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Introduction: Few studies have been conducted into how physicians use steering behaviour that may
persuade patients to choose for a particular treatment, let alone to participate in a randomised trial. The
aim of this study is to assess if and how surgeons use steering behaviour in their information provision to
patients in their choice to participate in a stepped-wedge cluster randomised trial investigating an organ
sparing treatment in (curable) oesophageal cancer (SANO trial).
Materials and methods: A qualitative study was performed. Thematic content analysis was applied to
audiotaped and transcribed consultations of twenty patients with eight different oncological surgeons in
three Dutch hospitals. Patients could choose to participate in a clinical trial in which an experimental
treatment of ‘active surveillance’ (AS) was offered. Patients who did not want to participate underwent
standard treatment: neoadjuvant chemoradiotherapy followed by oesophagectomy.
Results: Surgeons used various techniques to steer patients towards one of the two options, mostly to-
wards AS. The presentation of pros and cons of treatment options was imbalanced: positive framing of AS
was used to steer patients towards the choice for AS, and negative framing of AS to make the choice for
surgery more attractive. Further, steering language, i.e. suggestive language, was used, and surgeons
seemed to use the timing of the introduction of the different treatment options, to put more focus on one
of the treatment options.
Conclusion: Awareness of steering behaviour can help to guide physicians in more objectively informing
patients on participation in future clinical trials.
© 2023 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY license

(http://creativecommons.org/licenses/by/4.0/).
1. Introduction

Shared decision making (SDM) is used to involve patients in
making choices about their treatment [1]. This is particularly true
for situations where no single treatment is superior to others,
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which can therefore be called ‘preference-sensitive’ decisions [2].
SDM requires a thorough discussion between physician and patient
of the uncertainties, benefits, and harms of different treatment
options. One way to do so is by following the model of Stiggelbout
et al. (2015), consisting of four steps [3]. First, patients should be
informed that a decision needs to be made and that their opinion is
important [4]. Second, the options and their pros and cons are
explained. Third, the preferences of the patient are discussed.
Finally, it is discussed whether patients want to make their own
decision or whether they want to leave it to the physician, and the
under the CC BY license (http://creativecommons.org/licenses/by/4.0/).

al., Surgeon's steering behaviour towards patients to participate in a
A qualitative study, European Journal of Surgical Oncology, https://

http://creativecommons.org/licenses/by/4.0/
mailto:m.deveer@erasmusmc.nl
www.sciencedirect.com/science/journal/07487983
www.ejso.com
https://doi.org/10.1016/j.ejso.2023.05.010
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.ejso.2023.05.010


M.R. de Veer, M. Hermus, C.J. van der Zijden et al. European Journal of Surgical Oncology xxx (xxxx) xxx
decision is made or postponed.
It is not always easy for physicians to engagewith patients in the

decision-making process [5]. Sometimes information physicians
provide about the disease and its treatment is inconsistent and/or
below the legal minimum of what should be disclosed [6]. Typi-
cally, benefits are given more attention than harms [7]. Research
has shown that most of the treatment decisions made in consul-
tations are still ‘doctor-led’, and patient involvement is low [8e11].
In such decisions, ‘implicit persuasion’ is frequently used, meaning
that choices of patients are often steered towards the treatment
option that the physician thinks is best for the patient [12]. Several
studies found physicians to use different forms of steering behav-
iour to persuade patients to choose for a specific treatment. Ex-
amples are the use of ‘steering language’ (e.g. metaphors, and
‘royal’-plurals (pluralis majestatis) to increase authority and credi-
bility) [12e14]; biased presentation of clinical experience [12,13];
positive and negative framing [14e20], or imbalanced presentation
of pros and cons of treatments and downplaying of side-effects
[12e14]. This steering behaviour disrupts an optimal SDM-process.

An invitation to participate in a randomised trial, is also a
‘preference-sensitive’ decision, in which SDM is relevant, since
‘equipoise’ is present (i.e. the state of ‘substantial uncertainty’ about
which treatment is best) [21]. Consultations in which participation
in clinical trials is discussed with patients can be emotionally and
intellectually challenging [22e26]. Several studies concluded that
information about the presentation of ‘equipoise’ was omitted in
about half of the consultations where patients were asked to
participate in a randomised trial [21,27,28].

Few studies have been conducted into how physicians use
steering behaviour that may persuade patients to choose for a
particular treatment, let alone to participate in a randomised trial.
Steering behaviour can influence the decision-making process
whether to participate in a trial. In the current qualitative study we
took the opportunity to investigate steering behaviour within the
context of the multicentre SANO trial, in which institutions were
randomised in a stepped-wedge cluster design[29]. The aim of the
current qualitative study was to assess if and how surgeons use
steering behaviour when inviting patients with (potentially
curable) oesophageal cancer to participate in this stepped-wedge
cluster randomised trial. Knowledge of such behaviour may help
physicians to become aware of potential pitfalls in discussing future
treatment options with their patients.

2. Methods

2.1. Study design and setting

A qualitative research design was used. Thematic content anal-
ysis was performed of audiotaped and transcribed consultations
between oncological surgeons and patients. The study was carried
out in one academic (Erasmus University Medical Centre Rotter-
dam) and two teaching hospitals (Maasstad Hospital in Rotterdam
and Reinier de Graaf Hospital in Delft) in the Netherlands. Data
collection took place from June to December 2020. The end of this
period was determined by the end of the inclusion period of the
randomised trial.

This study took place within the context of the multicentre
Surgery As Needed for Oesophageal cancer (SANO) trial. The SANO
trial had been initiated to investigate if AS is a safe and effective
treatment alternative for standard oesophagectomy for oesopha-
geal cancer patients with a clinically complete response (i.e. no vital
tumour cells detected with endoscopic biopsies, endoscopic ultra-
sound and PET-CT) after neoadjuvant chemoradiotherapy (nCRT)
[29]. AS consists of frequent diagnostic investigations to assess
recurrence of cancer. If recurrent disease is proven or highly
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suspected, oesophagectomy is offered. The SANO trial applies a
stepped-wedge cluster randomised non-inferiority study design,
which means that randomization took place at an institutional
level. All institutions started offering standard treatment (nCRT
followed by oesophagectomy), and the moment at which partici-
pating institutions switched from the control arm to the inter-
ventional arm (nCRT followed by AS) was randomised. At the time
of this current study, all three institutions had switched to the
interventional arm, and AS was offered to the patients in the
context of the study. Patients were aware of the treatment in the
interventional arm before they signed informed consent and if they
decided not to participate, standard nCRT followed by oesopha-
gectomy was offered. The medical ethics boards of the Erasmus
University Medical Centre approved this study (MEC-2018-526).
2.2. Participants

Patients with recently diagnosed oesophageal cancer and the
treating oncological surgeons were invited to participate in the
study at the patient's first consultation. Operable patients with
locally advanced resectable and potentially curable oesophageal
carcinomawhowere planned to undergo nCRT followed by surgical
resection were eligible for inclusion in the SANO trial [29].
2.3. Procedure and measures

During the first consultation with the surgeon, patients were
informed about the SANO trial after which they also received
written information about the study. Patients did not have to
decide immediately, but were given time to think about the choice
for the experimental treatment or standard oesophagectomy. These
conversations were audiotaped and transcribed verbatim by a
specialised company.

The surgeons were aware that the consultations were recorded
and used to investigate the physicians’ information provision about
the trial. Surgeons were not briefed on how to inform the patients
about the SANO trial. Information about the age and gender of
patients and surgeons was collected.
2.4. Analysis

The transcripts of the consultations were imported in NVivo
(V1.4). The data were analysed according to the principles of the-
matic content analysis [30]. The transcripts were read by two re-
searchers (M.V. and M.H, both psychologists). Both researchers
developed a structured analysis framework independently con-
sisting of provisional categories and codes. Steering behaviour
classified in previous research was used as a starting point for the
codes [12e14], and was supplemented with other types of steering
behaviour identified from the transcripts. The two independently
developed frameworks were compared and discussed, to reach
consensus on a final framework. Based on this final framework, one
researcher (M.V.) coded the transcripts. For ambiguous text frag-
ments that could not be directly classified under a theme, the code
‘other’ was used. Text fragments coded as ‘other’ were discussed
and renamed into an existing or new code which best reflected the
content of the otherwise uncategorised text fragment. After all
transcripts had been coded, two researchers (M.V. and L.K., both
psychologist) reviewed the (sub)themes for internal homogeneity
and external heterogeneity. Based on this analysis, the final themes
were defined to come to a coherent account and accompanying
narrative of the data.
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3. Results

3.1. Participants

Twenty consultations between eight surgeons and their patients
were recorded. All surgeons were white, Dutch males, mean age
47.3 years (SD 9.5); one participant was a fellow in specialised
upper GI surgery. Surgeons had an average of ten years surgical
experience and were actively involved in the preoperative care and
performed surgery themselves. Surgeons differed in their experi-
ence in discussing AS an experimental treatment for oesophageal
cancer, ranging from six to 29 months. The mean age of the twenty
participating oesophageal cancer patients was 63.9 years (SD 17.1),
seventeen were male and three female. Sixteen patients eventually
chose to participate in the trial. The other four patients chose not to
participate, and standard nCRT followed by oesophagectomy was
offered.
3.2. Themes: types of steering behaviour

Data-analysis resulted in four main themes: balancing pros and
cons, steering language, introduction of treatments, and surgeons'
preference. A distinction was made between ‘steering behaviour
towards AS’ (SANO trial) and ‘steering behaviour towards standard
surgery’. Themes are described in detail below, for AS and surgery
separately. Surgeons' quotes from the data are included to illustrate
their steering behaviours.

1. Balancing pros and cons

A frequently used type of steering behaviour was the imbalance
between pros and cons of AS and standard surgery.

AS: Surgeons made use of positive framing when discussing AS.
They argued that AS offers the possibility to prevent patients from
life-changing complications, by postponing or possibly preventing
oesophagectomy.

“Some people develop an anastomotic leak and lay weeks or even
months in ICU. So it's really serious, and maybe that's why the idea
of that study is so appealing, that if you don't necessarily need it
[surgery], you don't have to undergo it” [Surgeon 6; consultation 9]

Furthermore, AS was framed as a safe treatment option since
surgery would always be an option later in the process. Negative
framing of surgery was also used, but less often. In such cases it was
emphasised that if no viable tumour cells were detected in the
removed tissue or if the cancer had unknowingly metastasised, the
surgery would have been futile.

Surgery: When surgeons used steering behaviour towards sur-
gery, pros and cons presented were not always in balance. Here too,
steering behaviour was aimed at the patient's opinion about AS. An
example of negative framing of AS is that surgeons extremely and
repeatedly emphasised that it is an experimental treatment.

“But it is a very new study, so I cannot say what the risk is, because
hardly anyone has preceded you.” [Surgeon 1; consultation 1]

Negative framing of AS was used more often than positive
framing of surgery. An example of positive framing of surgery is
that in some consultations, possible complications of surgery were
downplayed.
3

2. Steering language

In many cases, steering forms of language were used when
discussing AS and standard surgery. For example, ‘we’-plurals,
known to be persuasive [13,31], were used while discussing both
treatments. These plurals radiate authority, security, and certainty.

AS: The choice of certain words sometimes sounds more
persuasive than other words. The surgeon's quote below illustrates
a steering choice of words.

“Plan A is the SANO trial, …“. [Surgeon 2; consultation 7]

This surgeon chose to call the SANO trial ‘plan A’. His choice to
use the word ‘plan’ gives the apparent impression of AS being tried
first, and if this plan fails, they move on to ‘plan B0, in this case
standard surgery.

Surgery: In some consultations it seemed as if the patient had
already made the decision to have standard surgery. This was
evident not fromwhat the patient said, but more from the way the
surgeon approached the conversation. The quote below shows this
illusion of decisional control where surgery is presented as the only
possible treatment, making it seem as if the decision is no longer
made by the patient. This illusion of decisional control often was
accompanied with priming of the standard treatment and detailed
information about surgery.

“Well, I already saw that she [gastroenterologist] had discussed
some things with you and you are actually here with me to discuss
the surgical plan.” [Surgeon 2; consultation 7]

3. Introduction of treatments

The timing and the way in which surgeons mentioned the
treatment options seemed to influence the further course of the
consultations.

AS: Consultations in which the SANO trial was mentioned early
were more AS-oriented during the rest of the conversation. This
may steer patient's decisions towards trial participation and thus
AS instead of standard surgery. Furthermore, patients who were
told that many other patients were already participating in the
SANO trial, was identified as steering behaviour toward AS. This
statement may lower the threshold to join this large group of
participants, as many people have already preceded them.

“… almost all oesophageal cancer centres participate. We now have
an immense number [participants] and everyone in the world is
looking forward to these results and what will be the outcome,
because that would mean that there might be a completely new
policy." [Surgeon 7; consultation 13]

Surgery: In many consultations, patients were primed with the
standard treatment, in this case surgery. Without first naming all
treatment options, the surgeon starts by explaining the surgery,
which places AS more in the background of the decision-making
process. This timing created a focus on the first mentioned treat-
ment. Furthermore, when discussing surgery, surgeons often gave
very detailed information. As a result, the SANO trial was often not
discussed until late in these conversations.

“… we can offer you a treatment that offers the prospect of a cure,
meaning that the cancer as we see it on the scan now, it is there, but
we think we can treat it with chemotherapy and radiation, followed
by surgery. That is actually the standard treatment we offer in the
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Netherlands. And all over the world by the way.” [Surgeon 3;
consultation 18]

4. Surgeon's preference

Surgeon's frequently mentioned their own personal prefer-
ences, even if patients did not asked for them.

AS: Although giving a personal preference may be attenuated by
stressing that ultimately it is the patient's preference that counts,
the surgeon's preference might direct patients that face an uncer-
tain and complex decision that is contrary to their interests and
preferences. [32].

“Personally, if I had it [cancer] myself, I would participate in the
study, but I don't want to influence you because it's your body and
you two have to decide it together … And if I wouldn't support it, I
would tell you, but we are involved in this study for a reason. It's
not our study, but it really is a study that matters. It's one of the few
studies I've experienced in my life that really matters." [Surgeon 7;
consultation 13]

Surgery: Surgeons tried to put patients at ease by indicating that
they had a good chance that the surgery would be successful and
that negative consequences would be limited. These estimates
about recovery after surgery were often based on the patient's
physical fitness and comorbidities. Furthermore, some surgeons
even gave advice to choose for surgery.

“My proposal would therefore be, if I see and hear you like this, seen
your condition, let's just go for the best possible starting position,
and I think that is the chemoradiation followed by surgery.” [Sur-
geon 5; consultation 3]
3.3. Overarching findings

We found that in the context of this stepped-wedge trial, sur-
geons used steering behaviour, either positive or negative, mostly
with a focus on AS. When steering behaviour was used towards AS,
the SANO trial was positively framed in more cases compared to a
negative framing of surgery. When surgeons used steering behav-
iour towards surgery, the SANO trial was negatively framed in more
cases compared to a positive framing of surgery. So when framing
occurred, it was especially the experimental treatment that was the
subject of the framing, being either positive or negative.

The four steps of SDM were seldom applied altogether in one
consultation. First, patients were not always told that they could
participate in decision-making. Second, patients were often primed
with a particular treatment, making other options less prominent.
The third and perhaps most important step of the SDM-process,
discussing patients’ preference, was applied in only half of the
consultations. The fourth step of SDM, the discussion whether the
patients want to make their own decision or whether they want to
leave it to the physician was regularly used during consultations.
4. Discussion

This study showed that surgeons use different forms of steering
behaviour that may steer patients towards participation in a
stepped-wedge clinical trial. Four categories of steering behaviour
were found: 1) an imbalance of the pros and cons of the different
treatment options; 2) steering language, i.e. suggestive language; 3)
the timing and comprehensiveness of the introduction of treat-
ments; and 4) the mentioning of the surgeon's own preference.
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Furthermore, we found that of the four steps of SDM, only the last
step, discussion whether the patient or the surgeon would make
the decision, was regularly applied.

Engelhardt et al. (2016) identified four types of implicit
persuasive behaviour: unbalanced presentation of benefits and
side-effects, presenting treatment recommendations as authorised
decisions, creating the illusion of decisional control and persuading
patients using (clinical) experience [12]. This has much resem-
blance with our categories 1 and 4, and in a lesser extent relates to
category 2 and 3. In line with other studies, we found evidence of
framing and only little discussion of patient preferences, despite
this being a key element of SDM [14,15]. It is likely that steering
behaviour impacts the patients' choice. A recently published study
from our group suggests that the patients' interpretation of the
doctor's advice can influence their treatment preferences. [33] It
was found that if a doctor seems - according to the patient -
enthusiastic about one of both treatment options, the patient is
tended to opt for that specific treatment, independent of whether
that treatment is active surveillance or surgery. It should however
be noted that the patients that participated in this study had a
strong preferences for one of the two treatment options. It is
hypothesised that if patients with a strong treatment preference
are already receptive for the presumed preferences of their doctor,
this may even be more so in a less pronounced patient group.

This study differs from normal clinical decision-making pro-
cesses because it involves discussion of treatment options within
the context of a stepped-wedge trial, which is different from a
regular randomised trial, because participants know what treat-
ment they are getting. Nevertheless, in all cases SDM is relevant,
especially as the choice for treatment is preference-sensitive and
thus needs non-directive counselling [2]. This argument may hold
even stronger in the case of a trial - as equipoise in fact provides the
rationale for performing a trial. Yet, the four steps of SDM were
applied in very few cases [3]. Sometimes patients were not even
told that they could choose to participate in the trial or not, and
thus, given the stepped-wedge cluster randomised design, in fact
could choose the treatment themselves. Research shows that
fostering choice awareness is connected to better implementation
of the SDM steps, such as informing patients and discussing pref-
erences. [4].

However, conveying medical information can never be
completely value neutral [34]. For instance, the context in which
information is shared influences how it is interpreted. Each person
will, based on personality and previous life experience, give a
different meaning to facts, making all information person-relative.
Value-neutrality is therefore impossible to achieve. So, even when
it would be possible to present ‘neutral’ information, this does not
mean that the information is ‘neutrally’ received. At the same time,
it may also be overtly naive to assume that all medical information
can or maybe even should be offered without any underlying mo-
tives on the part of the sender. Steering behaviour, be it mild or
arbitrary, often stems from the best intentions. Applied to the SANO
trial this may work both ways: as the non-inferiority of AS is not
proven yet, some surgeons may feel a certain need to ‘protect’ their
patients of ‘unknowingly’ entering an experimental treatment, by
overly stressing the experimental character. At the same time, AS
may ‘spare’ a patient invasive surgery and including patients for the
AS arm will finally enable comparison between both treatments.
The primary endpoint of the SANO trial is overall survival, an issue
most surgeons would like an answer to, since an organ-sparing
treatment could prevent patients from disadvantages and risks of
surgery. This might be a reason for the high inclusion rate in the
study.
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4.1. Study strengths and limitations

The use of SDM has been extensively studied in clinical situa-
tions where a treatment choice is to be made, but so far seldom for
trial situations. Indeed this study is the first to investigate if and
how surgeons use steering behaviour towards an experimental
treatment.

A limitation of this study is that all included consultations took
place at institutions in the experimental arm of the stepped-wedge
cluster design of the SANO trial. This means that from a research-
perspective, AS was the preferred treatment at the time of the
consultations. As a result, steering behaviour in this sample could
not be compared with patients treated in the control arm (standard
oesophagectomy). A point of discussion is whether SDM is appli-
cable to a trial such as this. On one hand, the answer is yes: two
treatments are compared of which one is thought to have the po-
tential to be non-inferior. On the other hand, AS is still an experi-
mental treatment, which makes it subordinate to the effectively
proven standard treatment (surgery). This raises the question if AS
needs to be discussed in a similar manner as the standard treat-
ment, and whether the surgery should not always be introduced
first during consultations.

4.2. Clinical implications

The findings of this study can help create awareness among
surgeons and healthcare professionals involved in trial recruitment
in general. Our results provide information on the way surgeons
use steering behaviour. Understanding this behaviour may help to
create awareness and prevent physicians from unintentionally
steering patients towards a particular treatment. Moreover, as it is
thinkable, if not likely, that similar steering behaviour is present in
daily practice, our findings can help to create awareness of steering
behaviour in daily practice, which may eventually lead to consul-
tations that are more in line with standards of SDM.

A possible next step in promoting informed decision-making is
the development of decision aids that can guide patients in making
a choice in line with their values and preferences. [35] These aids
should involve a balanced presentation of the pros and cons of
different treatment options, the use of unbiased language, and
equal attention to each option. By providing these decision aids,
healthcare professionals can facilitate a collaborative decision-
making process that empowers patients to actively participate in
their treatment. Furthermore, training healthcare professionals to
effectively utilize such aids can further enhance proper trial
recruitment. Ultimately, this approach can help mitigate the po-
tential for steering behaviour by professionals, and ensure that
patients are making choices that align with their own values and
preferences.

5. Conclusion

Various types of steering behaviour were identified in the in-
formation provision to patients for participation in a stepped-
wedge cluster randomised trial investigating an organ sparing
treatment in (curable) oesophageal cancer. These include an
imbalanced presentation of pros and cons, steering language and
the timing at which treatments were discussed. Awareness of such
steering behaviour can help to guide physicians in the future, when
they inform patients on participating in randomised trials. When
physicians are unaware of the fact that they sometimes and
possibly unintentionally direct patients towards a certain treat-
ment, they cannot adapt to this either. Creating awareness of
steering behaviour will help improving the information provision
and will contribute to the practice of SDM.
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