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ARTICLE INFO ABSTRACT
Keywords: Objective: To construct the underlying value structure of shared decision making (SDM) models.
Shared decision making Method: We included previously identified SDM models (n = 40) and 15 additional ones. Using a thematic
3“:?“% review analysis, we coded the data using Schwartz’s value theory to define values in SDM and to investigate value
alues .
relations.

Themati lysi
Quf;?;;:fviigfﬁisis Results: We identified and defined eight values and developed three themes based on their relations: shared

Normativity control, a safe and supportive environment, and decisions tailored to patients. We constructed a value structure based
Vulnerable populations on the value relations and themes: the interplay of healthcare professionals’ (HCPs) and patients’ skills
[Achievement], support for a patient [Benevolence], and a good relationship between HCP and patient [Security]
all facilitate patients’ autonomy [Self-Direction]. These values enable a more balanced relationship between HCP
and patient and tailored decision making [Universalism].
Conclusion: SDM can be realized by an interplay of values. The values Benevolence and Security deserve more
explicit attention, and may especially increase vulnerable patients’ Self-Direction.
Practice implications: This value structure enables a comparison of values underlying SDM with those of specific
populations, facilitating the incorporation of patients’ values into treatment decision making. It may also inform
the development of SDM measures, interventions, education programs, and HCPs when practicing.

1. Introduction increased importance attached to SDM, no unified definition exists [4,
5]. Multiple SDM models have been developed for various healthcare
1.1. Shared decision making models settings, describing in successive steps how SDM should be performed in

clinical practice [4].
Shared decision making (SDM) is a treatment decision model that is
increasingly considered the ideal model for treatment decision making 1.2. Values and SDM
and has been incorporated in healthcare policy in many countries [1,2].
SDM is considered a collaborative process between patient and health-
care professional (HCP) in which medical evidence, the HCP’s expertise,
and the values, preferences and context of patients are used to develop
tailored treatment decisions for an individual patient [3]. Despite the

Several authors describe SDM as an ethical imperative to promote
patient-centered care and relate SDM to the four principles of medical
ethics (beneficence, non-maleficence, autonomy, and justice) [2,6,7].
Therefore, SDM is not a neutral activity, but has a normative character in
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which values are embedded. Values steer behaviors by providing di-
rections to what is righteous and desirable [8,9]. Attention has been paid
to values in designed products and services [10,11]. SDM can be
considered a service, with underlying values facilitating a particular
type of communication regarding treatment decision making between
HCPs and patients and their relatives [12]. The values underlying SDM
are seldom explicitly referred to. The identification of SDM’s underlying
values would enable a comparison of these with the values of its users
and can therefore contribute to the alignment of both [13].

1.3. Schwartz’s value theory

For this study, we use Schwartz’s value theory since the theory is
well grounded in empirical research [8], comprehensive in included
value types [14], and used in numerous studies, including more recently
in studying patients’ [15,16] and HCPs’ [17-19] values in decision
making. To our best knowledge the theory has not been applied to SDM
yet.

Schwartz based his circular value structure on Rokeach’s (1973) [9]
36 values, ordering them into 10 value types by their motivational goal
[8,14]. The value types in the middle of the circle refer to
trans-situational motivational goals (Fig. 1) [20]. Schwartz’s value
theory has significantly contributed to the understanding of value re-
lations [21], with the circular structure depicting the value relations (e.
g., their compatibility or conflict). The nature and structure of values are
universal, but individuals or groups may differ in how they prioritize the
values [20].

Since values are defined as abstract ideals, their manifestation in a
specific context is a topic of study [33]. Moyo et al. translated
Schwartz’s values to the context of HCPs’ professional and personal
values [17]. Therefore, we use both Schwartz’s values and Moyo et al.’s
translations as a tool to identify values underlying SDM.

1.4. Aim

We aimed to construct a value structure characterizing SDM. The
value structure may be used to compare SDM’s value structure with
those of specific groups using SDM, and to incorporate patients’ values
into treatment decision making [13]. In this study we seek to :
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Fig. 1. Schwartz’s theory of basic human values. Values located next to each
other in the circle express greater compatible motivational goals, while those
located further from each other show greater conflict. The circular structure
organizes values along contrasting dimensions: ‘openness to change’ values to
‘conservation’ values, and ‘Self-Enhancement’ values to the ‘Self-Transcen-
dence’ values [20]. Text taken from Oueslati et al. [13]. Figure taken from
Schwartz [20] (Licensed under CC BY-NC-ND 3.0).
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1) Identify how values manifest in scientific articles that describe SDM
models.

2) Provide an overview of how the identified values of SDM models
interrelate.

2. Methods
2.1. Study design

We combined a scoping review method with a thematic analysis of
SDM’s characteristics to construct SDM’s underlying value structure
[34-36]. As checklist, we used the PRISMA extension for Scoping Re-
views (PRISMA-Scr; Appendix A) [37] and registered our protocol at
OSF (https://osf.io/).

2.2. Literature search

We included articles describing SDM models derived from Bomhof-
Roordink et al.’s review [4]. Next, we updated their search in seven
electronic databases (Academic Search Premier, Cochrane, Embase,
Emcare, PsycINFO, PubMed, and Web of Science) from September 2,
2019 to February 4, 2022. See Bomhof-Roordink et al. for the search
strategy [4].

2.3. Eligibility criteria

We screened titles and abstracts and considered whether we could
expect the presentation of a new SDM model in the article. Next, we
excluded full text articles that were not in English, not peer-reviewed,
and articles concerning patients unable to participate in decision mak-
ing. Full-text articles were included if a new SDM model was presented,
or if an existing model was adapted based on new research findings or
authors’ own insights. Articles that only briefly referred to an existing
model described elsewhere, or only referred to SDM without elaborating
on the process were excluded [4].

2.4. Selection process

Titles and abstracts were independently reviewed by RO and RA. RO
and RA discussed inconsistencies regularly until consensus was reached.
After this screening, the included full-text articles were independently
screened by RO and RA and inconsistencies were discussed. In case of
disagreement AJW was consulted.

2.5. Data analysis

We used reflexive thematic analysis (TA) to analyze the values un-
derlying SDM and analyzed articles presenting new SDM models
entirely. This flexible approach allowed us to both identify values in
SDM and investigate value relations based on which we could develop
themes [38]. TA’s six phases of analysis were followed using Atlas.ti 23,
in a recursive and iterative process [36].

First, RO familiarized herself with the articles and developed a table
with Schwartz’s value definitions, next to Moyo et al.’s translation of
Schwartz’s values (Table 1).

During the second phase the articles were coded both deductively by
using Table 1 to identify relevant text fragments, and inductively to
identify how Schwartz’s values manifest in SDM. For example, with both
Schwartz’s and Moyo et al.’s description of Achievement in mind, we
were able to identify text fragments referring to competences, knowl-
edge, and skills of both HCPs and patients in SDM (deductive coding). At
the same time, we identified what competencies, knowledge and skills
were considered necessary in SDM (inductive coding).

The first three articles were independently coded by multiple
members of the research group (AJW, AMS, DPT, MTS, RO, RR). The
codes were compared, and differences were discussed until consensus
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Table 1

A description of Schwartz’s ten universal values and Moyo et al.’s translation of
these values to HCPs’ personal and professional values. Taken from Schwartz
(2012) [20] and from Moyo et al. (2016), a shortened, edited version of their
Table 1 [17]. See Table 1 in Moyo et al. for the references to the studies (n = 50)
on which they base the values of HCPs. We only referred to the cited values [17].

Schwartz (1992; 2012)*

Moyo et al. (2016)

Value type Goal definition Value type Goal definition

Achievement  Personal success Capability Competence,
through knowledge, and
demonstrating research values.
competence
according to social
standards.

Benevolence Preserving and Altruism Caring, helping,
enhancing the empathy, altruism,
welfare of those compassion.
with whom one is in
frequent personal
contact.

Conformity Restraint of actions, Professionalism Adherence to
inclinations, and standards and
impulses likely to professional code,
upset or harm others self-discipline, and
and violate social “fitting in” and
expectations or “going along” [[22]
norms. cited in Moyo et al.,

[1711, professional
behavior,
accountability,
self-awareness,
team-work, and
ethical behavior.

Hedonism Pleasure or sensuous  Pleasure Pleasure from
gratification for medicine and
oneself. dentistry.

Power Social status and Authority Leadership, social or
prestige, control or professional status,
dominance over structure or
people and hierarchy, and
resources. medical authority or

paternalism.

Security Safety, harmony, Safety Confidentiality,
and stability of patient privacy,
society, of patient safety:
relationships, and of “protect public from
self. unsafe health

products or
practices’ [[23]
cited in Moyo et al.,
[171], and “provide
safe and competent
care’’ [[24] cited in
Moyo et al., [17]].
Security: “protection
of the environment’”
[[25], cited in Moyo
etal.,[17]],
emotional stability,
prudence, vigilance,
self-protection.
Financial security
values: “well[-]
paid’’, “financial
stability’’ and “earn
a good living™’[[26],
cited in Moyo et al.,
[17]] personal
financial perks and
gains, and a
comfortable lifestyle
[derived from[27] in
Moyo et al.,[17]].
Self- Independent Critical Self-direction
Direction thought and action—  thinking values: freedom,

independence,
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Table 1 (continued)

Schwartz (1992; 2012)* Moyo et al. (2016)

Value type Goal definition Value type Goal definition

choosing, creating,
exploring.

autonomy,
education and self-
direction for the
patient. Self-
oriented values for
self-direction
included critical-
thinking, problem-
solving, imagination
and creativity,
objectivity, self-
regulation, and
control of one’s own
work.

Personal and
intellectual
stimulation, and
“exciting life”
[Rokeach Value
Framework (RVS)
used in[28-31],
cited in Moyo et al.,
(1711

Honor, integrity,
honesty, morality,
duty, humility,
temperance, and
“ethics (...)
grounded in culture
[and] history (...)"" [
[32], cited in Moyo
etal,[17]]
Acceptance of
others, respect for
others, advocacy,
equality, equity,
social justice,
upholding human
dignity and patient
rights, charity,
socialism, solidarity,
and humanism.

Intellectual
stimulation

Stimulation Excitement, novelty,

and challenge in life.

Tradition Respect, Morality
commitment, and

acceptance of the

customs and ideas

that one’s culture or

religion provides.

Universalism  Understanding,
appreciation,
tolerance, and
protection of
welfare of all people

and for nature.

Equality

*The ten universal values were distinguished by Schwartz (1992) [8]. We used
the definitions of the ten values described in Schwartz (2012) [20].

was reached. Thereafter six articles were double coded by RO and AJW
independently and findings were compared, and ten articles were coded
solely by RO. After this, the codes and a selection of quotations were
discussed a second time within the research group (AJW, AMS, DPT, RO,
RR) until consensus was reached. Then, RO and AJW double coded one
additional article and findings were compared, and RO coded the
remaining articles.

During the third phase, our focus shifted to the analysis of value re-
lations. Several text fragments explicitly mentioned a relation between
values, e.g., “(...) the clinician must create a safe space [Security] where
the patient feels relaxed and sufficiently empowered to ask questions,
[and] express preferences (...) [Achievement]” [39]. Such explicit value
relations were coded. In addition, we reflected on implicit relations
between the values, e.g., why are skills [Achievement] important for
both HCPs and patients? Why is a safe environment [Security] stressed
in certain SDM models?

The codes and explicit and implicit value relations formed the
building blocks for the development of themes in phase four. Maps were
drawn to depict the value relations. RO developed initial themes based
on the value relations, which were discussed among the research team
(AJW, AMS, DPT, MTS, RA, RO, RR). During the fifth phase RO further
refined, defined and named the themes [36]. Also, the SDM value
structure was constructed, based on the value relations in the defined
themes. The sixth phase consisted of writing down the findings and
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creating a figure.

3. Results

3.1. Description of models and values

In total, we included 55 articles describing SDM models: 40 from
Bomhof-Roordink et al. [4] and 15 derived from the updated search
(Fig. 2). Table 2 provides an overview of all the articles describing SDM
models, their study design, and the healthcare setting. All newly iden-
tified SDM models were developed for specific healthcare settings or

Patient Education and Counseling 124 (2024) 108284

decisions; we did not identify new generic SDM models.

In the articles, we identified eight of Schwartz’s values (Achieve-
ment, Benevolence, Conformity, Power, Security, Self-direction, Tradi-
tion, Universalism) and defined them for the context of SDM (Table 3;
See Appendix for a detailed description).

Achievement in SDM refers to the knowledge, competences, and
skills that both HCPs and patients need to engage in SDM. Achievement
included most variation in codes as well as in number of quotations.
Benevolence refers to the support provided to patients during SDM and
to the enhancement of patients’ wellbeing. Conformity sets restrictions
on the selection of treatments, for both HCP and patient, based on e.g.,

Identification of new studies via databases and registers ]

Duplicate records removed

n = 2525

Records excluded!
(n = 2673)

Reports excluded:

No (new) SDM model
Presented (n = 28)

A model to provide support
during SDM (n = 1)

[ Previous studies
c L .
£ Studies included in Records identified through
s Bomhof—Rpordlnk_et al. database search
= (2019) review (n = 40) n=5242
T
o
k)

—

— \4
Title/Abstract eligibility screening
n=2717

o2 - .
£ Full-text eligibility screening
= n =44

o

o

(2}

—

SR
New studies included in review
n=15

o
)
)
=
: '
5
> Total studies included in review
n =55
~—

Fig. 2. PRISMA flow diagram [92] of the inclusion process of articles describing new SDM models. ! Reasons for exclusion: In the title or abstract no reference is
made to an SDM model, the article was already included or excluded by Bomhof-Roordink et al. (2019) [4] (published before September 2019), the abstract referred

to a conference presentation.
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Table 2
Overview of the included articles describing SDM models.

# Author, Country’ Study design/ Setting paper
publication type of paper
year

1 Aoki (2020) Japan Review: concept  Severe mental
[40]* analysis illness

2 Banerji et al. USA Non-empirical Hereditary
(2021)[41]~ paper angioedema

3 Bomhof- The Qualitative: Oncology
Roordink et al. Netherlands interviews
(2019)[42]

4 Caverly et al. USA Qualitative: Cancer screening
(2021)[43]* focus groups (primary care)

5 Chao et al. Taiwan Qualitative: case ~ Percutaneous
(2022)[44]* study coronary

intervention in non-
reading adult older
women

6 Charles et al. Canada Non-empirical Generic
(1997)[45] paper

7 Charles et al. Canada Non-empirical Serious illness
(1999)[46] paper

8 Chor et al. USA Non-empirical Pelvic examinations
(2019)[47] paper in symptomatic non-

pregnant patients

9 Croes et al. USA Delphi study Breast cancer
(2020)[48]* screening

10  Dobler et al. USA Non-empirical Lung cancer
(2017)[49] paper screening

11 Eliacin et al. USA Qualitative: Mental healthcare
(2015)[50] interviews

12 Elwyn et al. UK Qualitative: Primary care
(2000)[51] focus groups

13  Elwynetal. UK Non-empirical Generic
(2012)[6] paper

14  Elwynetal UK, USA, Quantitative: Generic
(2013)[52] Canada secondary

analysis

15 Elwyn et al. USA, UK Qualitative and Generic
(2017)[53] quantitative:

commentary,
survey, review

16 Elwyn & USA, The Meeting with Multiple long-term
Vermunt Netherlands experts conditions
(2020)[54]*

17 Gillick (2015) USA Non-empirical Serious illness
[55] paper

18 Grimetal. Sweden Qualitative: Mental healthcare
(2016)[56] focus groups

19 Gurtner et al. Switzerland, Review Mental healthcare
(2021)[571* The

Netherlands

20  Haiek et al. Canada Non-empirical Infant feeding and

(2021)[58]* paper care during the
COVID-19 pandemic

21 Hoffmann Australia Non-empirical Physical therapy
et al. (2022) paper
[591*

22 Iobst et al. USA Qualitative: Labor and birth
(2022)[60]* interviews,

questionnaire

23  Jansen et al. Australia Non-empirical Older patients
(2016)[61] paper (deprescribing)

24 Joseph- UK Qualitative: Chronic kidney
Williams et al. observation of disease and early
(2019)[62] consultations stage breast cancer

25 Kaneetal. USA Non-empirical Oncology
(2014)[63] paper

26  Karkazis et al. USA Non-empirical Genital surgery for
(2010)[64] paper disorders of sex

development

27  Langer & USA Non-empirical Youth mental
Jensen-Doss paper healthcare
(2018)[65]

28 Légaré et al. Canada Qualitative: Interprofessional
(2011)[66] expert panel SDM in primary care

Table 2 (continued)
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# Author, Country’ Study design/ Setting paper
publication type of paper
year
29 Légaré et al. Canada Quantitative: Interprofessional
(2011)[67] survey and SDM in primary care
qualitative:
interviews,
focus groups
30 Lenzenetal The Qualitative: Nurses in primary
(2018)[68] Netherlands interviews and care
focus groups
31 Lown et al. USA Qualitative: Primary care
(2009)[69] working groups
32  Makoul & USA Review Generic
Clayman
(2006)[70]
33  Montori et al. Canada Non-empirical Chronic care
(2006)[71] paper
34  Moore & USA Non-empirical Physical therapy
Kaplan (2018) paper
[72]
35  Murray et al. UK, Canada Non-empirical Primary care
(2006)[73] paper
36 Ngetal Malaysia Non-empirical Primary care
(2019)[74] paper
37 Ng&lLee Malaysia Non-empirical Primary care
(2021)[75]* paper
38  Park & Cho South Korea Review Pediatrics care
(2018)[76]
39  Peeketal USA Qualitative: Diabetes
(2008)[77] interviews and
focus groups
40  Probst et al. USA Non-empirical Emergency
(2017)[78] paper department
41 Probst et al. USA Non-empirical Emergency
(2018)[39] paper cardiovascular care
42 Rennke et al. USA Review, Inpatient setting
(2017)[79] Qualitative:
expert feedback
43  Rusiecki et al. USA Quantitative: Generic
(2018)[80] pre-post surveys
44  Saeed et al. USA Non-empirical Renal replacement
(2021)[81]* paper therapy
45  Saidinejad USA Non-empirical Pediatric emergency
(2018)[82] paper department
46  Shay & Latafa USA Qualitative: Primary care
(2014)[83] interviews
47 Simon et al. Germany Qualitative and Depression,
(2006)[84] Quantitative: gynecology, primary
Delphi method care, urology,
and survey anesthesia
48  Stiggelbout The Non-empirical Generic
et al. (2015) Netherlands paper
[71
49 Towle & Canada Qualitative: Generic
Godolphin interviews
(1999)(85]
50 Truglio- USA Review Nursing practice
Londrigan &
Slyer (2018)
[86]
51  Van de Pol The Delphi study Older patients with
et al. (2016) Netherlands multiple morbidities
[87]
52 Vaskouei- Iran Qualitative: Diabetes care
Eshkevarei literature
et al. (2020) analysis,
[88]* interviews &
focus groups
53  Volk et al. USA Quantitative: Primary care
(2014)[89] pre- post
surveys
54  Wilson et al. USA Review Cannabis for pain

(2021)[90]*

and symptom
management

(continued on next page)
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Table 2 (continued)
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Table 3

Manifestation of Schwartz’s value types in SDM, based on the included articles

# Author, Country’ Study design/ Setting paper o
publication type of paper describing SDM models.
year Schwartz’s value Manifestation of the value type in SDM
55  Worthington USA Quantitative: Contraception type
et al. (2020) pre- post counseling (internal Achievement Knowledge, competences, and skills that both HCPs and patients
[917%, surveys medicine) need to engage in SDM.
Appendix C Patients need to be able to participate, provide HCPs with
1Based on the affiliation(s) of the first author. information regarding their health problem, describe their
W . symptoms, express preferences, values and goals, ask and
SDM models derived from the updated search. ymp Xpress p va &
answer questions, be aware of choices, search, gather, and
assess information from various information sources,
evidence, availability of treatment options and patient characteristics understand information, and share their understanding and
and values. In this way, Conformity demarcates the professional thinking process. Also, they have to seek support from others.
. . . The more cognitive aspects demanded from patients are placed
boundaries for HCPs to select treatment options and describes when under Self-Direction
HCPs can conform to patients and when not. Power in SDM is flexible, as HCPs need to establish a framework for SDM by acknowledging
both HCP and patient can take the lead. Security stresses the relational that a decision has to be made, acknowledge equipoise, guide
aspect between HCP and patient and refers to a good relationship and a the process of decision making, discuss the role the patient
safe environment. Self-Direction pertains to the cognitive process of would like to take, consider patients” decision-making
. . . R . ) capacity, and explore patients’ information needs, share
considering options, constructing preferences, and choosing, and applies (medical) information, and educate patients.
to both patient and HCP. Tradition refers to culture, religion, language, Furthermore, HCPs need to explore patients’ situation,
and complementary and alternative medicine. The value Tradition was expectations and fears, and their social structure; they have to
addressed summarily. Universalism refers to aspects indicating a more know and ShO‘Z the}{ k“"‘(’i" their é’an‘;m’ elicit thehpa“e“t s
. . . . erspective an oals, understand and recognize the
balanced relationship between HCP and patient, e.g., partnership, perspect 8 . &
X K X X 1 o K perspective and respond to it.
collaboration, deliberation, which results in tailoring and tailored Regarding treatment options, HCPs need to create choice
decisions. awareness among their patients, present treatment options,
discuss pros and cons, benefits and risks, and communicate
3.2, Themes uncertainty. Also, they need to evaluate and base the options
- on evidence, present evidence and set goals.
For this, HCPs need good communication skills. They have to
Based on the value relations we developed three themes describing listen to patients, ask and answer questions, use verbal and
SDM’s underlying mechanism: shared control, a safe and supportive non-verbal communication, express empathy, communicate in
environment, and decisions tailored to patients a neutral way and in understandable language, check patients’
? understanding, assess a patient’s readiness to make a decision,
have the ability to create a safe environment, and engage and
3.2.1. Shared control stimulate patients to participate in decision making, and to be
SDM aims to reduce the power imbalance between HCP and patient, culturally sensitive.
and strives for Universalism, moving away from Power. This is reflected ) ) )
in the articles by the manifestation of various aspects of Universalism Benevolence Support for patients and occasionally for HCPs. It involves
. L. . . . . general support, emotional support, and practical support for
such as equality, bi-directional information exchange, partnership, patients in decision making. Support can be provided by HGPs,
collaboration, deliberation, negotiation and ideally, a mutual agreement patients® social network or decision aids. Benevolence also
(Table 3). We found various depictions of the power dynamics between refers to patients’ improved adherence and health outcomes
HCP and patient, such as a comparison with a tango in which patient and ](j‘n.d“dmg Sal:foamO“)’ acting in patients’ best interest, and
« - eing empathic.
HCP (.:an alternately take the lead [.45’46]’ an an'(WElrd danC(.e [[93] Conformity Restrictions on treatment selection by evidence, available
cited in Probst et al. [39]], as a continuum along which both patient and treatment options, a patient’s ability, or self-efficacy to follow
HCP can move [69,70], or as a successful, egalitarian marriage [50]: a treatment, impact of a treatment on a patient’s daily life and
. . . . . . . goals, and limitations of options because they have to be
“(...) using marriage to describe the patient-provider relationship tailored to individual patients.
reconfigures the traditional roles of patients and providers and assigns Conformity also refers to whom one has to conform. In case of
new meanings to their relationship. In this new configuration, patients are disagreement a decision can be deferred, or patients can go to
- . . . . . another HCP. Either a patient or a HCP can decide (not
no longer submissive recipients of care, but active participants and equal . S
. N necessarily together). HCPs must accept patients’ choices if
partners who complement their counterparts.” [50] reasonable, even if it is not the “best” decision according to the
s qe e . HCP, and they have to accept when a patient is not ready to
This division of power does not occur naturally. Both HCP and pa- . v ccep P ot reacy
X K . R X R decide. HCPs are not obliged to provide contra indicated
tient need various skills [Achievement] to increase patients’ Self- treatments and should endorse a patient’s decision.
Direction and move towards Universalism. The skills of HCPs are Hedonism No manifestations found.
focused on increasing patients’ Achievement and Self-Direction. They Power Power is not a value to pursue in SDM, but SDM functions as a
need to create choice awareness among patients, inform them about mechanism to reduce the power of the HCP and to create a
. d db i d risks. i d dabl power balance between HCP and patient. References are made
options, pros and cons, and benefits and risks, in an understandable way. to HCPs having an influential position, or the power to
To ensure patient involvement, HCPs are required to engage, stimulate, prescribe. Patients in contrast exercise power by adhering or
and invite patients to inform and express themselves and reflect on not. Power in SDM is described as “equal” between HCP and
decision making. This increases patients’ involvement and their P;‘“f“td"r flexible as both HCP and patient can alternately take
. . . . the lead.
expression of Self-Direction, leading to a more balanced encounter [85]. Security A good relationship between HCP and patient, which is

Patients’ (health literacy) skills and knowledge also improve their
position in decision making, e.g., by being aware of options and un-
derstanding them, informing and expressing themselves. Patients lack-
ing these skills tend to behave more passively [57], which increases the
HCP’s power [88]. A power imbalance felt by patients can disempower
them. In order to exercise their own power, patients may try to coun-
terbalance a HCP’s power by bringing supportive others [Benevolence]

characterized by trust and honesty. It is enabled when HCP and
patient have a human connection. It also refers to a safe
environment. Some authors mention that such a relationship
develops over time and a few authors consider the relationship
between HCP and patient an essential element of SDM.

(continued on next page)



R. Oueslati et al.

Table 3 (continued)

Schwartz’s value
type
Self-Direction

Manifestation of the value type in SDM

Patient autonomy and HCPs professional autonomy.
Patients’ Self-Direction: Patient involvement in decision
making to their preferred extent, self-advocacy, autonomy,
and preferences that should be informed and that can change.
Self-Direction also refers to patients considering what is most
important to them, identifying and constructing their
preferences, opinions, goals, options, and choosing and
deciding. Patients can choose to defer a decision. Self-Direction
also refers to the involvement of people from the patients’
social network who can have a say in decision making and who
can influence patients’ preferences.

HCPs’ Self-Direction (professional autonomy): The
formulation of treatment recommendations, often
personalized, to which patients could respond. HCPs’
professional autonomy is restricted by medical evidence,
patient values, preferences, views, and ability (see
Conformity). It also refers to the involvement of other HCPs in
decision making.

No manifestations found.

Cultural aspects of the patient’s context: culture, religion,
language, and complementary and alternative medicine. It is
mentioned that a cultural background can influence patient
decision-making preferences and views on illness and
treatment.

A more balanced relationship between HCP and patient:
equality, partnership, mutual respect, collaboration (also with
the patient’s extended network), information exchange,
prioritizing goals and options together, a joint deliberation and
discussion about options between patients and the HCP and
patients with their social network, a shared understanding of
the problem, a shared responsibility, negotiation, deciding
together, and a mutual agreement. HCP and patient co-
construct their preferences by both sharing information and
preferences and mutually influencing each other. It also refers
to tailoring, which leads to tailored decisions to individual
patients.

Stimulation
Tradition

Universalism

to the consultation [56] or by subsequently not complying [77]:

“The advantages of being accompanied by someone who knows you well
can have a counterbalancing impact on the power imbalance that often
occurs in the meeting with staff.” [56]

We also found relations between Achievement and Universalism, as
HCPs having good interpersonal skills enable the development of a
partnership with patients [71,76] and can lead to a decision on which
both agree [86]. HCPs’ skills, e.g., good listening and non-verbal skills,
also reduce their perceived power enabling a more balanced relationship
[51,69,81]:

“Physicians need to be mindful of the physician-patient power differential
and make every effort to reduce it by sitting down rather than standing,
apologize in case of patient waiting and ask about the preferred name. A
forward leaning body posture conveys attentiveness and facilitates the
conversation (...).” [81]

When HCPs lack certain skills, e.g., the creation of a positive
emotional tone, they are perceived as more authoritarian [86]. Also, the
acknowledgment of the HCPs medical knowledge and the patients’
experiential knowledge functions as an equalizer [47,56,59], leading to
a “meeting between experts” [85]:

“Acknowledging that both clinicians and patients have relevant and
valuable information to contribute to the decision-making process can
help to equalise the unequal power relationship that exists in the tradi-
tional paternalistic approach.” [59]

While patients’ involvement [Self-Direction] is increased by their
own and HCPs’ skills, HCPs’ “professional” Self-Direction (professional
autonomy) is restricted [Conformity] by evidence, but also by what fits
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the individual patient. Strictly adhering to medical evidence increases
the HCP’s Power [60]. Patients’” Self-Direction is also restricted as HCPs
should endorse a patient’s decision and are not obliged to provide
treatments that are not medically indicated (see Conformity, Table 3).

In this theme we see that within SDM there is a movement towards
Universalism, a shared control between patient and HCP. This is partly
thought to be reached by skills of both HCPs and patients that are aimed
at increasing patients’ Self-Direction in decision making. Furthermore,
HCPs’ Self-Direction is not only restricted [Conformity] by evidence, but
also by SDM’s requirement to tailor evidence and options to the indi-
vidual patient, which will eliminate some treatment options. According
to SDM, the skills of both HCP and patients facilitate the development of
a more balanced relationship.

3.2.2. A safe and supportive environment

For the movement towards Universalism, also reference is made to
supporting a patient during decision making [Benevolence] and a good,
trusting relationship between HCP and patient [Security].

We identified the value Benevolence often in relation to other values,
and mostly in relation to a patient’s Self-Direction. Patient autonomy is
supposed to be supported by HCPs [6,43,61,76,88]:

“Atits core, SDM rests on accepting that individual self-determination is a
desirable goal and that clinicians need to support patients to achieve this
goal (...).” [6]

References are made to general support for patients in decision
making [6,41,53,56-58,62,66,76,86,87,89], to emotional support [44,
56,62,64,67], and practical support [62]. Support can be provided by
HCPs, patients’ social network, and tools (e.g., visual and decision aids,
questionnaires). Authors refer to specific stages of decision making in
which to support patients. In these stages Benevolence was related to
Achievement or Self-Direction. References are made to supporting pa-
tients in 1) information provision [Achievement] [39,43,49,52,59,61,
63,65,72], and understanding information [Achievement] (e.g, on
condition, treatment plans, options) [6,7,44,48,52,55-57,63,64,75,78,
82,90], 2) identifying and clarifying their preferences, goals, priorities
and what matters most to them [Self-Direction] [6,7,40,52,55,58,60,61,
63,66-69,72,76], 3) the expression of their values, preferences, goals
and concerns [Achievement] [6,44,52,54,56,60,61,68,81,90], 4)
considering options [Self-Direction] [6,51,52,68,85], and weighing pros
and cons [Self-Direction] [7,42,45,52,56-58,63,66,68,72,82], and in 5)
deciding [Self-Direction] [6,43,48,61,76,78,88]. In this way, Benevo-
lence increases patients’ Achievement and facilitates their
Self-Direction.

Relations were also found between Benevolence and Universalism:
support can facilitate collaboration [39,52,66], information exchange
[66], deliberation [2,6,39,42,49,52], active discussion [39,59,75] and
conversation [49,78] between HCP and patient. Support can further
facilitate more equality [56] and equity [49] and has to be culturally
appropriate [Tradition] [75,86].

For the provision of support HCPs need skills [Achievement] [58,
63]. Support was often described in general terms.

Besides support [Benevolence], the value Security manifests in SDM
as a good relationship between HCP and patient, characterized by trust
and honesty. In specific settings, this value was more pronounced, e.g.,
mental healthcare [40,50,56,57], nursing [44,86], pediatrics [76]
chronic diseases [71,77,81,88], primary care [69,83], and in two
generic models [6,46]. We identified relations between Security and
Achievement, as a good relationship between HCP and patient enable
patients to express themselves, share concerns, and ask questions [6,39,
46,57,69,71,78,86]:

“The clinician should strive to create an environment in which the patient
feels at ease expressing preferences and asking questions.” [78]

Mistrust on the other hand, due to age differences, ethnic back-
ground, or gender can obstruct patients of expressing themselves [46,50,
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77,86].

Security enables patients’ Self-Direction as it strengthens patients’
autonomy [6,57] and facilitates their involvement in decision making
[39,50,51,57].

Security was also linked to Universalism, by functioning as an
equalizer [40,51,69,75]:

“(...) one patient explained, ’I create relationships with healthcare pro-
viders that are around things besides my health. It’s sort of a great
equalizer in some way ..."” [69]

In addition, Security facilitates aspects of Universalism, e.g., infor-
mation sharing [69,86], collaboration [40,50], deliberation [6], nego-
tiation [46,50], and reaching an agreement [50,64].

The development of rapport is enabled by HCPs’ skills [Achieve-
ment], such as being sensitive to patients’ cultural beliefs and behaviors,
listening to patients, showing they are knowledgeable [48], sharing
information [77], and showing they know the patient [81].

Benevolence can also contribute to the development of the rela-
tionship between HCP and patient by HCPs being empathic [48,50], and
providing emotional support [44].

The relations described in this theme show that the movement to-
wards Universalism in SDM is facilitated by supporting [Benevolence]
patients’ Achievement and Self-Direction and by the development of a
solid and trusting relationship [Security]. Benevolence and Security
enable patients to inform and express themselves [Achievement],
construct informed preferences [Self-Direction], and establish collabo-
rative partnerships [Universalism]. For the realization of the values
Security and Benevolence, HCPs need skills [Achievement].

3.2.3. Decisions tailored to patients

The third theme concerns the development, or co-creation, of de-
cisions by HCPs and patients that are tailored to that patient. This was
expressed in the relation between Achievement and Self-Direction. Pa-
tients’ competencies, knowledge and skills often refer to what patients
need to participate in decision making (e.g., inform themselves, ask and
answer questions, become aware of options, express their concerns,
preferences, values, etc.) and thereby bring their personal views and
situation into decision making. HCPs’ skills on the other hand, have a
strong focus on informing patients about their disease in an under-
standable way, checking their understanding, and sufacing the patient’s
perspective and situation. The skills demanded from HCPs to elicit a
patient’s perspective help to tailor treatment options to individual pa-
tients and to select the treatment option that best fits that patient
[Universalism] [7,41,45,49,62,64,70,78]:

“Gaining insight into the patient’s goals, situation, and perception of HAE
[Hereditary Angioedema] is critical to collaboratively identifying an
appropriate therapy.” [41]

The concept of tailoring is further deepened in the relation between
Self-Direction and Universalism. By truly involving patients, their
perspective is added to the decision-making process. Patient involve-
ment is therefore not only a principled issue to let patients have a say,
but necessary for the selection of a treatment option that best fits an
individual patient. Many articles mention that patients need time to
consider the various options and that they should reflect on what deci-
sion is best for themselves, or deliberate [Universalism] with others in
their social network about treatment options. Such conversations can
facilitate tailored decision making as these people know the patient
personally and can tailor their advice and information to the patient
[46].

Tailoring is described as a process in which patients continually
express their preferences, causing the HCPs to increasingly adapt the
options they present to the patient in front of them [62]:

“As the patient’s preferences emerged, option presentation (including pros
and cons) became more tailored. We observed a continuous, iterative
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process whereby clinicians would consider the stated preferences as they
discussed further options; in some situations options would become
eliminated (e.g., if the patient had strong cultural beliefs about organ
transplantation).” [62]

Ideally the HCP and patient mutually influence each other in the
process of selecting the best fitting treatment option for a patient [52,62,
69,761].

Patients are not necessarily supposed to choose the best treatment
option all by themselves, but they need to be supported. This was
expressed in the relations we found between Benevolence and Univer-
salism. HCPs need to help patients to make decisions aligned to their
values and lifestyle [51,56,63,78,85]. Decision aids can also help to
improve a match between patients’ values and the treatment options [7,
39,54,63,761.

Furthermore, a good relationship with the HCP [Security] facilitates
the information exchange between HCP and patient [69,86] and open
conversation [50]. This enables the tailoring of treatment options to an
individual patient.

The “professional” Self-Direction (professional autonomy) of HCPs is
in this way not only limited by evidence and availability of options, but
also by the values, lifestyle, and perspective of an individual patient,
ensuring tailored decision making. Some articles mention that Tradition
can influence patients’ decision-making preferences [6,63,78] and
views on illness and treatment [55,65,79]. HCP’s [48] and decision aids
[75] have to be culturally sensitive. Furthermore, HCPs can take
Tradition into account in the assessment of patients’ situation and
preferences [65,86,87].

3.3. Underlying value structure of SDM

The prominent value relations in the themes show that Achievement,
Benevolence and Security enable patients’ Self-Direction, through which
they facilitate Universalism, moving away from Power. Achievement,
Benevolence and Security are also directly related to Universalism.
Additionally, Benevolence and Security are facilitators of patients’
Achievement. Conformity, in contrast, restricts both patients and HCPs
in their Self-Direction. The restriction of HCPs’ Self-Direction creates
more space for patients’ Self-Direction in decision making. This facili-
tates a collaborative partnership in which tailored decisions can be
developed. Tradition can influence patients’ Self-Direction and can be
considered by HCPs in the assessment of the patient’s context and in
tailoring information and decision making to patients (Fig. 3).

Other relations we found are that Achievement facilitates Benevo-
lence, as skills are needed to support patients [58,63] and information
provision reduces decisional regret [81]. Also, Achievement facilitates
Security by HCPs’ communication skills [48,81,86].

Benevolence enables Security by being empathic or providing
emotional support [44,48,50], while Security increases Benevolence
because a good relationship can improve patients’ health outcomes,
adherence, and satisfaction [50,57], just as does patient involvement
[Self-Direction] [57,59,63,72,76,85,88]. Patient involvement can also
lead to trust [Security] [63] and informed patients [Achievement] [59].

When Universalism is reached, “shared” decision making is believed
to improve patients’ medical knowledge [40,41,57,60,72] [Achieve-
ment], the HCP-patient relationship [7,40] and trust [Security] [63,79],
to empower patients [40,41,47,57], and increase their autonomy and
involvement [Self-Direction] [68,72]. But most of all, “shared” decision
making increases patients’ health outcomes, adherence, and satisfaction
[Benevolence] [7,39-41,45,50,56,57,63,64,65,68,72,76,77,79,81,83,
85,87,90].
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Fig. 3. A topography of SDM’s underlying values. The figure shows how Universalism can be reached by an interplay of values. Regular arrows denote positive value
relations, while the struck-through arrows denote a restriction or negative relation between the values. Achievement, Benevolence and Security enable patients’ Self-
Direction through which they facilitate Universalism, moving away from Power. Achievement, Benevolence and Security are also directly related to Universalism.
Additionally, Benevolence and Security are facilitators of patients’ Achievement. Conformity restricts both HCPs’ and patients’ Self-Direction. By HCPs’ restricted
Self-Direction, patients’ Self-Direction gets more space in decision making. Tradition can influence patients’ Self-Direction and HCPs can take Tradition into account

in decision making.
4. Discussion and conclusion
4.1. Discussion

4.1.1. Key findings

This study shows how Schwartz’s values manifest in SDM and cap-
tures the value relations characterizing SDM. The values Achievement,
Benevolence, and Security facilitate patients’ Self-Direction, through
which a state of Universalism in the relationship between HCP and pa-
tient can be reached. Achievement, Benevolence, and Security are also
directly related to Universalism. Additionaly, Security and Benevolence
are enablers of Achievement. HCPs’ “professional” Self-Direction is
restricted by Conformity which allows for further tailoring of treatment
decisions to individual patients. Tradition can influence patients’ Self-
Direction and can be considered by HCPs in the decision-making pro-
cess. SDM assumes that this movement towards Universalism improves
patients’ wellbeing.

4.1.2. The value structure and key elements of SDM

Previous studies described SDM’s separate key elements [4,70] that
appeared in various values we defined, e.g., tailored information pro-
vision by the HCP [Achievement], patients constructing their prefer-
ences [Self-Direction], deliberation [Universalism], and support
[Benevolence]. This study focuses on SDM’s normative aspects and
shows the interrelatedness of these elements in the value structure and
how certain elements, e.g., support during decision making [Benevo-
lence], can facilitate the realization of others, e.g., deliberation
[Universalism].

4.1.3. SDM and relationality

SDM has been criticized for being too rational, and not enough
relational [94-96], and too narrow because it insufficiently includes
influences of decision partners [97,98]. Thomas et al. and Olthuis et al.
argue that SDM assumes that individuals follow a rational, systematic
process by weighing pros and cons in decision making [94,95], taking

personal, social, and environmental factors insufficiently into account.
In doing so Thomas et al. refer to generic SDM models [6,45,46,51,70,
85] that informed the development of at least six other SDM models [4].
Below we will discuss our findings in the light of these comments.

The skills of both HCPs and patients referred to in Achievement
involve conditions for SDM to take place and enable patients to exercise
their Self-Direction. Many elements under Achievement fit well within
the rational model of decision making [94,95]. Pieterse et al. argue that
besides skills, HCPs’ underlying qualities, such as courage, curiosity, and
flexibility are also necessary to practice SDM [99]. The “skilled” activ-
ities we identified were, in line with other findings [4,5], mostly sup-
posed to be carried out by HCPs. This resulted in the critique that
patients are considered “passive participants” in SDM [5]. Recently,
Galasinski et al. developed a SDM definition addressing both HCPs and
patients to establish equal communication rights [100].

Beside the emphasis on the skills, our synthesized value structure
shows relational elements in SDM as well. We recognized Benevolence,
support for patients in several stages of decision making, as an enabler of
patients’ Achievement and Self-Direction, and of Universalism. Other
authors also addressed the importance of supporting patients, arguing
that SDM aims at fostering patient autonomy by supportive HCPs,
attentive to patients’ needs [96,101]. Bomhof-Roordink et al. [4] noted
that only a few SDM models [42,69] pay attention to the involvement of
informal caregivers in SDM and suggest making their role explicit in
future SDM models. By analyzing the entire text of articles presenting
SDM models, we found more references to the involvement of patients’
social network [40,44,46,59-63,75,79,81,82,87] in decision making, e.
g., in the deliberation phase, in which patients can discuss options with
persons close to them [6,7,42,46,56,60,62,63,69,72,75,82].

The relational aspect was additionally expressed in the value Secu-
rity, referring to a trusting relationship between HCP and patient, as an
enabler of patients’ Achievement and Self-Direction, and of Universal-
ism. The value Security was more pronounced in articles pertaining
vulnerable patients such as mental healthcare patients [40,50,56,571,
ethnic minorities [77], older patients [44,81], and children [76].
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Security can especially enable vulnerable patients’ Self-Direction and
patients with limited health literacy [102]. In a few SDM models that
were developed based on data collected among patients, Security was
also more prominent [50,56,69,77,83,88]. In most of the settings in
which Security was more pronounced, it is possible to develop a rela-
tionship because HCP and patient have frequent contact. While we
identified Security as an enabler of patients’ Achievement and
Self-Direction, and of Universalism, Joseph-Williams et al. found that
patients trusting their HCP could also be a barrier to patient participa-
tion as it can render them less involved [103]. Therefore, HCPs need to
be careful to surface patients’ perspectives, even within a good rela-
tionship with their patients.

Support for patients was mostly referred to in general terms and the
relation between HCP and patient was mostly stressed in SDM models
for vulnerable patient groups, in settings were HCPs and patients had
frequent contact and in models for which data was collected among
patients. However, these values deserve more explicit and concrete
attention in future models and in clinical practice as they play an
important role in improving patients’ Achievement, enable patients’
Self-Direction, and facilitate Universalism.

Furthermore, we found many references to tailored decisions as
described in the third theme. This highlights that SDM is not only about
assessing different options and pros and cons, but that this assessment
should fit into a patient’s context and capabilities, values and wishes.

4.1.4. Limitations

This study has several limitations. The first is that we analyzed the
entire articles in which SDM models were presented and not only the
SDM models. It might be debatable whether the values we obtained from
parts outside the SDM model are values truly underlying SDM. Yet, we
assume that these values reflect the authors’ motivation and explanation
for their SDM model.

Secondly, we only included articles presenting newly developed or
adapted SDM models. The inclusion of articles merely discussing exist-
ing models might have led to an extension of our value definitions,
additional value relations, or an emphasis on other values. Therefore,
our value definitions should be used as a starting point in SDM research
and can further be supplemented in future studies. This study, however,
provides an overview of the values underlying SDM based on articles
presenting SDM models in particular.

Thirdly, in some instances one could argue if we properly redefined
Schwartz’s values in the context of SDM. To increase the credibility of our
analysis, we enhanced our recognition of values by using both
Schwartz’s and Moyo et al.’s value definitions [17,20]. Furthermore, the
assignments of codes to values were discussed several times within the
research group and ten articles were double coded.

Lastly, we might have missed SDM models in our search strategy or
codes in our coding process. Nevertheless, the sample size (n = 55) we
used to construct SDM’s underlying value structure was considerable
and therefore the information power in this study was sufficient to
answer the main research question [104].

4.2. Conclusion
This study unraveled the value structure underlying SDM and shows

that SDM can be realized through an interplay of various values. The
value structure shows that besides knowledge and skills, also support

Appendix. Manifestation of Schwartz’s values in SDM
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and a good relationship with the HCP enable patients’ Achievement and
Self-Direction and facilitate Universalism. These values can be taken
more explicitly into account in SDM, especially since vulnerable patients
can benefit from the presence of these values.

4.3. Implications for practice

Our value structure is beneficial for research, clinical, and educa-
tional practice. The value structure enables a comparison of the values of
SDM with those of specific patient populations. This can facilitate the
incorporation of patients’ values into decision making, thereby pro-
moting patient-centered care. The value structure can also be used in the
development of future SDM models by ascertaining whether next to
Achievement also Benevolence and Security are represented in the
model, and whether it is explicitly described how patients can be sup-
ported and how HCPs can work on their relationship with patients.
Furthermore, the value structure may inform the development of SDM
measures and interventions to support SDM for all patients. HCPs in
clinical practice can consider these values, and training programs for
HCPs can encourage this.
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Value type

Manifestation in SDM (number SDM model in Table 2)

Achievement

Benevolence

Conformity

Power

Security

Self-
Direction

Knowledge (1, 3, 7, 8-10, 17, 18, 20-22, 23, 26, 28, 31, 33-35, 37-39, 46, 50, 51), competences and skills (9, 13, 21, 25, 29, 37, 49) that both HCPs and patients
need to have to engage in SDM. These will be specified below.

Competences and skills of patients:

They need to have communication skills (50, 51), be able to participate in SDM (18, 19, 23, 40, 51), describe symptoms (31, 46), be aware of choice (8, 13, 14,
19, 23, 25, 45), search and gather information (1, 3, 6, 10, 18, 22, 26, 31, 33, 35) from different sources (1-3, 18, 22, 26, 31, 33, 35) for which time is needed (1-3),
just as for processing information (26, 34, 41). They have to assess information (49), understand information/options (5, 8, 13, 23, 45), also the relatives (5),
share their understanding of information (7, 31, 34, 36, 45) and thinking process (31), express problem, preferences, values, opinions, concerns, feelings
and/or goals (1, 2, 3,6, 7, 14,17, 19, 20, 22, 25, 29, 31, 34-36, 40, 44, 46, 49-51, 55), select and prioritize goals (17, 51), and ask and answer questions (3, 6, 8,
18, 26, 30, 31, 39, 40, 46, 47, 54) for which time should be provided (8, 26, 47, 54). Furthermore, patients can raise options not listed by the HCP (27, 32, 49),
speak up for themselves and guide conversations (31, 46), need to have the ability to make decisions (40) and to summarize and report back to their HCP (34),
to track and report the process (54), and seek support from others (1, 31, 44). Low health literacy and numeracy may hamper SDM (13, 17, 23, 34).
Competences and skills of HCPs:

Establish a framework for SDM: identify (37, 43) and acknowledge that a decision needs to be made (with the patient) (19, 41, 49, 52). HCPs have to consider
patients’ decision-making capacity (5, 19, 51), prepare patients (1, 18, 24, 30, 51), acknowledge/communicate equipoise/preference sensitive decisions/
multiple options (2, 8, 12, 14, 28, 37, 43, 47, 48, 50), discuss the role the patient would like to take in decision making (6, 9, 12, 13, 19, 23, 26, 32, 48, 49, 51, 53),
explore a patient’s preference for information (12, 13, 26, 49), share (medical) information (1, 3, 9, 13-14, 21, 23, 26, 29, 31, 32, 36, 38-41, 46, 52, 53),
educate patients (2, 8, 20, 21, 44, 50), guide patients in the decision-making process (3, 13, 18, 31, 37, 38, 50, 53), articulate a time frame (44) and manage
time constraints (34).

Patient situation: HCPs have to explore patients’ situation (e.g., history, problem analysis, network etc.) (2, 5, 9, 10, 26, 30, 50-52, 54), their expectations and/or
fears (19, 20, 21, 26), assess their social structure (5, 50, 51), acknowledge the impact of values of others (28, 29), know their patient (3, 50) and show they
know their patient (20, 44,), elicit the patient’s perspective (e.g., preferences, values, concerns, experiences) (2, 3, 5, 8, 9, 12-16, 18, 20, 21, 23, 24-26, 27, 31, 32,
36, 37, 40-44, 47-51, 53-55), their patients’ goals (5, 15, 16, 23, 44, 51), as well as those of relatives (5), understand and recognize their patient’s perspective
(2,7, 10, 38, 40) and respond to it (2, 12, 15, 26, 35, 39, 49).

Treatment options: HCPs have to identify options (12, 28), create choice awareness among their patients (2, 3, 5, 8-10, 13-14, 19, 21, 24, 28, 29, 34, 37, 40, 41, 44,
47, 48, 51-53, 55), present treatment options (1-3, 6, 8, 9, 12-17, 19-28, 31-34, 36, 38, 40,41, 43, 45, 46-48, 50, 51, 53-55), discuss the pros and cons and
benefits and risks of treatment options (1, 3, 4, 6, 8,9, 13, 16, 17, 19-23, 25, 26, 31-34, 36-38, 40, 43, 45, 47, 48, 51, 53, 54), also with relatives (5), communicate
uncertainty (9, 13, 20, 21, 25, 49, 53), prognosis (44), search information (31), evaluate evidence (26, 49), base the options/information on evidence (1, 9,
20, 21, 25, 26, 31, 32, 48, 54) and present evidence (13, 21, 32, 37, 42, 45, 49). Also, HCPs have to set goals (2, 16) and prioritize them (16), share own values
(33, 35), and seek support/information/advice (31).

Communication skills: HCPs need to have good communication skills (12, 13, 16, 21, 26, 30, 31, 37-39, 49-51, 52). They have to listen to patients (9, 14, 15, 20, 21,
31, 34, 35, 39, 41, 46, 50) and family and friends (31), ask (20) and answer (39, 46) questions, use both verbal and non-verbal communication (31, 44, 52),
express empathy (as a skill) (16, 38, 44), and act sensitive to patients’ cultural beliefs and behaviors (9). Also, they have to communicate pros and cons, benefits
and risks in a neutral way (6, 9, 19, 26, 34, 37, 48, 54), specified by some by using numbers rather than percentages (37, 48), in understandable language (1, 2, 6,
9,15,17,19, 21, 23, 31, 34, 37, 39-41, 44-46, 54). Furthermore, they have to tailor communication to an individual patient (1, 9, 12, 13, 20, 24, 25, 30, 31, 40, 44,
50, 51, 53), summarize (34, 51), check a patient’s understanding/knowledge (9, 12-14, 19, 20, 23, 24-27, 31, 32, 35, 42-44, 47, 48, 51, 53, 55) and reaction
(13), clarify mutual understanding (19), and assess a patient’s readiness to make a decision (13, 21, 37, 38, 50, 51, 53). HCPs also need to have the ability to
create a safe environment for patients (18, 30), engage (12, 18, 22, 28, 36, 45, 47, 51, 52) and stimulate patients’ involvement in decision making (2, 3, 5, 9, 18,
19, 21, 23-25, 30, 34, 35, 38, 47, 49-51), stimulate patients to express themselves (5, 23, 36, 48, 51-54) and to seek information (31, 35), and gradually involve
relatives (5).

HCPs also need to have measurement and documentation skills (9, 34) and be able to self-reflect (30).

General support for patients by HCPs in treatment decision making (2, 13, 15, 18-20, 24, 28, 30, 38, 50, 51, 53), emotional support (5, 18, 24, 26, 29), practical
support (24). Support can also be provided by patients’ social network (14, 18, 22, 29, 30, 37, 44) or by decision aids (see paragraph 3.2.2). Benevolence also
refers to improved adherence and health outcomes (including satisfaction) (1, 2, 6, 8, 11, 18, 19, 22, 25-27, 30, 34, 38-42, 44-46, 48, 49, 51, 52, 54), to decisions
made in the patient’s best interest (38, 46), and to being empathic and showing empathy (9, 11, 31, 33-35, 54). Benevolence additionally refers to support for
the HCP (31), e.g., during their communication [Achievement] with patients (7, 23, 27, 37, 40, 51).

Restrictions to treatment selection, by e.g., available resources or options (2, 9, 12, 27-29, 42), permissibility by the law (54), or protocol (22), evidence
supporting treatment options (1, 7, 14, 26, 27, 29, 36-38, 40, 48) or without evidence (27), patients’ ability or self-efficacy to follow a treatment (1, 18, 30, 32,
42, 52), impact of a treatment on patients’ daily life (1), and patients’ goals (2, 16, 17, 51). Treatment selection occurs through tailoring evidence/treatment
options to the individual patient (e.g., preferences, values, lifestyle, context, problem, circumstances, risk patient is willing to take) (2-4, 6-10, 12, 14, 15,17, 21,
23-27, 32-34, 37, 38, 40-43, 48, 49, 51, 52, 54), by the incorporation of patient values (3, 9, 14, 15, 25, 26, 31, 40-42, 51, 52) and opinions of relatives (5). The
HCP determines what options are possible for the patient (3).

Conformity also refers to whom one has to conform. In case of disagreement and negotiation [see Universalism] is not helpful, decisions can be deferred (28),
discussed futher/again (19, 27), or a patient can go to another HCP (7, 26, 27, 33). A patient or HCP can decide (not necessarily together) (3, 4, 9, 14, 25, 26, 31,
33, 46, 52). HCPs must accept patient’s decisions (2, 6, 9, 37, 52), if reasonable (2), even if it is not the “best” decision according to the HCP (2, 6). HCPs also have
to accept when a patient is not ready to decide (37) and are not obliged to provide contra indicated treatments (26, 27). Furthermore, HCPs should endorse a
decision (2, 6, 7, 27, 28).

Power is not a value to pursue in SDM, but SDM rather functions as a mechanism to reduce power. References are made to HCPs having an influential position (1, 3,
4,8,12,17, 21, 22, 26, 31, 34, 38, 44, 50) or a “power” to prescribe (33). Patients in contrast, exercise “power” by adhering or not (31, 33, 39, 50) or accepting or
rejecting a treatment plan (17, 31).

Power in SDM is described as “equal” between HCP and patient (37) or flexible as both patient and HCP can alternately take the lead (7, 31, 32, 49, 50).

A good, trustworthy relationship between HCP and patient (1, 5, 7-9, 11, 13, 18, 19, 22, 23, 31, 33, 37-39, 42, 44, 46, 50-52), that is built over time (11, 31, 19, 44,
46, 50). Two articles address the development of rapport and a good relation with relatives as well (5, 44). Security also refers to a safe environment for patients
(6-8, 18, 21, 30, 40) The relationship is enabled when HCPs and patients have a human connection (11, 41), and is characterized by honesty (1, 11, 26, 29, 31, 38,
44-46), trust (7, 9, 11, 18, 19, 22, 23, 31, 37-39, 42, 46, 50, 52) and privacy (52). A good relationship is considered an essential (1, 11, 13, 18, 19, 37, 50) or
important (39) element of SDM.

Patients

Refers to patient autonomy (4-6, 8, 12, 13, 17, 19, 27, 30, 40, 52) and relational autonomy (13), patient involvement in decision making (1-3, 6, 7, 11, 12, 15,
17-19, 22, 25, 26, 28, 29, 34, 36, 38-40, 45, 47-52), but also the involvement of the patient’s social network (1, 5-7, 21-25, 37, 42, 51, 44, 45), who can influence
the patient (3, 24, 28, 29, 42), self-advocacy (31, 46), patients’ preferences, opinions and goals (1, 2, 10, 17, 25, 26, 42, 51, 52). Patients can choose their role in
decision making (6, 7, 9, 12-15, 19, 21, 23, 25-27, 31, 32, 34, 38, 40, 42, 46, 48-53), which can change (50). The role of relatives should also be discussed (23).
Self-Direction also refers to patients identifying their prefrences (22) and considering what is most important to them (1, 13, 16, 17, 21, 25, 34, 36, 44) for which
they need time (13). Additionally, it refers to their relatives who should also consider and prioritize preferences (25). Sometimes patients seek validation (22).
Patients also have to consider evidence (7, 14, 27) and HCPs’ preferences (14), construct informed preferences (2, 10, 13), and reflect on themselves (50).
Patients have to reflect on what decision is best for oneself (considering options) (3, 5, 6, 10, 15, 21, 26, 31, 33, 37, 41, 47), and need time to consider
information, options and preferences (1, 3, 18, 19, 21, 25, 26, 34, 37, 48). Patients can choose and decide (regarding treatment options) (2-5, 9, 10, 14, 15, 17,
21, 25, 31, 33, 36, 39, 46, 52), choose a HCP (22, 26), and what information they want (4, 12, 26, 34, 49).

(continued on next page)
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(continued)
Value type Manifestation in SDM (number SDM model in Table 2)
Patients can also decide to postpone the decision (8, 13, 18, 32, 48) or let the HCP or others decide (3, 11, 23, 42, 48, 51). Patients’ preferences for a treatment or their
decision should be “informed” (2, 13, 20, 21, 24, 26, 31, 36, 40, 45, 47), and can change due to received information, changing circumstances and reflection (6, 8,
10, 12, 19, 22, 24-26, 31, 34, 42, 44, 48, 49), or changed guidelines (9). Therefore, (continuously) follow-up, reviewing/evaluating decisions is an integral
component to SDM (1, 2, 5, 8, 12, 13, 16, 18, 19, 23, 25, 28, 29, 31-37, 45, 48-50, 53-55).
HCPs
HCPs also have a say in decision making, as they have to provide treatment recommendations to patients (1, 3, 4, 6-8, 10, 14, 17, 21, 24-26, 28, 32, 35, 39, 46, 48,
52-54), often personalized, which may change depending to the composition of the team, disease and illness factors, the environment and their expertise (42). Also
other participants (6) or HCPs can be involved (12, 22, 29). HCPs’ Self-Direction is restricted by medical evidence, patients’ values, preferences, views, ability etc.
(see Conformity). Furthermore, HCPs should practice self-reflection (50, 30).
HCPs and Patients
HCPs and patients need to consider each other’s preferences (14) and both need to participate (6, 7, 12, 50).
Tradition Culture (9, 13,17, 25, 27, 31, 34, 37, 40, 42, 50, 51), religion/spirituality (17, 31, 50, 51), language (9, 37, 44), and complementary and alternative medicine
(37, 49). Culture and religion/spirituality can be considered in exploring patients’ context (27, 37, 42, 50, 51), HCPs should respect patients’ culture (31).
Culture and religion/spirituality may influence patients’ decision-making preferences (13, 25, 40), and influence their views on treatments and illness (17,
27, 42). Interpreters should be used if HCPs and patient do not speak the same language (44), HCPs should provide information in different languages (9), and act
P p P guag p guag:
sensitive to patients’ culture (9).
Universalism A more equal relationship (between HCP and patient) (1, 6, 8, 11, 15, 18, 20, 29, 31, 37-39, 47, 50, 52), and equity (10, 22), partnership (1, 8,11, 12, 14, 16, 31-
34, 38, 47, 49, 50, 53), collaboration between HCP and patient (1, 2, 4, 8-11, 14-19, 21, 23, 24, 26-29, 31, 34, 38, 40, 42, 43, 50, 52, 54) and with the patient’s
extended network (1, 13, 14, 19, 33), but also between HCPs in a team (13, 28, 19), family harmony (5), exchange information (1, 6, 7, 11-14, 18, 20, 23, 25, 27-
30, 32-35, 37-39, 41, 42, 46, 47, 50, 52), using the same medical terminology (8), and prioritize goals or problems together (1, 34, 51, 54).
Furthermore Universalism refers to a joint deliberation with the HCP (1, 7, 8, 10, 13, 14, 16, 18, 26, 29, 33-35, 41, 42, 47, 50, 51, 54, 52) for which time is needed
(1, 40, 51), and to patients deliberating with their social network (3, 7, 13, 18, 22, 24, 25, 31, 34, 37, 45, 48) for which also time is needed (3, 18, 45), and
preparation for collaboration/deliberation (18, 34). It additionally refers to a discussion about options (1, 2, 5, 9, 21, 22, 30-32, 36, 37, 41, 47, 52) with a
mutual or shared understanding of the problem and the options (2, 12, 26, 28, 33, 34, 38), and a shared responsibility (38, 39, 47, 49, 50, 52).Universalism also
refers to
collaboration, partnership, information exchange, mutual respect and understanding among HCPs (1, 13, 19, 26, 29, 31, 28).
HCPs and patients
After autonomous reflection (30, 50) [Self-Direction] and mutual reflection (50), HCP and patient can mutually influence each other (5, 14, 24, 31, 38).
Universalism refers to negotiation (6, 12, 31, 34-37, 43, 47, 49, 53, 55), also in case of disagreement (7, 27, 36, 49, 50), resolving conflict (5, 12, 49), deciding
together (2-4, 17, 19, 25, 28, 30, 40, 41, 47, 48, 51, 52, 54), and reach a mutual agreement (1, 6-8, 11, 12, 16, 18, 19, 23, 27-29, 31, 32, 34-38, 40, 41, 46, 47, 51,
53). This results in tailoring and tailored decisions (1, 2, 4, 5, 7, 10, 15, 16, 19-21, 23-27, 34, 41, 46, 48, 51, 54). Additionally, Universalism refers to a shared
process (3, 6, 26, 54) although there could still be areas of agreement and disagreement (6, 31).
Furthermore, Universalism refers to mutual respect between HCPs and patients (11, 13, 26, 31, 33, 35, 37, 38, 45, 46, 50) and being open-minded to each other
(31, 46). It refers to HCPs respecting patients in general and their preferences and choices (2, 6, 8, 22, 31, 35, 37, 45, 46), especially if they are reasonable (2). Also
patients should respect their HCP (31).
References [15] Aavik T, Aavik A, Punab M. Personal values that support and counteract
utilization of a screening test for prostate cancer. Behav Med 2014;40:22-8.
[1] Harter M, Moumjid N, Cornuz J, Elwyn G, van der Weijden T. Shared decision tel Kar}H}I M, Clérk AM. HOW do patients Value§ mﬂulence heart failure self-care
King in 2017: int tional lish ts i i h and decision-making?: A mixed-methods systematic review. Int J Nurs Stud 2016;59:
implementation.  Evid Fortbild Qual Gesund 2017:123-124:1.5. 89104
implementation. 2 tvid Fortbl _Qua esun B [17] Moyo M, Goodyear-Smith F, Weller J, Robb G, Shulruf B. Healthcare
[2] Stiggelbout AM, Weijden TV, Wit MPTD, Frosch D, Légaré F, Montori VM, et al. s s 1 fessional val 1th Sci . Th X
Shared decision making: really putting patients at the centre of healthcare. BMJ practitioners’ personal and professional values. Adv Health Sci Educ Theory Pract
e e 2016;21:257-86.
2(,” 2’344'Cg56‘ .. . L. [18] Gschmeidler B, Flatscher-Thoni M, Knitel-Grabher E. Genetics in the medical and
[3] Légaré F, Witteman HO. Shared decision making: examining key elements and I ial practice: h le of value hi hies i i bli
barriers to adoption into routine clinical practice. Health Aff 2013;32:276-84 psychosocial practice: on the role of value hierarchies in counselling. .J Public
o p ) - . o : Health 2016;24:253-61.
[4] Bomhof-Roordink H, Gartner FR, Stiggelbout AM, Pieterse AH. Key components . L .
- L. . . . [19] Hermann H, Trachsel M, Biller-Andorno N. Physicians’ personal values in
of shared decision making models: a systematic review. BMJ Open 2019;9. . R .. . L .
031763-¢031763 determining medical decision-making capacity: a survey study. J Med Ethics
N o ) . 2015;41:739-44.
[5] Berger Z, Galasinski D, Scalia P, Dong K, Blunt HB, Elwyn G. The submissive . . .
. .. . L. . . [20] Schwartz SH. An overview of the schwartz theory of basic values. Online Read
silence of others: examining definitions of shared decision making. Patient Educ Psychol Cult 2012;2
Couns 2021. . " . .
[6] Elwyn G, Frosch D, Thomson R, Joseph-Williams N, Lloyd A, Kinnersley P, et al. 121 gglcohoGlRZ(i}E)aZ;erl 14—3mental representations of social values. Adv Exp Soc
igzrlec;decmon making: a model for clinical practice. J Gen Intern Med 2012;27: [22] Kelly B. The professional values of English nursing undergraduates. J Adv Nurs
) 1991;16: —-72.
[7] Stiggelbout AM, Pieterse AH, De Haes JC. Shared decision making: concepts, 9? ;16:867-7 . . .
idence. and practice. Patient Educ G 2015:08:1172-9 [23] Weis D, Schank MJ. An instrument to measure professional nursing values. J Nurs
chwartz sH, VIIVErsa s n te content and structure of vatues: theoreticat | [24] Lui MHL, Lam LW, Lee IFK, Chien WT, Chau JPC, Ip WY. Professional nursing
advances and empirical tests in 20 countries. Advances in experimental social . .
hol New York. NY: Elsevier Sci & Technology: 1992 1-65 values among baccalaureate nursing students in Hong Kong. Nurse Educ Today
[9] Rokeach M. The naturé of human values. 1973, New York: The Froe Prese 2008;28:108-14
LSnS(a)i' Co-lliclreh;icﬁiellin UmAT VAlLes. - New York: he rree Fress; [25] Basurto Hoyuelos S, Fraile CL, Weis D, Urien EDL, Elsden CA, Schank MJ. Nursing
[10] JafariNaimi N, Nathan L, Hargraves I. Values as hypotheses: design, inquiry, and ggifg,ssg?g;ﬁ?l;es; validation of a scale in a Spanish context. Nurse Educ Today
the service of values. Des Issues 2015;31:91-104. [ ) - . - X
) A ) . [26] Langille AD, Catano VM, Boran TL, Cunningham DP. The dental values scale:
[11] Kheirandish S, Funk M, Wensveen S, Verkerk M, Rauterberg M. A comprehensive S
. development and validation. J Dent Educ 2010;74:1282-93.
value framework for design. Technol Soc 2020;62:101302. . . . .
e . . . . [27] Hartung PJ, Taber BJ, Richard GV. The physician values in practice scale:
[12] Griffioen I, Melles M, Stiggelbout A, Snelders D. The potential of service design . . A
for i ine the impl tati £ shared decisi King. Des Health 2017-1: construction and initial validation. J Vocat Behav 2005;67:309-20.
l(g;n;g;ovmg 1¢ implementation of shared decision-maxing. Les Hea o [28] Rassin M. Nurses’ professional and personal values. Nurs Ethics 2008;15:614-30.
[13] O 71 G R Reis R. de Vries MC. SI. MT. der Sitp JRM. Stiegelbout AM [29] Michal Rassin RN. Values grading among nursing students — differences between
uesiatl 1, neis i, de yries A, slager M7, van der sip JHAL Stiggeibou ’ the ethnic groups. Nurse Educ Today 2010;30:458-63.
et al. Towards culturally sensitive shared decision-making in oncology: a study -
. . . . o - . [30] Becker BW, Kaldenberg DO, Connor PE. Dentists’ personal values: an exploratory
protocol integrating bioethical qualitative research on shared decision-making . S
. RN . . - investigation. J Am Dent Assoc 1996;127:503-9.
among ethnic minorities with ethical reflection. Int J Qual Methods 2022;21: . . - .
16094069221086731 [31] McCabe DL, Dukerich JM, Dutton JE. Values and ethical decision-making among
[14] Hanel PHP Litzellich;ler LF, Maio GR. An empirical comparison of human value professional school students: a study of dental and medical students. Prof Ethics

models. Front Psychol 2018;9:1643.

12

1992;1:117-36.


http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref1
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref1
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref1
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref2
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref2
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref2
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref3
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref3
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref4
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref4
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref4
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref5
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref5
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref5
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref6
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref6
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref6
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref7
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref7
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref8
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref8
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref8
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref9
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref9
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref10
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref10
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref11
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref11
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref12
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref12
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref12
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref13
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref13
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref13
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref13
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref13
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref14
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref14
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref15
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref15
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref16
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref16
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref16
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref17
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref17
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref17
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref18
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref18
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref18
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref19
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref19
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref19
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref20
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref20
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref21
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref21
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref22
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref22
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref23
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref23
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref24
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref24
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref24
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref25
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref25
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref25
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref26
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref26
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref27
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref27
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref28
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref29
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref29
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref30
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref30
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref31
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref31
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref31

R. Oueslati et al.

[32]

[33]

[34]

[35]

[36]

[37]

[38]
[39]
[40]
[41]

[42]

[43]

[44]

[45]

[46]

[47]

[48]

[49]

[50]

[51]

[52]

[53]

[54]

[55]

[56]

[57]

[58]

[59]

[60]

[61]

[62]

Valdes LS, Prilleltensky I, Walsh-Bowers R, Rossiter A. Applied ethics in mental
health in Cuba: part I-guiding concepts and values. Ethics Behav 2002;12:
223-42.

Hanel PHP, Vione KC, Hahn U, Maio GR. Value instantiations: the missing link
between values and behavior? In: Roccas S, Sagiv L, editors. Values and behavior:
taking a cross cultural perspective. Cham: Springer International Publishing;
2017. p. 175-90.

Levac D, Colquhoun H, O’Brien KK. Scoping studies: advancing the methodology.
Implement Sci 2010;5:69.

Arksey H, O’Malley L. Scoping studies: towards a methodological framework. Int
J Soc Res Methodol 2005;8:19-32.

Braun V, Clarke V. Thematic analysis: a practical guide. Los Angeles; London;
New Dehli; Singapore; Washington DC; Melbourne: Sage Publications; 2021.
Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al. PRISMA
extension for scoping reviews (PRISMA-ScR): checklist and explanation. Ann
Intern Med 2018;169:467-73.

Braun V, Clarke V. Reflecting on reflexive thematic analysis. Qual Res Sport Exerc
Health 2019;11:589-97.

Probst MA, Noseworthy PA, Brito JP, Hess EP. Shared decision-making as the
future of emergency cardiology. Can J Cardiol 2018;34:117-24.

Aoki Y. Shared decision making for adults with severe mental illness: a concept
analysis. Jpn J Nurs Sci 2020;17:e12365.

Banerji A, Anderson J, Johnston DT. Optimal management of hereditary
angioedema: shared decision-making. J Asthma Allergy 2021;14:119-25.
Bombhof-Roordink H, Fischer MJ, van Duijn-Bakker N, Baas-Thijssen MC, van der
Weijden T, Stiggelbout AM, et al. Shared decision making in oncology: a model
based on patients’, health care professionals’, and researchers’ views. Psycho-
Oncology 2019;28:139-46.

Caverly TJ, Skurla SE, Robinson CH, Zikmund-Fisher BJ, Hayward RA. The need
for brevity during shared decision making (SDM) for cancer screening: veterans’
perspectives on an "everyday SDM" compromise. MDM Policy Pract 2021;6.
23814683211055120.

Chao HY, Chen HM, Lin EC. Ethical challenges of nonreading older adult
women’s autonomy in receiving percutaneous coronary intervention under
familial paternalism in Taiwan. J Transcult Nurs 2022;33:110-7.

Charles C, Gafni A, Whelan T. Shared decision-making in the medical encounter:
what does it mean? (or it takes at least two to tango). Soc Sci Med 1997;44:
681-92.

Charles C, Gafni A, Whelan T. Decision-making in the physician-patient
encounter: revisiting the shared treatment decision-making model. Soc Sci Med
1999;49:651-61.

Chor J, Stulberg DB, Tillman S. Shared decision-making framework for pelvic
examinations in asymptomatic, nonpregnant patients. Obstet Gynecol 2019;133:
810-4.

Croes KD, Jones NR, DuBenske LL, Schrager SB, Mahoney JE, Little TA, et al. Core
elements of shared decision-making for women considering breast cancer
screening: results of a modified Delphi survey. J Gen Intern Med 2020;35:
1668-77.

Dobler CC, Midthun DE, Montori VM. Quality of shared decision making in lung
cancer screening: the right process, with the right partners, at the right time and
place. Mayo Clin Proc 2017;92:1612-6.

Eliacin J, Salyers MP, Kukla M, Matthias MS. Patients’ understanding of shared
decision making in a mental health setting. Qual Health Res 2015;25:668-78.
Elwyn G, Edwards A, Kinnersley P, Grol R. Shared decision making and the
concept of equipoise: the competences of involving patients in healthcare choices.
Br J Gen Pract 2000;50:892-9.

Elwyn G, Tsulukidze M, Edwards A, Légaré F, Newcombe R. Using a "talk’ model
of shared decision making to propose an observation-based measure: observer
OPTION 5 Item. Patient Educ Couns 2013;93:265-71.

Elwyn G, Durand MA, Song J, Aarts J, Barr PJ, Berger Z, et al. A three-talk model
for shared decision making: multistage consultation process. BMJ 2017;359:
j4891.

Elwyn G, Vermunt NPCA. Goal-based shared decision-making: developing an
integrated model. J Patient Exp 2020;7:688-96.

Gillick MR. Re-engineering shared decision-making. J Med Ethics 2015;41:785-8.
Grim K, Rosenberg D, Svedberg P, Schon U. Shared decision-making in mental
health care-A user perspective on decisional needs in community-based services.
Int J Qual Stud Health Well-being 2016;11:30563.

Gurtner C, Schols JMGA, Lohrmann C, Halfens RJG, Hahn S. Conceptual
understanding and applicability of shared decision-making in psychiatric care: an
integrative review. J Psychiatr Ment Health Nurs 2021;28:531-48.

Haiek LN, LeDrew M, Charette C, Bartick M. Shared decision-making for infant
feeding and care during the coronavirus disease 2019 pandemic. Matern Child
Nutr 2021;17:e13129.

Hoffmann T, Bakhit M, Michaleff Z. Shared decision making and physical therapy:
what, when, how, and why? Braz J Phys Ther 2022;26:100382.

Tobst SE, Phillips AK, Wilson C. Shared decision-making during labor and birth
among low-risk, active duty women in the U.S. Military. Mil Med 2022;187:
€747-56.

Jansen J, Naganathan V, Carter SM, McLachlan AJ, Nickel B, Irwig L, et al. Too
much medicine in older people? Deprescribing through shared decision making.
BMJ Br Med J 2016;353:12893.

Joseph-Williams N, Williams D, Wood F, Lloyd A, Brain K, Thomas N, et al.

A descriptive model of shared decision making derived from routine
implementation in clinical practice (‘Implement-SDM’): qualitative study. Patient
Educ Couns 2019;102:1774-85.

13

[63]

[64]

[65]

[66]

[67]

[68]

[69]

[701]

[71]

[72]

[73]

[74]

[75]
[76]

[77]

[78]

[791]

[80]

[81]

[82]
[83]

[84]

[85]
[86]

[87]

[88]

[89]

[90]

[91]

Patient Education and Counseling 124 (2024) 108284

Kane HL, Halpern MT, Squiers LB, Treiman KA, McCormack LA. Implementing
and evaluating shared decision making in oncology practice. CA Cancer J Clin
2014;64:377-88.

Karkazis K, Tamar-Mattis A, Kon AA. Genital surgery for disorders of sex
development: implementing a shared decision-making approach. J Pediatr
Endocr Met 2010;23:789-805.

Langer DA, Jensen-Doss A. Shared decision-making in youth mental health care:
using the evidence to plan treatments collaboratively. J Clin Child Adolesc
Psychol 2018;47:821-31.

Légaré F, Stacey D, Pouliot S, Gauvin F, Desroches S, Kryworuchko J, et al.
Interprofessionalism and shared decision-making in primary care: a stepwise
approach towards a new model. J Interprof Care 2011;25:18-25.

Légaré F, Stacey D, Gagnon S, Dunn S, Pluye P, Frosch D, et al. Validating a
conceptual model for an inter-professional approach to shared decision making: a
mixed methods study. J Eval Clin Pract 2011;17:554-64.

Lenzen SA, Daniels R, van Bokhoven MA, van der Weijden T, Beurskens A.
Development of a conversation approach for practice nurses aimed at making
shared decisions on goals and action plans with primary care patients. BMC
Health Serv Res 2018;18:891.

Lown BA, Hanson JL, Clark WD. Mutual influence in shared decision making: a
collaborative study of patients and physicians [corrected] [published erratum
appears in HEALTH EXPECTATIONS 2009 Sep;12(3):343]. Health Expectations;
12; 2009: p. 160-74.

Makoul G, Clayman ML. An integrative model of shared decision making in
medical encounters. Patient Educ Couns 2006;60:301-12.

Montori V, Gafni A, Charles C. A shared treatment decision-making approach
between patients with chronic conditions and their clinicians: the case of
diabetes. Health Expect Int J Public Particip Health Care Health Policy 2006;9:
25-36.

Moore CL, Kaplan SL. A framework and resources for shared decision making:
opportunities for improved physical therapy outcomes. Phys Ther 2018;98:
1022-36.

Murray E, Charles C, Gafni A. Shared decision-making in primary care: tailoring
the Charles et al. model to fit the context of general practice. Patient Educ Couns
2006;62:205-11.

Ng CJ, Lee YK, Abdullah A, Abu Bakar Al, Tun Firzara AM, Tiew HW. Shared
decision making: a dual-layer model to tackling multimorbidity in primary care.
J Eval Clin Pract 2019;25:1074-9.

Ng CJ, Lee PY. Practising shared decision making in primary care. Malays Fam
Physician 2021;16:2-7.

Park ES, Cho IY. Shared decision-making in the paediatric field: a literature
review and concept analysis. Scand J Caring Sci 2018;32:478-89.

Peek ME, Quinn MT, Gorawara-Bhat R, Odoms-Young A, Wilson SC, Chin MH.
How is shared decision-making defined among African-Americans with diabetes?
Patient Educ Couns 2008;72:450-8.

Probst MA, Kanzaria HK, Schoenfeld EM, Menchine MD, Breslin M, Walsh M,
et al. Shared decisionmaking in the emergency department: a guiding framework
for clinicians. Ann Emerg Med 2017;70:688-95.

Rennke S, Yuan P, Monash B, Blankenburg R, Chua I, Harman S, et al. The SDM 3
circle model: a literature synthesis and adaptation for shared decision making in
the hospital. J Hosp Med 2017;12:1001-8.

Rusiecki J, Schell J, Rothenberger S, Merriam S, McNeil M, Spagnoletti C. An
innovative shared decision-making curriculum for internal medicine residents:
findings from the University of Pittsburgh Medical Center. Acad Med 2018;93:
937-42.

Saeed F, Shah AY, Allen RJ, Epstein RM, Fiscella KA. Communication principles
and practices for making shared decisions about renal replacement therapy: a
review of the literature. Curr Opin Nephrol Hypertens 2021;30:507-15.
Saidinejad M. The patient-centered emergency department. Adv Pediatr 2018;65:
105-20.

Shay LA, Lafata JE. Understanding patient perceptions of shared decision making.
Patient Educ Couns 2014;96:295-301.

Simon D, Schorr G, Wirtz M, Vodermaier A, Caspari C, Neuner B, et al.
Development and first validation of the shared decision-making questionnaire
(SDM-Q). Patient Educ Couns 2006;63:319-27.

Towle A, Godolphin W. Framework for teaching and learning informed shared
decision making. BMJ 1999;319:766-71.

Truglio-Londrigan M, Slyer JT. Shared decision-making for nursing practice: an
integrative review. Open Nurs J 2018;12:1-14.

van de Pol MHJ, Fluit CRMG, Lagro J, Slaats YHP, Olde Rikkert MGM, Lagro-
Janssen ALM. Expert and patient consensus on a dynamic model for shared
decision-making in frail older patients. Patient Educ Couns 2016;99:1069-77.
Vaskouei-Eshkevarei K, Hajinabi K, Riahi L, Maleki M. Developing a shared
decision-making model for diabetic patients: a qualitative study. Galen Med J
2020;10:e1735.

Volk RJ, Shokar NK, Leal VB, Bulik RJ, Linder SK, Mullen PD, et al. Development
and pilot testing of an online case-based approach to shared decision making
skills training for clinicians. BMC Med Inf Decis 2014;14:95.

Wilson M, Klein T, Bindler RJ, Kaplan L. Shared decision-making for patients
using cannabis for pain symptom management in the United States. Pain Manag
Nurs 2021;22:15-20.

Worthington RO, Oyler J, Pincavage A, Baker NA, Saathoff M, Rusiecki J. A novel
contraception counseling and shared decision-making curriculum for internal
medicine residents. MedEAPORTAL 2020;16. 11046-8265.11046.


http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref32
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref32
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref32
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref33
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref33
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref33
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref33
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref34
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref34
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref35
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref35
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref36
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref36
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref37
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref37
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref37
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref38
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref38
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref39
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref39
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref40
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref40
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref41
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref41
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref42
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref42
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref42
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref42
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref43
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref43
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref43
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref43
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref44
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref44
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref44
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref45
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref45
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref45
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref46
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref46
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref46
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref47
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref47
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref47
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref48
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref48
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref48
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref48
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref49
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref49
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref49
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref50
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref50
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref51
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref51
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref51
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref52
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref52
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref52
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref53
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref53
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref53
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref54
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref54
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref55
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref56
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref56
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref56
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref57
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref57
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref57
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref58
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref58
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref58
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref59
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref59
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref60
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref60
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref60
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref61
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref61
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref61
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref62
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref62
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref62
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref62
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref63
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref63
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref63
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref64
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref64
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref64
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref65
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref65
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref65
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref66
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref66
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref66
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref67
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref67
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref67
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref68
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref68
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref68
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref68
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref69
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref69
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref70
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref70
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref70
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref70
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref71
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref71
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref71
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref72
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref72
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref72
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref73
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref73
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref73
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref74
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref74
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref75
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref75
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref76
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref76
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref76
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref77
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref77
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref77
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref78
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref78
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref78
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref79
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref79
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref79
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref79
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref80
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref80
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref80
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref81
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref81
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref82
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref82
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref83
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref83
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref83
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref84
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref84
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref85
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref85
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref86
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref86
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref86
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref87
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref87
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref87
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref88
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref88
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref88
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref89
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref89
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref89
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref90
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref90
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref90

R. Oueslati et al.

[92]

[93]

[94]
[95]

[96]

[97]

Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al.
The PRISMA 2020 statement: an updated guideline for reporting systematic
reviews. BMJ 2021;372:n71. https://doi.org/10.1136/bmj.n71.

Hess EP, Marin J, Mills A. Medically unnecessary advanced diagnostic imaging
and shared decision-making in the emergency department: opportunities for
future research. Acad Emerg Med 2015;22:475-7.

Thomas EC, Bass SB, Siminoff LA. Beyond rationality: expanding the practice of
shared decision making in modern medicine. Soc Sci Med 2021;277:113900.
Olthuis G, Leget C, Grypdonck M. Why shared decision making is not good
enough: lessons from patients. J Med Ethics 2014;40:493-5.

Gulbrandsen P, Clayman ML, Beach MC, Han PK, Boss EF, Ofstad EH, et al. Shared
decision-making as an existential journey: aiming for restored autonomous
capacity. Patient Educ Couns 2016;99:1505-10.

Clayman ML, Gulbrandsen P, Morris MA. A patient in the clinic; a person in the
world. Why shared decision making needs to center on the person rather than the
medical encounter. Patient Educ Couns 2017;100:600-4.

14

[98]

[991

[100]
[101]

[102]

[103]

[104]

Patient Education and Counseling 124 (2024) 108284

Van Nistelrooij I, Visse M, Spekkink A, de Lange J. How shared is shared decision-
making? A care-ethical view on the role of partner and family. J Med Ethics 2017;
43:637-44.

Pieterse AH, Gulbrandsen P, Ofstad EH, Menichetti J. What does shared decision
making ask from doctors? Uncovering suppressed qualities that could improve
person-centered care. Patient Educ Couns 2023;114:107801.

Galasinski D, Ziotkowska J, Elwyn G. Epistemic justice is the basis of shared
decision making. Patient Educ Couns 2023;111:107681.

Ubel PA, Scherr KA, Fagerlin A. Autonomy: what’s shared decision making have
to do with it? Am J Bioeth 2018;18:W11-2.

Noordman J, Oosterveld-Vlug M, Rademakers J. Shared decision making in
clinical practice: experiences and needs of patients with limited health literacy.
EJHC 2022;3:31-52.

Joseph-Williams N, Elwyn G, Edwards A. Knowledge is not power for patients: a
systematic review and thematic synthesis of patient-reported barriers and
facilitators to shared decision making. Patient Educ Couns 2014;94:291-309.
Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview
studies: guided by information power. Qual Health Res 2016;26:1753-60.


https://doi.org/10.1136/bmj.n71
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref92
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref92
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref92
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref93
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref93
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref94
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref94
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref95
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref95
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref95
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref96
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref96
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref96
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref97
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref97
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref97
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref98
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref98
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref98
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref99
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref99
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref100
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref100
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref101
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref101
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref101
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref102
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref102
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref102
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref103
http://refhub.elsevier.com/S0738-3991(24)00151-4/sbref103

	What value structure underlies shared decision making? A qualitative synthesis of models of shared decision making
	1 Introduction
	1.1 Shared decision making models
	1.2 Values and SDM
	1.3 Schwartz’s value theory
	1.4 Aim

	2 Methods
	2.1 Study design
	2.2 Literature search
	2.3 Eligibility criteria
	2.4 Selection process
	2.5 Data analysis

	3 Results
	3.1 Description of models and values
	3.2 Themes
	3.2.1 Shared control
	3.2.2 A safe and supportive environment
	3.2.3 Decisions tailored to patients

	3.3 Underlying value structure of SDM

	4 Discussion and conclusion
	4.1 Discussion
	4.1.1 Key findings
	4.1.2 The value structure and key elements of SDM
	4.1.3 SDM and relationality
	4.1.4 Limitations

	4.2 Conclusion
	4.3 Implications for practice

	Funding
	CRediT authorship contribution statement
	Declaration of Competing Interest
	Acknowledgments
	Appendix Manifestation of Schwartz’s values in SDM
	References


