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Abstract
Background: Shared decision-making (SDM), a collaborative approach to reach decisional agreement, has been advocated as
an ideal model of decision-making in the medical encounter. Frameworks for SDM have been developed largely from the clinical
context of a competent adult patient facing a single medical problem, presented with multiple treatment options informed by a
solid base of evidence. It is difficult to apply this model to the pediatric setting and children with medical complexity (CMC),
specifically since parents of CMC often face a myriad of interconnected decisions with minimal evidence available on the multiple
complex and co-existing chronic conditions. Thus, solutions that are developed based on the traditional model of SDM may not
improve SDM practices for CMCs and may be a factor contributing to the low rate of SDM practiced with CMCs.
Objective: The goal of our study was to address the gaps in the current approach to SDM for CMC by better understanding the
decision-making activity among parents of CMCs and exploring what comprises their decision-making activity.
Methods: We interviewed 12 participants using semistructured interviews based on activity theory. Participants identified as
either a parent of a CMC or a CMC over the age of 18 years. Qualitative framework analysis and an activity theory framework
were employed to understand the complexity of the decision-making process in context.
Results: Parents of CMCs in our study made decisions based on a mental model of their child’s illness, informed by the activities
of problem-solving, seeking understanding, obtaining tests and treatment, and caregiving. These findings suggest that the basis
for parental choice and values, which are used in the decision-making activity, was developed by including activities that build
concrete understanding and capture evidence to support their decisions.
Conclusions: Our interviews with parents of CMCs suggest that we can address both the aims of each individual activity and
the related outcomes (both intended and unintended) by viewing the decision-making activity as a combination of caregiving,
problem-solving, and seeking activities. Clinicians could consider using this lens to focus decision-making discussions on
integrating the child’s unique situation, the insights parents gain through their decision-making activity, and their clinical knowledge
to enhance the understanding between parents and health care providers, beyond the narrow concept of parental values.
(J Particip Med 2022;14(1):e31699) doi: 10.2196/31699
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Introduction
Children with medical complexity (CMC) are defined as
individuals with complex chronic disease necessitating
specialized care, high family-identified needs, functional
disability, and high health care utilization [1,2]. As of 2007, it
was estimated that CMC in Ontario, Canada comprised 10% of
all hospital admissions and approximately one-quarter of
hospital days [3]. The population of CMC is a heterogeneous
one, including diverse medical conditions such as brain injuries,
cerebral palsy, or extreme prematurity, conditions that are severe
and complex due to the intersection of multiple organ systems
being affected [4]. Due to their complex care needs, the demands
on parents and families of CMC are high, with parents of CMC
interacting, on average, with 13 different physicians and
specialists representing 6 subspecialties [3]. In the United States,
it is estimated that caregivers of CMC spend 11 hours to 20
hours per week coordinating the care their child receives from
their multiple providers [5]. As a result, parents of CMC become
intimately familiar with both the health care system and their
child’s specific health care needs, as active participants in the
provision of care.
Given the challenges of medical care for CMC, their parents
are faced with many difficult decisions. Unlike parents of
healthy children who seek occasional care for a broken bone or
an acute respiratory illness, parents of CMCs often face a
continuous number of interconnected decisions, often without
the support of medical evidence due to the complexity and
co-existence of multiple chronic conditions [6,7]. To support
these complex decisions, shared decision-making (SDM), a
collaborative approach to reach decisional agreement, is a
proposed means of improving health outcomes for children with
chronic medical conditions [8,9]. However, the application of
SDM in pediatrics and for CMC specifically is still poorly
understood [10] and underpracticed when compared with
children without medical complexity [9].
Frameworks for SDM have been developed largely from the
clinical context of a competent adult patient facing a single
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medical problem, presented with multiple treatment options
informed by a solid base of evidence [7,10]. However, given
that this is not the case for CMC, parents may undertake the
decision-making process differently than adults facing a discrete
medical choice. The goal of this study was to explore the
decision-making of parents of CMC as an activity within the
context of a process shared between clinician and parent but
external of current SDM frameworks.

Methods
Overview
In this qualitative study, activity theory informed both the data
collection and analytical approaches taken. The semistructured
interview method used in this study is based on the critical
decision method (CDM) 5-step plan [11,12], supplemented with
probes focused on the elements that comprise an activity as laid
out in activity theory [13,14] using the Activity-Oriented Design
Method (AODM) [15]. The interviews were analyzed using
activity theory as a guiding framework and applying framework
analysis methods [16-18]. A cross-disciplinary framework for
studying different forms of human practices, activity theory
provides a framework to view individual and social systems as
interlinked, continuously evolving processes [19]. Activity
theory was selected as the framework to guide both data
collection and analysis as it provides a map that outlines the
elements that comprise a human practice or activity considering
an individual’s action, reactions, reasoning, and behavior with
a broader context of influential rules, beliefs, and practicalities.
The elements of the activity theory system as pictured in Figure
1 consist of (1) those involved in achieving the aim (Subjects),
(2) the mediating artifacts used in the activity (Tools), (3) the
rules that govern the activity (Rules), (4) other actors involved
in the activity (Community), and (5) the division of activities
among actors in the system (Division of Labor) [20]. The study
was approved by the Research Ethics Board of the University
of Toronto, and signed informed consent was obtained prior to
each interview.
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Figure 1. The activity system, adapted from [21].

Sample and Participant Recruitment
We recruited 12 participants (10 mothers, 1 father, and 1 young
adult, formerly [child] with medical complexity) via social
media groups for parents of children with medical needs in
Ontario, Canada. The inclusion of a young adult CMC was a
pragmatic decision, as the young adult joined the interview with
their parent to elaborate on the story and provide additional
insights. Eligibility criteria included being English-speaking,
18 years or older, and caring for a CMC. To determine if the
child qualified as a CMC, each prospective parent participant
completed a questionnaire listing the criteria for medical
complexity (Multimedia Appendix 1). Parents who answered
“yes” to at least 2 criteria for medical complexity were included
in the study. Qualifying diagnosis for the CMC included children
diagnosed with neurological disorders including cerebral palsy;
rare diseases; and complex respiratory issues, including those
requiring a tracheostomy and mechanical ventilation.
Recruitment ended when thematic saturation was achieved.
Saturation was reached when no new elements of the activity
system, tools, rules, community, subject, object, and division
of labor (Figure 1) were identified. The sample size is similar
to studies utilizing similar methodologies [22,23].

Data Collection
Data were collected using semistructured interviews based on
CDM [11,12]. CDM is a type of cognitive task analysis
interview and knowledge elicitation technique that consists of
a 5-step semistructured interview plan with specific knowledge
elicitation probes [12]. CDM’s 5 steps consist of (1) select
incident, (2) obtain unstructured incident account, (3) construct
incident timeline, (4) decision point identification, and (5)
decision point probing. Interviews lasted 1 hour to 2 hours and
were conducted in person by a single interviewer (FB).
Participants were asked in advance to prepare a story about a
https://jopm.jmir.org/2022/1/e31699
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time they had to make a difficult decision regarding the medical
care of their child in consultation with their child’s medical
team. The parent started the interview by relaying the story
without interruption. To further elicit detailed information on
“the judgements, assessments, and decisions” [11] along with
the “motives, social and cultural issues within the context of
the activity” [15], the interviewer used follow-up probes adapted
from CDM [11] and the activity theory–informed AODM [15].
Notes were taken during the interview outlining the timeline of
the decision, and keywords linked to each probe were
documented. Interviews were also recorded and transcribed
verbatim by a professional transcriber.

Analysis
Interview transcripts and notes were analyzed using the 5 steps
of the framework analysis approach developed by Ritchie and
Spencer [16-18], namely familiarization, thematic analysis,
indexing, charting, and mapping and interpretation. During the
familiarization and thematic analysis phases, 2 researchers (FB,
CL) independently read and open coded the same 3 transcripts
looking for emergent themes and activity theory concepts (tools,
community, rules, division of labor, object, and subject) [13].
A final coding scheme was developed by jointly discussing
disagreements and reaching consensus on the themes and
activity theory concepts identified in the data. At the indexing
phase, the final coding scheme was used by the first author (FB)
to re-code all 10 interviews in Nvivo 12 (QSR International;
Burlington, MA). During the charting phase, relationships were
established between codes, and similar codes were grouped
together. Using Mwanza’s 8-step model [15] as a guide, the
themes and activity theory elements were mapped to the activity
triangles (Figure 1), and different activities were identified based
on their objective (object within the activity system). Focusing
on each activity and related subactivity as the unit of analysis,
interpreting the data consisted of annotating the relationships
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between the elements that comprise the activity, noting the
tensions, contradictions, and actions embarked upon to overcome
them. The results of the analysis were sent to all interviewees
to comment on the analysis and interpretation of the data as to
further corroborate the findings. Feedback from interviewees
included confirmation that the findings reflected their lived
experience and suggestions to revised quotations that they
believed would reveal their identity. Suggested changes were
incorporated and approved by interviewees.

Results
Primary Interview Findings
The interviews conducted relayed stories about difficult
decisions that ranged from the appropriateness of a surgical
intervention to decisions around admission to hospital. Although
the difficult decisions being discussed varied in terms of
interventions, they were similar in that all were deliberated over
multiple conversations with input from multiple health care
providers. The decisions were also similar in that they all had
a long-term goal of improving the child’s quality of life.

Buchanan et al
Our analysis of the parental decision-making process identified
that the activity was comprised of 4 subactivities, outcomes of
which were inputs into the larger decision-making process.
Figure 2 depicts the relationship between the 4 activities of (1)
seeking understanding, (2) seeking treatment, (3)
problem-solving, and 4) caregiving and the larger
decision-making activity. As noted in Figure 2, each subactivity
was oriented toward different distinct immediate goals (object)
that were necessary to achieve the outcome of the larger
decision-making activity. For parents of CMC, decision-making
was not just a single cognitive process of weighing the risks or
choosing between available options. Rather, by engaging in the
4 subactivities, parents make sense of the context in which a
decision is being made while also experimenting with
problem-solving solutions to develop rules that govern and
inform future decisions.
The narrative of our results in the following sections consists
of describing how each subactivity unfolds, including an
explanation of the actions taken by the parents (subjects) to
overcome challenges that occur within the process.

Figure 2. The parent’s decision-making activity system.

Subactivity 1: Seeking Understanding
The activity of seeking understanding was present in all the
interviews and characterized by the need to seek out information
to support the parents’ understanding of the situation they were
facing. The aim (object) of this activity we label as
“sense-making” as the activity is directed toward interpreting
the situation as to transform it [24].
Because we really didn’t know. Like there is not a lot
of information we were given. We kinda had to do
our own research, figure it out and what not. [3002]
https://jopm.jmir.org/2022/1/e31699
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The activity of seeking understanding is initiated by the parents
being presented with a problem or decision point for which an
answer was unclear.
We were presented with the idea after about two days
after her heart surgery that we should try and
extubate her and you know, not having I guess a full
understanding of what that would mean for her or
what that would look like because of the lack of
knowledge around her lung and heart function. [3004]
Parents engaged in the activity of seeking understanding when
they found themselves unclear on how their child’s specific
J Particip Med 2022 | vol. 14 | iss. 1 | e31699 | p. 4
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context could affect the outcome. For this activity, the subjects
(parents) used a series of mediating tools, such as journal
articles, test results, and Facebook to make sense of their child’s
condition and formulate questions that, when answered, would
improve their understanding.
These tools were validated against other cognitive and
behavioral tools such as past experiences and inquiring
questions. Access to health care providers in team meetings
(community) also facilitated getting answers. The activity of
seeking understanding involved questioning if the information
being provided applied to their child’s specific needs.
The strategy going forward from there was to increase
his medication, but they were doing it sooo slowly...I
got around to actually looking at the literature myself
on pediatric dosing, I was frustrated again because
it was so low...the nurse who was doing the
prescribing kept trying to, “He is on a lot of doses...I
think he metabolizes it very quickly.” And the nurse
had us try and go to the “normal” number of doses.
Why? Why did she do that? [3006]
Depending on the situation, the activity was focused on
understanding why a health condition was occurring, why a
specific suggestion was made, or the evidence to support a
proposed course of action.
I want to understand things, I want to be spoke to in
layman’s terms, I don’t like a lot of medical jargon
that confuses me...I want them to dumb it down for
me so I feel comfortable and I feel informed and I
leave with the security of knowing that she’s going
to...that I know. She may not get better, but I just need
to be in the know. [3012]
Activities of understanding were both successful and
unsuccessful. Barriers that limited the subject’s ability to
understand included gaps in the availability of information
(tools), medical jargon, or systemic barriers to accessing the
right people to answer the parents’ questions (rules). At times,
these challenges led to an unfulfilled activity, resulting in
uncertainty.
I don’t really know a lot about what the options are
because with our last conversation, we didn’t really
get a lot of information because we stopped the
meeting because they realized that the key players
were not in the room. [3011]
A common barrier to understanding was not being involved in
the discussions with doctors.
They [the doctors] weren’t involving us in any of their
decisions. They were making decisions that we didn’t
know that they were making without understanding
the risks and benefits involved and without informing
us of any risks that they understand that we didn’t
understand...They would talk about whatever they
would talk about, and they would come back with
their decision, and we just weren’t involved. [3006]
Not being involved in discussions left a gap in parents’
understanding of the reasoning and deliberations that led to a
conclusion:
https://jopm.jmir.org/2022/1/e31699

XSL• FO
RenderX

Buchanan et al
Just because someone tells you they have expertise
does not mean that they’re using it properly and does
not mean they have expertise in your child. [3006]
The final decision or recommendation, even from doctors with
extensive credentials, was not sufficient to support the parent’s
ability to make sense of the situation.
When the activity was successful, the outcome was knowledge
that informed further activities. When the activity was met with
challenges or remained unsuccessful, those challenges were
overcome by undertaking a secondary activity such as
problem-solving or repeating the activity of seeking.
By making sense of their circumstance, parents felt more
comfortable making a decision they felt was the correct one.
I didn’t have to think twice about it. You know,
because everybody was already there, everybody gave
their input. Here it’s like we get a little more
information from this person but if they’re talking
without the other person being there, so it’s like,
would you say the same thing around the other
person, right? So, I remember that was, when we
made the decision, I made the decision by myself, I
didn’t even tell my husband. [3002]
In contrast, when families felt that they were blocked from
gaining a full understanding of their CMC situation, they were
unsure if the options and opinions put before them were the
right ones. Parents wanted to understand why an option was put
forward by clinicians, including the factors the clinicians
considered and whether all available options were included in
the deliberation.
I don’t know if we had exhausted all the measures to
get the information that we needed around her heart.
[3004]
Gaps in the information or lack of appropriate tools to obtain a
full understanding impeded the desire to conclude the
decision-making activity.

Subactivity 2: Seeking Treatment
The activity of seeking treatment is one where the parent either
actively embarked on seeking out an intervention or passively
agreed to the intervention suggested by the doctor and undertook
the tasks to acquire it. The act of seeking out treatment took a
large portion of each parent’s time, and much of that time was
devoted to obtaining the treatment.
It wasn’t a difficult decision for us, it was difficult to
get it to happen, it was difficult to get the doctors to
decide to have it happen. [3006]
Parents were driven to seek treatment or tests as an activity to
obtain a solution to the identified problem. The outcomes of
the activity were sought to provide input into a larger decision
or as a tool to aid in the decision-making activity.
Parents developed their own set of tools to move the activity
forward and overcome barriers. Persistence was a common tool
utilized by parents in repeatedly engaging with health care
providers. They often adapted their communication styles or
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the way they presented the situation based on how well the
technique (or tool) has worked for them in the past:
I kept calling the secretary’s office, put us on a
[surgery] cancellation list, put us on a cancellation
list...Well I’ve come to learn sometimes you need to,
uhmm, this is in air quotes “exaggerate the situation.”
We said, well this isn’t really exaggerating but to the
secretary it might have sounded [starts whispering]
worse than it was. [3001]
Taking on the role of advocates for their children, or as parents
often framed it “I would push, I would push again and push
harder” (3004), was what parents deemed necessary to overcome
the barriers to accessing services, even though many parents
did not want to take on such a role.
I didn’t like the position I was in, in that I had to tell
the doctors to do their job. But I didn’t mind it, I had
no qualms with telling them... [3012]
However, when services were offered, parents felt more
comfortable taking on more of a passive role within the division
of labor.
They just sort of said, here’s the, this is the surgery,
this is the surgery that he needs. And we at first said,
okay, I guess if that’s the surgery he needs, that’s the
surgery he needs. [3011]
A common theme stated by parents was that they felt the need
to trust their physician’s ability to balance evidence with the
specific needs of the child. Parents were comfortable with taking
a passive role only if they trusted that the options put forward
were based on the specific needs and considerations of their
child, after doctors have researched the full suite of options
available.
Even so, our analysis did not identify that parents of CMC were
aware of any tools that were used by doctors to convey their
deliberation process. The result was a tension between the
parents’ desire to trust the physician to execute their job
(Division of Labor) and their need to validate that the
physicians’ actions were based on the child’s specific needs and
not other conflicting motives or influencing factors, including
standard hospital rules or protocols.
So, I’m frustrated with the clinicians, why wouldn’t
they tell you what are the options, do they not know
these exist? I highly disbelieve that the neurologist
who works at “Hospital A” doesn’t know about a gait
lab, that her colleague runs. Why didn’t she tell me
about this? ...Why won’t she say, hey, how about you
go see a movement specialist? Do they not know, do
they not want to tell us, are they overloaded and
bombarded themselves that, you know, we’re just
another number for them, they just want to move on
to the next appointment? [3001]
Access to available treatment options was an identified barrier
dictated by the rules, community, and division of labor within
the activity system. For example, rules requiring doctors’
referrals for certain procedures at times limited obtaining or
changing therapy and treatment.
https://jopm.jmir.org/2022/1/e31699
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They fully said they will not do this procedure. At one
point, I finally got to say, there is nothing I can do to
change your mind on this? [3005]
When the activity of seeking treatment was met with barriers,
the outcome for parents was often frustration or uncertainty.
For example, parents of CMC were frustrated that physicians
controlled access to interventions because of the lack of
reasoning provided.
They just said “no that is not how we do things.”
That’s an exact quote. I will never ever forget it.
[3006]
The lack of information required to support decision-making
drove parents to seek out other alternatives, such as embarking
on a problem-solving activity of their own, repeating the seeking
activity, or looking to understand the situation with insufficient
tools (information). The barriers and facilitators identified in
this activity informed how parents embarked on the
decision-making activity or related activities. Parents looked to
treatments available from accessible sources, such as
accommodating physicians or peers:
Everything I asked for, she [the doctor]
accommodated. Whereas sometimes if you ask a
doctor for a certain test, they just disregard it and
say they don’t need it. She was very open to ordering
everything I asked for. [3010]
When barriers arose, tools such as persistence were sometimes
not enough, and luck often played an important role in gaining
access to care.
I ran into our [specialist]...and she asked me how it
was going, and I burst into tears (laughs) and then
she helped us out. I don’t mean I like [made] a
rational phone call and requested help. It was
desperate times. [3006]
The outcomes of this activity were not only the results of therapy
but also knowledge of how the system’s rules work,
development of the parents’ beliefs of their role, and knowledge
on best sources of treatment options, which may not always be
the physician.
This tacit knowledge of the system or observations from the
therapy were integrated into the decision-making activity as
best practices (tools), for example, always booking appointments
with the same clinician to ensure consistency and continuity of
care.
When we go to the clinic, we always schedule with
the same orthoptist, we always schedule with the same
ophthalmologist. That the vision clinic at “Hospital
A” has like four or five different ophthalmologists,
we specifically request the same clinicians so that,
because their notes are consistent, they see the trend,
they know, you know what I mean, instead of flipflopping within the clinic. [3001]

Subactivity 3: Problem-solving
The activity of problem-solving is a process of trial and error,
experimentation, and hypothesizing. Parents referred to the
activity as their role or responsibility, which was required due
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(page number not for citation purposes)

JOURNAL OF PARTICIPATORY MEDICINE
to gaps in service provisions or for collecting evidence to
support decision-making. The activity of problem-solving is
oriented toward finding an answer to, or reason for, a specific
problem with an aim toward achieving a longer-term goal
(outcome) such as understanding options to present to clinicians.
The problem-solving activity is comprised of connecting and
using tools such as test results, journal articles, social media,
past personal experience, and observations.
We had worked really hard to learn as much as we
could about the condition, to talk to our faith leaders,
to talk to other parents, to talk to anybody and
everybody we felt would be wise and to get as much
of a sense of, like, we knew that we wouldn’t be able
to answer all of the questions beforehand, but we
wanted, like, a working theory on how we were going
to answer the questions. [3005]
Parents also reached out to community members such as peers,
doctors, and family for assistance and insights.
Facebook, social media is how I learn everything.
[3001]
Social media provided parents with the opportunity to connect
with peers who may also have experienced similar problems.
The activity was framed and influenced by rules such as the
availability and access to tools or community members
(clinicians or peers) willing to share their own experiences,
which could be used as tools. Some parents referred to their
own educational backgrounds as nurses, health care
administrators, doctors, engineers, or basic scientists, which
influenced how they viewed the problem but also provided them
with skills to access and evaluate tools, such as journal articles.
Having access to specific skills drove how they proceeded with
the problem-solving activity but was also seen as something
not visible or valued by health care providers.
I wish [health professionals] wouldn’t assume that
all parents get their information from Google and
Facebook, because, yes, obviously, I joined all the
possible Facebook groups for parents of children with
cerebral palsy and so on. But I also know how to use
PubMed, I looked at, and I got my husband who is a
doctor, and I got my husband to look at things with
me. I feel like I've done the academic research, but
I've also done the parent perspective side, because
when you go on Facebook groups, people talk about
these things like SDR surgery and what sorts of
questions should I be asking, and what was your
experience? I feel like I've covered both the real lived
experience, and I also try to cover the academic
evidence-based side. But health professionals always
assume that parents just go on Facebook, or they say
things like, well, stay off Google. Well, Google is not
a bad starting point. It’s not somewhere you should
necessarily end, but it’s not a bad starting point. I
think health professionals actually need to give
parents more credit because, yes, parents read
everything, and a whole bunch of what they read

https://jopm.jmir.org/2022/1/e31699

XSL• FO
RenderX

Buchanan et al
might be irrelevant, but they also might read some
stuff that’s valuable or relevant. [3007]
In the problem-solving activity, the parents’ intended goal was
sometimes fulfilled and at other times resulted in frustration
when barriers were encountered. In one interview, the family
explained how a limitation of access to medical equipment
limited their ability to trial their solution, causing them to be
frustrated as they attempted to get help from a clinician.
So, we kept thinking about it and trying to deal with
it and we came up with this hypothesis that he was
[health condition] and then we went to [the specialist]
to ask if, we could maybe try [intervention] to see if
[the
intervention]
would
stop
the
[condition/symptoms]. [3006]
The influence of the rules or barriers resulted in outcomes that
were at times different from the intended ones. This resulted in
either frustration, uncertainty, or in gaining knowledge or
experience. The resulting outcome drove the next activity such
as seeking, caregiving, or making a decision with the newfound
information or hypothesized solution.

Subactivity 4: Caregiving
The activity of caregiving was represented in all 10 interviews.
Participants described how they managed doctors’ appointments,
delivered medical care, observed medical problems, and tried
to keep their child happy and healthy. In the activity of
caregiving, parents learned about their children, responded to
their needs, and documented their progress. Like a detailed
medical chart, some parents collected and collated years of data
as part of the caregiver activity:
We had all the results there, we had all of the names
of all the doctors there, we, I could give them [child’s
name] birth weight, I could give them their weight at
a year, I could give them their weight at two years, I
could tell them every infection they had, like they
couldn’t have asked for any more detail than we had.
[3005]
These parents did not embark consciously on a data collection
activity. Rather, in the act of caregiving, they identified barriers
to accessing data already collected in medical encounters and
imbedded collection or collation of data as part of that activity.
Similarly, gaps in training or knowledge were identified during
the caregiving activity.
I realized that I could tell when he was having an
apnea episode very easily and I could rub his back
and that would get him breathing again. But like
nobody explained to me any of these things. [3005]
The act of caregiving was mediated by a variety of tools, such
as access to information on how to provide proper care, personal
observations, and knowledge gained from past experiences. The
activity of caregiving is a continuous cycle of using tools to
help decide what to do, observing the outcome, then
re-examining the child’s condition to inform next steps. If the
outcome was negative, the activity was reoriented to one of the
related activities to obtain new knowledge and tools to continue
the process.
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Rules were a major driver of the activity of caregiving. The
rules imposed by the child’s medical condition and treatment,
such as specifically timed medications or use of a ventilator to
maintain life support, all drove the act of caregiving, sometimes
causing stress:
There was no leisure, there was no going and doing
anything. And then the stress that we were under ...all
the time was just crazy. [3006]
These rules, motivated by medical needs, drove the need for
caregiving tasks and restricted the ability to do the task but also
drove the desire to find solutions to ease the burden of these
tasks.
We had him vented 24/7 again...[but] we knew that
it didn’t have to be this way...So we weren’t really
like invested in figuring out how to move around with
the vent. We were invested in getting him off the vent.
[3006]
In the act of caregiving, parents identified changes in their
children’s needs but also identified gaps in how health care
providers addressed those changes. Hospital rules that silo care
and limit interdisciplinary and team-based care drove parents
to take on the role of care coordination to overcome this barrier.
Coordination was a role frequently cited in the interviews, as
parents were able to view the full picture of the child’s care,
whereas health care providers only saw pieces of it:
I’m the one who takes care of all her care. I’m the
one who knows all of the moving pieces. I’m the one
who is with her every day. Other parts of her team
see her maybe once every few months. They don’t
know the day-to-day of what she’s going through and
what impact things will have on her. [3011]
This kind of episodic care, born out of how hospitals are
structured (rule), drove parents to act as coordinators of care.
When the activity unfolded well, parents were happy that their
child was living a fulfilled life. When the activity was met with
barriers and outcomes were not achieved, it could cause
frustration and uncertainty. Irrespective of how the activity
unfolded, a secondary outcome of the caregiving activity was
gaining experience and confidence but also a feeling that their
expertise was not valued enough by health care professionals.
I know X [child name] at her best, I know X at her
worst. I know X in-between. I’m able to gauge if the
concern should be high. I am able to gauge if the
concern should be low. I know X, I know every single
thing about that little human being, that they just don’t
know. They know [disease], but I know X’s [disease],
and every kid’s [disease] is different. They sometimes,
they’re just too stuck in their textbook definitions of
what [disease] is, but X’s version of [disease] is what
I know, and so that makes me an expert that they don’t
give enough credit to. [3012]
Outcomes of the caregiving activity were identifying decisions
to be made, validating parents’ roles in the decision-making
activity, and providing the knowledge to support the decision.
The knowledge of a child’s reactions to medication, therapy,
or treatments was an outcome of the caregiving activity, which
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became an input to the decision-making activity. From
coordinating care, parents also collected, cross-validated, and
documented information from multiple clinicians. This
information then became a tool in the decision-making activity.
In addition to tools, the caregiving activity provided parents
with a sense of their role in the decision-making process and
with confidence to make an informed decision or identify their
knowledge gaps.

Discussion
Principal Findings
Frameworks of SDM in pediatrics are evolving. What was once
viewed as the process of supporting a patient and their caregiver
in choosing between multiple treatment options has now
incorporated the understanding that the complex reality of
making decisions is underserved “by depicting the making of
‘a’ decision as a discrete act” [7]. The findings of our study
support recent findings from Feudtner et al [7] that
decision-making by parents of CMCs consists of multiple
decisions that shape and inform future care decisions. By using
an activity theory lens, our study identified that parents of CMCs
make decisions based on a mental model of their child’s illness,
informed by the activities of problem-solving, seeking
understanding, obtaining tests and treatment, and caregiving.
Our findings depict the parental decision-making process as a
continuous process connecting the parent’s past, with decisions
made in the present and future.
Whereas previous studies have identified a multitude of
influences affecting parental decision-making, including
“cultural norms, community standards, impact on siblings or
extended family, previous experiences, religious faith, and
impact of acuity and stability of the child’s health status” [8,25],
our study instead focused on how these background elements,
combined with systemic rules and beliefs in the participants’
roles, drive actions and decisions. The activity theory framework
and the probes developed from previous work completed by
Hoffman et al [11] and Mwanza [15] focused the interview on
identifying the needs and the activities undertaken to fulfil them.
The framework of activity theory deconstructed the complexity
of the decision-making task into smaller pieces (elements within
the activity system) [13] that could be analyzed to determine
the relationships between elements and how they evolve over
time. Using activity theory as the structure for the data analysis
not only organized the tasks that comprise the larger activity
but also revealed the distinct short-term goals (objects) that
informed the actions that parents embarked on, thereby
informing the larger activity (eg, caregiving).
Proposed frameworks for SDM in pediatrics are still grounded
in the belief that the goal of SDM is to improve medical
outcomes for children by combining parental values with current
evidence [8-10]. However, the findings of our study suggest
that the basis for parental choice and values brought to the
decision-making activity are developed via activities looking
to build concrete understanding and capture evidence to support
their decisions. What has been conceptualized as parental values
in pediatric decision-making models are in fact tools developed
from parents’ activities, which serve to support the larger
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decision-making activity. Parental beliefs and values described
in SDM models are identified in our study as concrete tools that
include findings from experimentation, behaviors learned from
prior medical encounters, and observations gained from
performing caregiving tasks.
These tools, which others have presented as heuristics, “ease
the tasks of decision-making because they fit unfamiliar,
complex, or novel information into familiar patterns of thought
and language. By using common maxims and rules of thumb,
parents can tackle the current challenges of decision-making
by casting the daunting situation in terms and concepts that in
the past have helped to make sense of other situations, solve
problems, and communicate” [26]. Our study has taken steps
to identify the activities that develop the heuristic tools identified
by Renjilan and colleagues [26] and show that the activities that
create them are an integral part of the decision-making activity.
The activities parents complete to formulate their decisions are
important to understand in-depth when developing solutions to
improve SDM for CMC. For example, in the act of
problem-solving, parents formulate a hypothesis or potential
solution to the problem that they bring with them to
decision-making deliberations. However, without tools for
doctors to explore these hypotheses and how they were
formulated, these are often excluded from decision-making
discussions and minimized to parents’ values. Additionally, our
findings that parents embark on an activity to understand their
child’s medical reality are key to addressing gaps in current
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SDM models. Acknowledging that parents make decisions based
on an understanding that is constructed by engaging in concrete
actions, rather than just developing abstract values, further
supports the importance of parental contribution to the
decision-making process as active participants. The findings of
our study detail the specific activities performed by parents that
build their sense of empowerment, expertise, and knowledge.
An important next step in this area of work is further
empowering parents with the knowledge that the activities they
perform are important and valued in the SDM process. Practice
recommendations outlined in Table 1 provide examples of how
clinicians can support empowered SDM by incorporating the
findings from this study into SDM conversations.
Our study has several limitations. First, this research focused
on the decision-making practices of parents only and did not
consider the perspectives of the physicians involved in the
decision-making. Although the rich narratives we obtained
provide insight into parent’s actions and reasoning for those
actions, our study relied on retrospective accounts using a single
data collection method. To mitigate the potential for recall bias,
future research may apply additional methods, such as
observations of parent-physician encounters in situ. Second, we
chose to focus on CMC as it is a population with extraordinary
health needs who are supported by caregivers that are generally
highly invested in the health of their children. Thus, the
perspectives of parents of CMC in our study may not be
generalizable to parents of other pediatric populations.

Table 1. Practice recommendations for clinicians embarking on shared decision-making (SDM) for children with medical complexity (CMC).
Key findings

Practice recommendations

Parents make decisions based on their lived experience: Parents of CMC
use information collected from the daily acts of care such as problemsolving, seeking understanding, obtaining tests and treatment, and caregiving to inform their decision-making. As active participants in the delivery
of care, parents of CMC develop their expertise as caregivers and gain a
valuable knowledge to inform decision-making.

Empower parents by acknowledging that the daily activities they perform
in caring for their child are the basis for their expertise as caregivers and
a valuable source of knowledge to inform decision-making. When seeking
parental perspectives to inform SDM, direct questions toward parental
knowledge, actions, and observations parents have made, rather than only
their long-term goals or broad values they may hold.

Understanding is contextual: When trying to understand their child’s
medical condition (sense making) parents endeavor to gain a sense of how
their child’s specific context could affect the outcome. Parents want to
trust that the options presented by the physician are based on the specific
needs and considerations of their child.

When presenting medical options for care, provide background and reasoning in relation to the child’s specific needs, family context, the larger
body of options considered, and known evidence base. Consider connecting
parents with peer families to facilitate discussions that may address practical, social, and community issues grounded in lived experience.

Multiple activities influence decision-making: Parents make decisions
based on the completion of multiple activities including caregiving,
problem-solving, obtaining treatment, and sense making.

Be mindful of the needs of parents that may fall outside of immediate decision deliberation but still impact how decisions are made (eg, vacation
time for parents considering a surgical intervention). Provide a supportive
environment to discuss all aspects of care related to the decision-making
process including the outcomes of, caregiving, problem-solving, obtaining
treatment, and sense making. Consider tools and resources that can support
the decision-making process outside of clinical encounters.

Rules guide and influence activity outcomes: Rules such as cost of therapy Be aware of rules or structures that may be limiting the ability of parents
or medication can limit the number of options available to parents. Parents to fulfill the options presented to them and address them openly (eg, premake decisions fully aware of these limitations.
senting options that are too expensive).

Conclusion
When viewing the decision-making activity as a combination
of the caregiving, problem-solving, and seeking activities, we
can address both the aims of each individual activity and the
related outcomes (both intended and unintended). Understanding
that the outcome of problem-solving is a carefully crafted idea
https://jopm.jmir.org/2022/1/e31699

XSL• FO
RenderX

or hypothesis should focus clinicians on questioning what
occurred in the problem-solving activity to develop that idea.
When addressing how to educate parents on the medical options,
it could be useful to view the parents’ seeking understanding
as a sense-making activity aimed at bridging the gap between
their current situation, specific to their child’s personal context,
and desired outcomes [27,28]. This view could help clinicians
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focus conversations toward integrating the child’s unique
situation with knowledge gained from general standards of care
and help reach greater understanding between parents and health
care providers, beyond the narrow concept of patient (or
parental) values. Challenging the belief that, in SDM
deliberations, patients and families bring values and physicians
bring clinical expertise, similar to other studies [29], our findings
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show that parents are active participants in the delivery of their
child’s health care. Thus, viewing the information and insights
gained from the caregiving, problem-solving, and seeking
activities as broader than values should inform physicians to
engage with the information provided by parents as a form of
expertise.

Acknowledgments
Financial support for this study was provided in part by the VHA Home Healthcare Graduate Student Award supporting research
in the area of caring for CMC in the home setting. The funding agreement ensured the authors’ independence in designing the
study, interpreting the data, writing, and publishing the report.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Eligibility questionnaire for a parent of a child with medical complexity.
[DOCX File , 18 KB-Multimedia Appendix 1]

References
1.

2.
3.

4.

5.

6.

7.
8.
9.

10.
11.
12.
13.
14.

Cohen E, Kuo DZ, Agrawal R, Berry JG, Bhagat SKM, Simon TD, et al. Children with medical complexity: an emerging
population for clinical and research initiatives. Pediatrics 2011 Mar;127(3):529-538 [FREE Full text] [doi:
10.1542/peds.2010-0910] [Medline: 21339266]
Dewan T, Cohen E. Children with medical complexity in Canada. Paediatr Child Health 2013 Dec;18(10):518-522 [FREE
Full text] [doi: 10.1093/pch/18.10.518] [Medline: 24497777]
Cohen E, Berry JG, Camacho X, Anderson G, Wodchis W, Guttmann A. Patterns and costs of health care use of children
with medical complexity. Pediatrics 2012 Dec;130(6):e1463-e1470 [FREE Full text] [doi: 10.1542/peds.2012-0175]
[Medline: 23184117]
Legislative Hearing on "Examining the Advancing Care for Exceptional Kids Act" Subcommittee on Health. House
Committee on Energy & Commerce. 2017 Jul 07. URL: https://energycommerce.house.gov/committee-activity/hearings/
legislative-hearing-on-examining-the-advancing-care-for-exceptional-kids [accessed 2021-12-28]
Kuo DZ, Cohen E, Agrawal R, Berry JG, Casey PH. A national profile of caregiver challenges among more medically
complex children with special health care needs. Arch Pediatr Adolesc Med 2011 Nov 01;165(11):1020-1026 [FREE Full
text] [doi: 10.1001/archpediatrics.2011.172] [Medline: 22065182]
Lin JL, Clark CL, Halpern-Felsher B, Bennett PN, Assis-Hassid S, Amir O, et al. Parent perspectives in shared
decision-making for children with medical complexity. Acad Pediatr 2020 Nov;20(8):1101-1108 [FREE Full text] [doi:
10.1016/j.acap.2020.06.008] [Medline: 32540424]
Feudtner C, Schall T, Hill D. Parental personal sense of duty as a foundation of pediatric medical decision-making. Pediatrics
2018 Nov;142(Suppl 3):S133-S141. [doi: 10.1542/peds.2018-0516C] [Medline: 30385619]
Adams RC, Levy SE, Council on Children With Disabilities. Shared decision-making and children with disabilities: pathways
to consensus. Pediatrics 2017 Jun;139(6):1. [doi: 10.1542/peds.2017-0956] [Medline: 28562298]
Lin JL, Cohen E, Sanders LM. Shared decision making among children with medical complexity: results from a
population-based survey. J Pediatr 2018 Jan;192:216-222 [FREE Full text] [doi: 10.1016/j.jpeds.2017.09.001] [Medline:
29102046]
Opel D. A push for progress with shared decision-making in pediatrics. Pediatrics 2017 Feb;139(2):1. [doi:
10.1542/peds.2016-2526] [Medline: 28119428]
Hoffman RR, Crandall B, Shadbolt N. Use of the critical decision method to elicit expert knowledge: a case study in the
methodology of cognitive task analysis. Hum Factors 2016 Nov 23;40(2):254-276. [doi: 10.1518/001872098779480442]
Klein G, Calderwood R, MacGregor D. Critical decision method for eliciting knowledge. IEEE Trans. Syst., Man, Cybern
1989;19(3):462-472. [doi: 10.1109/21.31053]
Engeström Y. Activity theory as a framework for analyzing and redesigning work. Ergonomics 2000 Jul 10;43(7):960-974.
[doi: 10.1080/001401300409143] [Medline: 10929830]
Engeström Y. Making Expansive Decisions: An Activity-Theoretical Study of Practitioners Building Collaborative Medical
Care for Children. In: Allwood CM, Selart M, editors. Decision Making: Social and Creative Dimensions. Dordrecht,
Netherlands: Springer; 2001:281-301.

https://jopm.jmir.org/2022/1/e31699

XSL• FO
RenderX

J Particip Med 2022 | vol. 14 | iss. 1 | e31699 | p. 10
(page number not for citation purposes)

JOURNAL OF PARTICIPATORY MEDICINE
15.
16.

17.
18.
19.
20.
21.
22.
23.
24.
25.

26.

27.
28.
29.

Buchanan et al

Mwanza D. Conceptualising work activity for CAL systems design. Journal of Computer Assisted Learning 2002;18(1):84-92.
[doi: 10.1046/j.0266-4909.2001.00214.x]
Gale NK, Heath G, Cameron E, Rashid S, Redwood S. Using the framework method for the analysis of qualitative data in
multi-disciplinary health research. BMC Med Res Methodol 2013 Sep 18;13(1):117 [FREE Full text] [doi:
10.1186/1471-2288-13-117] [Medline: 24047204]
Ritchie J, Spencer L, O'Connor W. Carrying out qualitative analysis. In: Ritchie J, Lewis J, editors. Qualitative research
practice: a guide for social science students and researchers. London, England: Sage Publications, Inc; 2003:219-262.
Spencer L, Ritchie J. Qualitative data analysis for applied policy research. In: Bryman A, Burgess RG, editors. Analyzing
Qualitative Data. London, England: Routledge; 2002:187-208.
Kuutti K. Activity Theory as a Potential Framework for Human-Computer Interaction Research. In: Nardi BA, editor.
Context and Consciousness: Activity Theory and Human-Computer Interaction. Cambridge, MA: MIT Press; 1996:17-44.
Greig G, Entwistle VA, Beech N. Addressing complex healthcare problems in diverse settings: insights from activity theory.
Soc Sci Med 2012 Feb;74(3):305-312. [doi: 10.1016/j.socscimed.2011.02.006] [Medline: 21420212]
Bury M. Activity system.: Wikicommons; 2012. URL: https://commons.wikimedia.org/wiki/File:Activity_system.
png#filelinks [accessed 2021-12-28]
Fackler JC, Watts C, Grome A, Miller T, Crandall B, Pronovost P. Critical care physician cognitive task analysis: an
exploratory study. Crit Care 2009;13(2):R33 [FREE Full text] [doi: 10.1186/cc7740] [Medline: 19265517]
Woolley A, Kostopoulou O. Clinical intuition in family medicine: more than first impressions. Ann Fam Med 2013 Jan
14;11(1):60-66 [FREE Full text] [doi: 10.1370/afm.1433] [Medline: 23319507]
Sannino A, Engeström Y. Cultural-historical activity theory: founding insights and new challenges. Cultural-Historical
Psychology 2018;14(3):43-56 [FREE Full text] [doi: 10.17759/chp.2018140304]
Lipstein EA, Brinkman WB, Fiks AG, Hendrix KS, Kryworuchko J, Miller VA, et al. An emerging field of research:
challenges in pediatric decision making. Med Decis Making 2015 Apr 21;35(3):403-408 [FREE Full text] [doi:
10.1177/0272989X14546901] [Medline: 25145576]
Renjilian C, Womer J, Carroll K, Kang T, Feudtner C. Parental explicit heuristics in decision-making for children with
life-threatening illnesses. Pediatrics 2013 Feb;131(2):e566-e572 [FREE Full text] [doi: 10.1542/peds.2012-1957] [Medline:
23319524]
Dervin B. Libraries reaching out with health information to vulnerable populations: guidance from research on information
seeking and use. J Med Libr Assoc 2005 Oct;93(4 Suppl):S74-S80 [FREE Full text] [Medline: 16239961]
Savolainen R. Information use as gap-bridging: The viewpoint of sense-making methodology. J. Am. Soc. Inf. Sci 2006
Jun;57(8):1116-1125. [doi: 10.1002/asi.20400]
Harrison TM. Family-centered pediatric nursing care: state of the science. J Pediatr Nurs 2010 Oct;25(5):335-343 [FREE
Full text] [doi: 10.1016/j.pedn.2009.01.006] [Medline: 20816555]

Abbreviations
AODM: Activity-Oriented Design Method
CDM: critical decision method
CMC: children with medical complexity
SDM: shared decision-making

Edited by S Woods, D van Leeuwen; submitted 30.06.21; peer-reviewed by T Wieringa; comments to author 13.09.21; revised version
received 28.10.21; accepted 09.12.21; published 17.01.22
Please cite as:
Buchanan F, Lai C, Cohen E, Milo-Manson G, Shachak A
Decision-making for Parents of Children With Medical Complexities: Activity Theory Analysis
J Particip Med 2022;14(1):e31699
URL: https://jopm.jmir.org/2022/1/e31699
doi: 10.2196/31699
PMID:

©Francine Buchanan, Claudia Lai, Eyal Cohen, Golda Milo-Manson, Aviv Shachak. Originally published in Journal of Participatory
Medicine (https://jopm.jmir.org), 17.01.2022. This is an open-access article distributed under the terms of the Creative Commons
Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction
in any medium, provided the original work, first published in Journal of Participatory Medicine, is properly cited. The complete

https://jopm.jmir.org/2022/1/e31699

XSL• FO
RenderX

J Particip Med 2022 | vol. 14 | iss. 1 | e31699 | p. 11
(page number not for citation purposes)

JOURNAL OF PARTICIPATORY MEDICINE

Buchanan et al

bibliographic information, a link to the original publication on https://jopm.jmir.org, as well as this copyright and license information
must be included.

https://jopm.jmir.org/2022/1/e31699

XSL• FO
RenderX

J Particip Med 2022 | vol. 14 | iss. 1 | e31699 | p. 12
(page number not for citation purposes)

