisions, across primary and secondary care, to deliver more patient-centred care. The reported lack of patient involvement in provider choice suggests it is unlikely to be working as an effective lever to drive quality improvement at present.

INTRODUCTION

In 2009, provider choice was made a formal part of the National Health Service (NHS) Constitution.[1] Over recent years, successive UK governments have made great efforts to facilitate patient choice, for various reasons: to improve efficiency; to reduce waiting times; to improve provider responsiveness to patients; and potentially to add value that patients may attach to participating in health care choices.[2,3] Certain of these objectives rely on patients acting as informed consumers, behaving according to rational decision theory to maximise their own interests. However, patients may not make health care decisions in this way for a variety of reasons. They may struggle to obtain and understand complex health care information.[2,4,5] They may also be unwilling to take responsibility for such important decisions, preferring to defer to a patriarchal model of decision-making.

Previous work has begun to define patient awareness and experience of choice in the NHS. Approximately half of patients referred for an outpatient appointment by their General Practitioner (GP) are aware of their right to choose their provider.[2,6,7] Patients and the public consider choice important,[2,8] and over 80% of participants in two supported choice schemes within the NHS recommended their respective programs.[9,10] However, data collected on behalf of the Department of Health suggests that a maximum of 50% of patients receiving an outpatient appointment were offered choice, and this may have fallen recently.[6,7] Reports about whether patients have enough information to make decisions vary widely; recent data shows that 60-89% of respondents reported that they had enough information to help them make provider choices,[2,6] whereas earlier international work reported that only 35% of UK respondents had sufficient information to choose a hospital.[8]

Alongside measures to increase patient choice, there has been significant growth in the quantity of information available about providers. In part, this has occurred to help facilitate meaningful patient choice, as patient 'consumers' need relevant information upon which to base decisions, although some evidence suggests they may not use available information.[11] However, other benefits include increased transparency and direct effects to drive quality improvement among providers, unrelated to market-driven competition for patients.[12–14]

This study set out to examine provider choice experiences and preferences, as well as identifying what information was considered important by patients that had undergone gastrointestinal (GI) cancer surgery in England. Previous research examining choice among cancer patients has typically focused on treatments,[15] rather than providers. Patients with cancer have largely been excluded from studies investigating provider choice. This study aimed to increase understanding of the preferences of these patients to help healthcare providers meet their needs more effectively, and to expand understanding of the experience and role of patient choice in the NHS.


METHODS

Questionnaire design

This cross-sectional questionnaire study examined two key areas: patients' self-reported experiences and preferences for involvement in provider choice for tests and surgery; and what information patients considered important about their provider and surgical team. Participants used the single-item Control Preferences Scale (see table 1) to rate their experiences and preferences for involvement in decision making.[16] The Control Preferences Scale has been widely used to study treatment choice, including among cancer patients,[17] and the single item version is quick and easy for patients to complete independently. Two decision points were examined. Patients were asked about their involvement in choosing a provider before being diagnosed with cancer, when they had 'tests to examine their insides' (decision point 1). They were also asked whether they had been involved in provider choice after they had been diagnosed with cancer, had had further tests to establish their fitness for surgery, and decided to have an operation (decision point 2). These two points were selected because patient may have different experiences and preferences before and after a diagnosis of cancer has been made. At each stage, participants indicated with whom they would like to discuss decisions.

From the publicly available information on NHS Trusts, 23 items were selected, covering a range of structures, processes and outcomes, at organisational and departmental levels (see table 5). These data were chosen to reflect a number of different aspects of individual Trusts and units. In addition, while it may also be important to establish specifically what information patients would ideally like to receive, such items may not be readily available, requiring prospective collection with the associated financial implications. Participants were asked how important each of the selected items would have been to them once they knew they were going to have surgery. Respondents rated each item on a 5-point Likert scale, from 1 (not important at all) to 5 (critically important). An optional section asked for demographic information, including age, gender, education level and type of cancer.


	Decision style
	Role descriptor
	Code

	Active
	I made the decision myself
	A

	
	I made the final decision after seriously considering my doctor's opinion
	B

	Shared
	My doctor and I shared responsibility for deciding
	C

	
	My doctor made the final decision after seriously considering my opinion
	D

	Passive
	My doctor made the decision on his/her own
	E



Table 1. 5-point single-item Control Preferences scale for decision-making experiences or preferences.

Administration

After a pilot phase, the questionnaire was administered to adults who had previously undergone surgery for upper or lower gastrointestinal (UGI or LGI) cancer. Five NHS Trusts each posted 50 surveys to patients they had treated (3 and 2 Trusts included UGI or LGI cancer patients, respectively). Three were large teaching hospital Trusts (2 in the capital), and two were district general hospitals. Besides the broad focus on choice in the NHS, there were no local initiatives to promote patient choice. The study was closed 8 weeks after the last survey was posted. Contemporaneously, two patient support groups publicised the study among their members: one LGI group posted a brief description and web-link on its forum; the other UGI group sent two emails, two weeks apart, to its members to advertise the study.

The study was not designed to measure a specific difference between groups, and therefore no power calculation was appropriate. We aimed to obtain 100 postal responses. With an estimated 40% response rate, this required 250 packs be sent out. It was hoped to recruit a similar number of patients via support groups. No financial incentives were offered to participants.

Data analysis

All analysis was conducted using IBM SPSS for Windows, Version 22.0 (IBM Corp., Armonk, USA). Missing data were excluded on a question-by-question basis. At decision point 1, cases were also excluded if respondents indicated that they had seen someone other than their GP initially, as other modes of presentation (such as via the Accident and Emergency (A&E)) may have limited the opportunity to participate in provider choice. At both decision points, experience ratings were excluded if other question responses for the same decision point were contradictory. For example, if a participant indicated that their GP had not offered them a choice of provider, yet they rated their experience as 'My doctor and I shared responsibility for deciding'. 

Frequencies of responses were determined. The degree of matching between reported experiences and preferences was examined. Cases were excluded from this part of the analysis if they did not include a valid experience rating and an associated preference response. Factors associated with decision-making experiences and preferences were investigated using hierarchical regression. This examined patient factors as fixed effects, allowing for potentially different experiences and preferences among postal and online respondents (included in the model as a random intercept). Patient factors with more than 2 categories were collapsed into fewer, larger groups for this analysis.

Ordinal importance ratings for information items were tested for normality, and appropriate descriptive statistics reported. The relationship between decision-making preferences when being referred for surgery and reported information needs was examined using Spearman’s rank correlation coefficient.
	
Ethical considerations

Ethical approval was granted by the South West Research Ethics Committee on 21st July 2014 (reference: 14/SW/1043). All survey responses were anonymous. Postal participants provided implicit consent by completing and returning the survey. Online participants indicated consent after reading the information page before proceeding to the questionnaire.

RESULTS

Response rates and participant characteristics

463 responses were included in the analysis. 118 (47.2%) valid responses were received from 250 surveys posted. Online response rates could only be calculated for the UGI cancer support group. 256 (23.1%) responses could be attributed to 1 108 emails delivered. Response rates were significantly higher for the postal survey (p < 0.001, 2-tailed χ2 test).

Participant characteristics are provided in table 2. The majority of respondents were aged between 50 and 69 years (273 of 424 (64.4%)), and most were male (286 of 419 (68.3%)). Recruitment through the UGI cancer support group’s email list resulted in a sample dominated by this cancer type (334 of 415 (80.5%) responses).

Provider choice

Participants indicated whether they were given a choice of provider at both decision points (see supplementary file table 1). 71 of 463 (15.3%) respondents indicated that their initial consultation was not with their GP, with a number reporting presenting as an emergency via A&E.

Experience and preference ratings for involvement in decision-making are shown in table 3. Patients reported very low levels of involvement in choice of provider, with their clinician deciding where they underwent tests or surgery in 77.0% and 81.8% of cases. Only 11.4% and 14.0% of patients wanted their doctor to make provider choices for them, at decision points 1 and 2 respectively. Experience ratings were significantly different from preference ratings at both points of the pathway (p < 0.001 each, 2-tailed χ2 test).


	
	
	n
	%

	Recruitment method
	Post
	118
	25.5

	
	Online
	345
	74.5

	Age (years)
	< 40
	13
	3.1

	
	40-49
	27
	6.4

	
	50-59
	114
	26.9

	
	60-69
	159
	37.5

	
	70-79
	93
	21.9

	
	≥ 80
	18
	4.2

	
	Missing
	39
	

	Sex
	Male
	286
	68.3

	
	Female
	133
	31.7

	
	Missing
	44
	

	Education
	Secondary school
	160
	38.3

	
	Vocational qualification
	109
	26.1

	
	University
	108
	25.8

	
	Postgraduate degree
	41
	9.8

	
	Missing
	45
	

	Cancer type
	Upper gastrointestinal
	334
	80.5

	
	Lower gastrointestinal
	81
	19.5

	
	Missing
	48
	

	Time since surgery (years)
	< 1
	128
	31.4

	
	1-2
	153
	37.5

	
	3-5
	66
	16.2

	
	6-10
	37
	9.1

	
	> 10
	24
	5.9

	
	Missing
	55
	

	Cured by surgery
	Yes
	306
	74.5

	
	No
	38
	9.2

	
	Unsure
	67
	16.3

	
	Missing
	52
	

	Any health care-related harm
	Yes
	66
	15.8

	
	No
	309
	74.1

	
	Unsure
	42
	10.1

	
	Missing
	46
	



Table 2. Respondent characteristics.

The relationship between experience and preference ratings was examined. Preference and experience role matching is shown in table 4 (a detailed breakdown is available in supplementary file table 2). At both decision points, the majority of patients reported a preference for greater involvement in decision-making about providers than they had experienced (253 of 371 (68.2%) and 297 of 423 (70.2%) for tests and surgery, respectively).


	
	Decision point 1
	Decision point 2

	
	Experience
	Preference
	
	Experience
	Preference
	

	Role
	n
	%
	n
	%
	p
	n
	%
	n
	%
	P

	A
	40
	10.4
	21
	5.6
	<0.001
	19
	4.4
	28
	6.4
	<0.001

	B
	17
	4.4
	81
	21.4
	
	25
	5.8
	98
	22.5
	

	C
	25
	6.5
	183
	48.4
	
	29
	6.8
	191
	43.9
	

	D
	6
	1.6
	50
	13.2
	
	5
	1.2
	57
	13.1
	

	E
	295
	77.0
	43
	11.4
	
	351
	81.8
	61
	14.0
	

	Missing
	2
	
	13
	
	
	24
	
	28
	
	

	Total
	385
	
	391
	
	
	453
	
	463
	
	



Table 3. Frequencies of decision-making role experiences and preferences at different decision points. See table 1 for descriptions of roles A-E; p-value calculated using two-tailed χ2 test.

	
	Decision point 1
	Decision point 2

	
	N
	%
	n
	%

	Prefer less involvement
	34
	9.2
	16
	3.8

	Preference matched
	84
	22.6
	110
	26.0

	Prefer more involvement
	253
	68.2
	297
	70.2

	Total
	371
	
	423
	



Table 4. Degree of matching between decision-making role experiences and preferences at different decision points.

Participants were asked with whom they would like to discuss decisions about choosing a provider (see supplementary table 3). When being referred for tests, family and GPs were most frequently selected. Once a decision to undergo surgery had been made, family remained the most common response, with similar numbers wanting to discuss choice with a specialist hospital doctor. GPs and specialist hospital nurses were also important, though they were selected less often.

Factors associated with experiences and preferences

Patient factors were collapsed into the following groups: age < 60 versus ≥ 60 years; secondary school or vocational education versus university or postgraduate degree; < 1 versus 1-2 versus ≥3 years since surgery; self-rated cure versus other rating; no self-rated health care-related harm versus other rating.

Univariate analysis showed that online participants were younger (p = 0.002, χ2 test), more highly educated (p < 0.001), and had their surgery longer ago (p < 0.001), compared with postal respondents. Online respondents reported similar experiences of decision-making (p = 0.660 and p = 0.534 at decision points 1 and 2, respectively; Mann-Whitney U Test), but expressed preferences for greater involvement than postal respondents (p < 0.001 at both decision points).

Hierarchical analysis results showed that reported experiences were not significantly associated with patient gender, education, age, cancer type, time since surgery, cure status or health care-related harm. However, there were statistically significant associations with patients' preferences. At decision point 1, non-cured status was significantly associated with reported preference for greater involvement in provider choice when being referred for tests (p = 0.031). At decision point 2, non-cured status and female sex were associated with an expressed desire for greater involvement in provider choice for surgery (p = 0.002 and p = 0.046, respectively). Cancer type, patient age, education, health care-related harm and time since surgery were not associated with preferences at either point. The extremes of preferences predicted by the model were examined across both decision points. Patients with the lowest predicted preferences for involvement wanted their doctor to choose in 26.9%-33.3% of cases. Therefore, 66.7%-73.1% of such patients wanted some degree of involvement in provider choice. Conversely, those with the highest preference for involvement only wanted their doctor to decide in 1.6%-4.0% of cases.

Information needs

430 responses were analysed (33 excluded returns contained no ratings). Kolmogorov-Smirnov Tests showed that all ratings were non-normally distributed. Mean, median and interquartile ranges are provided in table 5. The five highest rated items, in order, were how long patients with respondents’ type of cancer waited for treatment, hospital rates of infection with ‘super-bugs’, the number of operations where a foreign body was left behind each year, annual volume for respondents’ type of cancer operation, and postoperative mortality rates. The five lowest rated items, in order, were how much of the hospital’s waste was sent for recycling, whether the hospital balanced its income and spending, how many beds there were in the hospital, how full the hospital usually was, and how much it cost to park there.

Relationship between decision-making preferences and information needs

After applying the Bonferroni correction, there was significant, moderate (0.1 < ρ < 0.3) correlation between decision-making preferences and 8 information items (p ≤ 0.002). There were associations with the following hospital-level information items: rates of infection with ‘super-bugs’, hospital-wide death rates, hospital readmission rates and error reporting by staff. There were also associations with surgery-specific information: annual operative volume, post-operative mortality, longer-than-expected stay after any form of surgery, and last-minute cancellation of operations. In all cases, the direction of correlation suggested that patients who wanted greater involvement in decisions rated the above information items as more important.
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	Mean
	Med
	IQR
	n

	Organisation level
	
	
	
	
	

	Structure
	How many beds there are in the hospital
	2.38
	2
	2
	429

	
	How many consultants there are in the hospital
	3.20
	3
	1
	427

	
	How many nurses, midwives and health visitors there are in the hospital
	3.02
	3
	2
	427

	
	How many nurses, midwives and health visitors there are per bed in the hospital
	3.46
	4
	1
	425

	
	How much it costs to park at the hospital per hour
	2.68
	3
	2
	427

	
	How long it takes me to get to the hospital from my home
	2.89
	3
	2
	427

	
	
	
	
	
	

	Process
	How full the hospital usually is
	2.66
	3
	2
	425

	
	How often staff report things that may have gone wrong in the hospital
	3.85
	4
	2
	427

	
	How often the hospital checks whether patients are at risk of clots on the legs or lungs while in the hospital
	4.12
	4
	1
	428

	
	
	
	
	
	

	Outcome
	Rates of infection with  'super-bugs' in the hospital
	4.15
	4
	1
	430

	
	Whether the hospital successfully balances its income and spending
	2.35
	2
	2
	426

	
	How satisfied staff are with the care they deliver across the whole hospital
	3.90
	4
	2
	428

	
	Previous patients satisfaction with their care across the whole hospital
	3.70
	4
	1
	426

	
	Whether the whole hospital has an average number of deaths, or more or less than expected
	3.59
	4
	2
	425

	
	How often patients are readmitted to hospital soon after receiving any form of care provided there
	3.63
	4
	1
	426

	
	How much of the hospital's waste is sent for recycling
	2.12
	2
	2
	425

	
	
	
	
	
	

	Department level
	
	
	
	
	

	Structure
	How many of this type of cancer operation the team performs each year
	4.14
	4
	1
	422

	
	
	
	
	
	

	Process
	How long patients with your type of cancer wait for treatment
	4.39
	5
	1
	425

	
	How many operations of any type were cancelled at the last minute in the hospital over the previous year
	3.43
	4
	1
	423

	
	
	
	
	
	

	Outcome
	How often patients die soon after your type of cancer operation in this hospital
	4.14
	4
	1
	422

	
	How well previous patients with your type of cancer rated the hospital
	3.96
	4
	1
	423

	
	How often patients having any form of surgery stay in much longer than expected
	3.54
	4
	1
	422

	
	The number of operations each year where the doctors and nurses accidentally left something behind inside the patient, such as a swab or instrument
	4.15
	5
	1
	422



Table 5. Participant ratings of importance of information items. Scale ranged from 1 (not important at all) to 5 (critically important).

DISCUSSION

In this study, the vast majority of patients with GI tract cancer were not offered a choice of provider for tests or surgery, and more than two-thirds would have liked greater involvement in these decisions than they had experienced. Patients most wanted to discuss provider choice with their GPs, specialist doctors, and family. In general, participants considered surgery-specific information to be most important. Four of the five most important information items were: cancer-specific treatment wait times; number of operations where foreign bodies were left in patients at surgery; annual operative volume; and postoperative mortality rates.

The strengths of this study include the large sample and relatively good response rates obtained.[18–21] The study has ecological validity as participants were reflecting on real-world experiences of health care. The study also has important limitations. The study cohort was younger than the typical patient population for oesophageal, gastric or colorectal cancer,[22] as well as being more highly educated than the general population in England and Wales.[23] Patients rated their experiences and preferences using the single-item Control Preferences Scale. This simple and easily administered tool met the needs of this study, but does not provide a detailed understanding of how patients want to exercise choice. Patients may have expressed certain preferences and opinions when asked in this study, yet they may behave differently at the time of making a particular decision. Specific biases may have affected participants' responses. The lack of association between time since surgery and participant's responses suggests that recall bias was not a major problem. The association between reported preferences and cure status may be interpreted as evidence of hindsight bias. However, examination of the extremes of preference predicted by the model showed that this bias did not alter the key finding of the study, that the majority of patients reported a desire to be involved in decision-making about their provider. While the study examined the importance patients attached to information items, it did not assess the nature or adequacy of information actually received. It also did not ask respondents whether they would use the selected information presented to guide their choice of provider. There is evidence that even when relevant information is available, patients do not seek or use it to make provider decisions[11]. Postal and online responses were analysed together, although online participants, as members of patient support groups, may have self-selected as more active participants in health care. Hierarchical modelling was used to allow for this when investigating factors associated with decision-making experiences and preferences.

The participants in this study expressed a clear preference for being involved in decision-making, with 43.9% to 48.4% of respondents indicating a preference for equal sharing of decisions, although only 6.5% to 6.8% reported experiencing this level of involvement. The validity of comparison with other studies focused on treatment decisions is not clear. With this in mind, the present results are similar to those reported in a recent review of decision-making preferences across a broad range of patient groups.[17] However, a colorectal cancer-specific review reported that the majority of patients preferred a passive role in decision-making, based on studies published between 2003 and 2008.[15] GI cancer patients’ preferences may have shifted over time. Expectations about the responsiveness of health care providers may have changed, in line with the political emphasis on choice over the last decade. The high levels of involvement desired in the present study group contrast with reported reluctance among GPs to offer choice in all circumstances, especially when specialist treatment is required.[2]

In the vast majority of cases, patients did not experience the level of involvement in decision-making that they preferred; only 22.6% to 26.0% of respondents reported matching of role preferences and experiences. These figures are much lower than the 63% preference-matching reported in a recent review.[17] As preferences were similar, this difference arose because participants in the present study perceived much lower rates of involvement in decision-making.

Mismatches between preferences and experiences of decision-making have importance beyond the basic moral imperative to respect patients’ autonomy and to deliver patient-centred care. When patients' experiences match the level of involvement that they prefer, post-consultation anxiety is significantly reduced, compared with experience-preference role mismatch.[24] Shared decision-making may improve patient satisfaction and reduce conflict over decisions.[25] Qualitative work suggests involvement in decision making is important because it helps patients develop a sense of control, reduce anxiety, and plan for the future, even when there are no real choices.[26] Shared decision-making may be achieved in different ways, depending upon context, although common factors include an interactive exchange, based within a trusting relationship, resulting in a clear decision being made.[27]

Participants most wanted to discuss decisions with their GP and family when being referred for tests, or with their specialist doctor and family when deciding where to have surgery. These findings are consistent with previous similar work.[2,5,7,9] The importance of family in helping patients make decisions should not be neglected. When faced with complex and high-stakes decisions, patients may prefer to base choices on personal experience, intuition and anecdote rather than complicated technical data.[2,4,12] However, patients recognise that their doctors have important knowledge and expertise that are necessary to help them make sense of the decisions they face.[5] The pivotal roles of GPs and hospital specialist doctors are clear, if the degree of mismatch between patients’ experiences and preferences is to be reduced. Efforts should focus not just on improving patient involvement, but also on how clinicians make referral decisions; many doctors distrust performance data and base referral practices on experience and personal recommendation.[2,28] Our results highlight that doctors should not make assumptions about which patients want to be involved in provider choice. Education and age were not associated with preferences, and responses covered the full range available. Clinicians should be encouraged to increase involvement, but this should be tailored to the needs of individual patients.

Among the information items examined, participants attached primary importance to those directly relevant to their surgery. Others have reported similar findings, when participants were asked what information was important to them or helped them determine provider choice.[2–4,9,10,29] For example, Boyce et al reported MRSA blood stream infection and mortality rates were the two highest rated information items in their investigation of online information provision and provider choice.[4] Others reported a similar focus on cleanliness, success rates of treatment and high quality of care.[2,9] Variable ratings between studies, and the finding that information preferences are not stable over time[4] suggest there can be no fixed recommendation about what information should be provided for patients. Information needs are also likely to be highly personal.

Participants who reported a preference for greater involvement in provider choice for surgery attached greater importance to a number of specific information items. These included key surgical information such as operative volume and postoperative mortality. However, this study did not ask what information patients would like to know, if given free choice rather than a pre-selected list, nor how they would use the available information to guide their choice of provider. It was first necessary to establish whether patients wanted to be involved in choice, before further work can focus on this in more detail. Some information patients considered important may lack the potential to discriminate between providers. The present study addressed information needs more broadly, and the findings can help better inform all patients, whether or not they want to exercise choice. The information examined is already freely available, and it would be easy to present patients with a summary of the top 5 rated information items. This data could easily be collated by NHS Choices, or by an independent organisation such as Dr Foster Intelligence.

Our results have implications for policy makers, as well as for practicing clinicians. This study suggests that patients are not adequately involved in provider choice for this to act as a useful mechanism to drive quality improvement. If this objective is to be pursued, much work needs to be done to increase patient involvement, and to provide appropriate information to inform provider choice. Delivering greater patient involvement may be challenging, requiring a change in culture among health care professionals who perhaps default to a more patriarchal role when caring for patients with cancer. It is also critical to remember that greater involvement in decisions may not result in changes in referral patterns, and it may therefore not drive market reform through competition.

[bookmark: _GoBack]Given the limitations of this retrospective study, confirmation with prospective data is warranted. The present findings may be generalised with caution to other patient groups within the UK. However, expectations about involvement in health care decisions may be shaped by broad political and socio-cultural factors. Therefore, further work is needed to establish generalisation to health care systems in other countries.

This study has documented an unmet desire for greater involvement in decision-making regarding provider choice among GI cancer patients. These patients want to discuss these decisions with their family, GPs and hospital specialists. They consider specific information about treatment waiting times, operative volume and postoperative mortality rates to be important, as well as safety information on retained foreign bodies at surgery, and hospital infection rates. Increased involvement in decision making may improve patient satisfaction and reduce anxiety at a difficult time for patients. Limited current involvement makes it unlikely that patient provider choice is an effective lever for quality improvement at present.
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