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Abstract

Background A number of patients have complex care needs that arise from interactions among multiple factors,
such as multimorbidity, mental health issues, and social vulnerability. These factors influence decisions about health-
care and health services. Shared decision-making (SDM), a collaborative process between patients and professionals,
is known to improve the quality of the decision-making process. However, follow-up challenges of patients with com-
plex care needs (PCCNs) can lead to SDM specificities.

Objective To identify specificities of SDM with PCCNs.

Methods We conducted a scoping review using the Joanna Briggs Institute (JBI) methodology. We conducted

a systematic search across MEDLINE, CINAHL, PsycINFO, and Academic Search Complete databases. Empirical studies
about SDM with PCCNs published between 1997 and 2023 were eligible for inclusion. We conducted a mixed the-
matic analysis using deductive (Ottawa Decision Support Framework and Interprofessional Shared Decision-Making
Model) and inductive approaches. Following Arksey & O'Malley’s and Levac et al's methodological recommendations,
we consulted experts (researchers, healthcare professionals, and patient partners) to enhance the findings.

Results Twelve studies were included in the review. Overall, our results demonstrated the importance of recognizing
some specificities of SDM with PCCNs, such as the simultaneous presence of multiple decisions and the multidiscipli-
nary and intersectoral nature of the healthcare and health services they receive.

Conclusion This scoping review highlights some specificities that must be considered in SDM with PCCNs to main-
tain its already-known benefits and ensure positive health and decision-making outcomes.

Keywords Shared decision-making, Complex care needs, Primary care, Patient-centered care, Scoping review,
Interdisciplinary

Background
Complex care needs are increasingly seen in practice
and literature as the rate of chronic diseases in an ageing

r\/f C)Errgéiz:dence: population constantly grow [1-4]. In literature, complex
Marie-Eve.Perron5@USherbrooke.ca care needs have been defined in different ways. The defi-
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nitions frequently focus on multimorbidity as a strong
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vector of healthcare complexity [5-7]. However, some
authors complete the definition of complex care needs
by shedding light on relationships between multiple fac-
tors going beyond multimorbidity. They discussed the
relationship between multimorbidity, and psychosocial
vulnerability [8] or focused on mental health issues as a
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relevant factor of complex care needs and high level of
health resources utilization [9]. Some others take the
definition further by stating that complex care needs are
defined by the interaction between an individual’s biolog-
ical, socioeconomic, cultural, environmental and behav-
ioural determinants [10].

A recent scoping review on nursing care coordination
for patients with complex care needs (PCCNs) suggests a
definition of complex and social needs integrating multi-
ple key points of these conceptions [11]. Developed from
relevant sources in the field of healthcare complexity [12—
14], this representation of complex care needs includes
biological, socioeconomic, cultural, environmental, and
behavioural determinants as areas of vulnerability. More-
over, it describes the specific elements composing these
areas. According to this definition: “complex health and
social needs result from [either a combination of two or
more elements, or a major vulnerability related to] mul-
tiple concurrent chronic conditions, functional and cog-
nitive impairments, mental health challenges and social
vulnerability, the individual’s characteristics, or a major
change in his life or care trajectory” [11].

As PCCNs are frequently living with multiple elements
of vulnerability (e.g. polypharmacy, chronic conditions,
neurological or mental health issues, older age, etc.), they
may also face several physical, cognitive, social and eco-
nomic difficulties [15]. These difficulties influence their
healthcare utilization, as PCCNs may also frequently use
healthcare services, resulting in higher costs to the indi-
vidual and healthcare system [11, 13]. Complex needs
and frequent use of healthcare services may influence
decisional needs by inducing several decision-making
processes about patients’ health [16, 17].

Decisional needs refer to the gap between information
and resources owned by patients and those they would
benefit from to ensure an informed and value-based
decision [18]. Several factors influence decisional needs.
Decisional conflict, peer pressure, motivation, support,
age, and education are a few examples [17]. It is essen-
tial to consider decisional needs within a decision-mak-
ing process, even more so with PCCNs, as uncertainty
may interfere with the decision process and results [19].
Evaluating the decisional needs of patients enhances
the understanding of what they need to achieve the best
decision and determines what the professional needs to
provide the support requested [20].

PCCNs face multiple and frequent decisions of all
kinds. According to the literature, management and
acceptance of the health condition (e.g. prescriptions,
level of care, etc.), use of services, choice of care pro-
viders, and management of the physical and social envi-
ronment are the decision-making situations that cause
the most important decision needs for them [21, 22].
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Responding to these needs and ensuring the quality of
these decisions involves an efficient decision-making pro-
cess. As PCCNs usually face follow-up and engagement
challenges [23], the decision-making process between
them and professionals may be suboptimal and fail to
produce the desired outcomes [22]. Unmet expectations,
decisional conflict, decisional regret and unsatisfaction
may arise [22, 24].

Shared decision-making (SDM), a collaborative process
between patients and professionals, is known to improve
the quality of the decision-making process [25]. It may
enhance the engagement and participation of PCCNs
and minimize the challenges encountered. However, the
complexity of PCCNs’ needs could have an important
influence on the principles of SDM, as demonstrated by
a recent systematic review conducted by Pel-Little et al.
(2021). This review aimed to identify barriers and facili-
tators for SDM as experienced by older patients with
multiple chronic conditions. Overall, they found that
being in poor health and dealing with cognitive or physi-
cal impairments were the most frequent barriers to SDM
(58). However, the influence of these barriers needs to
be further described to ensure a better understanding of
their impact, which was not covered by the review. Thus,
our scoping review aimed to identify literature about
the specificities of SDM with PCCNs to provide a better
understanding of the influence of these patients’ charac-
teristics (as hinders) on the process of SDM.

Methods and design

Study design

We conducted a scoping review of SDM with PCCNs to
clarify the key characteristics of this concept and guide
the conduct of future research on this topic [26-28]. We
followed the methodology proposed by the Joanna Briggs
Institute (JBI): 1) develop a search strategy; 2) screen and
select sources of evidence; 3) extract the data; 4) analyze
and present the results [29]. We also added an experts’
consultation as proposed in the methodology of Arksey &
O’Malley [28] and further enhanced by Levac et al. [26].
This consultation improves the scoping review methodo-
logical quality and provides more valuable results at mul-
tiple levels (clinical, organizational, research) [26, 28]. We
reported data using the Preferred Reporting Items Sys-
tematic reviews and Meta-Analyses extension for Scop-
ing Review (PRISMA-ScR) [30].

Research question and Population, Concept, Context (PCC)
How does the shared decision-making process work with
patients with complexcare needs?

Population: PCCNs as defined by Karam et al. [11].
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Concept: SDM as defined by the authors of the studies
minimally including a shared decision process between a
PCCN and a healthcare professional.

Context: Decision(s) about healthcare or health ser-
vices utilization of the patient involved in the SDM
process.

Search strategy

We identified relevant studies by performing a literature
search using “shared decision-making; patient values;
patient preferences; patient priorities; complex problems;
complex issues; complex patients; complex needs; com-
plex care; complex existence; complex experience; com-
plex live; complex reality; complex journey and complex
situation” as key terms related to the research question
mentioned above. The search strategy was developed
in collaboration with a librarian (Appendix 1). We con-
ducted our search across four different databases:
MEDLINE, CINAHL, PsycINFO and Academic Search
Complete. The search strategy was adapted for the
EBSCOHost platform, as a simultaneous search in all
our selected databases was possible within this platform
which is particularly useful for identifying journal articles
and other publications on a particular topic within the
subject areas covered by each database. We limited this
literature search between 1997 and 2023, as the concept
of SDM appeared in the literature around 1997 [31].

Eligibility criteria

To be included, studies had to meet three eligibility cri-
teria concerning research design: (i) Primary study,
(ii) Full-text available, and (iii) Published in English or
French. Furthermore, studies had to meet eligibility cri-
teria concerning research focus, based on the definition
of our population, our concept and our context already
described in the research question section of this paper
regardless of the country and the healthcare settings.
Studies describing a decision-making process considering
only the patients, only the professional (e.g. clinical deci-
sion-making) or only a third party (e.g. legal representa-
tive, family member, etc.) were excluded as SDM must
at least involve two participants [31]. Studies concerning
populations other than PCCNs or decisions other than
on healthcare or health services were also excluded.

Screening and selection of sources of evidence

Two independent reviewers (MEPe and PHRL) par-
ticipated in the screening process. These two reviewers
have expertise in the field of healthcare, as MEPe is an
RN, BSc, and PHRL is an MD PhD. Using the Covidence
(www.covidence.org) web-based collaborative software
platform for literature reviews, they assessed the titles
and abstracts of 10 studies for standardization, then
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evaluated the titles and abstracts of all relevant studies
identified by the search strategy using the eligibility cri-
teria described above in increments of 40. As the second
part of this process, MEPe and PHRL screened the full
text of selected studies. Any disagreements were resolved
by discussion between the two investigators until consen-
sus was reached or with a third reviewer (MEPo or CH) if
necessary.

Data charting process

Two reviewers (MEPe and PHRL) developed an Excel
data-charting form based on relevant variables selected
within the decisional needs, decision support and deci-
sional outcomes dimensions of the Ottawa Decision Sup-
port Framework (ODSF) and the environment, actors
and SDM process dimensions of the Interprofessional
Shared Decision-Making Model (IP-SDM) [17, 55]. The
form was tested independently for one study and adapted
following discussions. The two reviewers performed the
extraction of all full text included in the form.

Data items

The final chart allowed for the extraction of study charac-
teristics (authors, year of publication, country, language,
study design, objectives, type and number of participants
if applicable); population characteristics for patients (age,
sex, family settings, education, occupation, culture, home
setting, diagnosis/prognosis, complex care needs dispo-
sition, others if applicable) and professional characteris-
tics (age, sex, education, specialization, culture, practice
setting, experience, counselling style, others if applica-
ble); concept of SDM (definition, key decision factors,
decision support, evaluation, decision to be made, first
choice, choice selected, feasibility, time); and context of
decision(s) (actors, environment, healthcare settings).
The extraction grid can be found in Appendix 2.

Data analysis and presentation

We performed a thematic analysis using deductive
and inductive methods following Miles, Huberman &
Saldana’s approach: 1) Data condensation 2) Data dis-
play and 3) Drawing and verifying conclusions [32].
The deductive analysis was completed using the ODSF
framework and the IP-SDM model. The rationale of this
decision relies on our interest in capturing the SDM phe-
nomenon in integrality as the ODSF covers the SDM pro-
cess, and the IP-SDM covers external factors influencing
SDM as well.

1) MEPe extracted all the information from the two
reviewers’ extraction grid (MEPe and PHRL) and merged
it together.

2) As the data was merged, MEPe organized the infor-
mation regarding the ODSF and IP-SDM domains.
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Inductive codes that appeared during this data organi-
zation process were also integrated at this step. We
performed a second cycle of condensation to ensure a
coherent display of the data and confirm the relevance of
the inductive codes that appeared during the process. We
then compared the data from our codes with the infor-
mation available within ODSF and IP-SDM and adapted,
if applicable, their components to a complex care needs
context. The relevance of these adaptations was also
triangulated with the experts’ perspectives during the
consultation.

3) The data display created was presented and dis-
cussed with the other research team members (PHRL,
MEPo and CH). We identified the relationships between
the inductive and deductive codes to organize them in a
final data display. Authors discussed codes and themes to
reach consensus throughout the analysis process.

Consultation

We conducted a consultation with experts by interview-
ing, through a deliberative process, one researcher, two
case managers, and one patient partner to present the
preliminary findings of our scoping review and deter-
mine what findings are the most important in SDM with
PCCNs. These experts were identified throughout the
networks of the research team for their expertise, either
with SDM or PCCNs. We consulted researchers because
their input may enhance our adaptation of the ODSF
and IP-SDM models and contribute to translating these
results into clinical practice. We consulted two case
managers as representatives of healthcare profession-
als because they frequently collaborate with PCCNs and
are the reference for these patients on an ongoing basis
when healthcare decisions must be made. We also con-
sulted patient partners because their perspectives are the
central point of the SDM process, and the relevance of
the results to them is mandatory for feasibility. The prin-
cipal investigator (MEPe) conducted two consultations
(one with the two case managers and the patient partner
and another with the researcher) by videoconference on
Teams in March 2024. The meetings were recorded for
fidelity but not transcribed.

Ethical approval and consent to participate

This project was approved by the ethics committee of
the Centre Intégré Universitaire de Santé et de Services
sociaux du Saguenay — Lac-Saint-Jean through an ethics
amendment for the consultation requested on December
18th, 2023, and approved on January 08th, 2024. All par-
ticipants of the consultation phase signed an informed
consent form before enrolling in the study.
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Results

Selection of sources of evidence

We screened 135 full-text articles. Twelve studies met
the inclusion criteria and were included in this review.
Our search results and the selection of studies are pre-
sented in a flow diagram (Fig. 1), as recommended by the
Preferred Reporting Items for Systematic reviews and
Meta-Analyses extension for Scoping Reviews (PRISMA-
ScR). The studies included in our review shed light on
how components of two conceptual frameworks about
decision-making (ODSF and IP-SDM) may be adapted
to ensure an efficient operationalization of SDM with
PCCNs. All included papers, their main features, and
their results are presented in Table 1.

Characteristics of sources of evidence

All the included studies were published between 2006
and 2022, with a higher proportion of studies published
between 2018 and 2022 (83%). Of these studies, six (50%)
used a qualitative design, two (16%) used framework
development, two (16%) used case studies, and two (16%)
used mixed methods. Most studies (73%) were conducted
in a European or North American context. Almost all
studies (83%) were conducted in chronic disease health-
care settings, and chronic conditions and older age were
the two main elements that justify a population with
complex care needs. Options (50%), preferences (50%),
and values (33%) were the primary components used
to define the SDM process. Characteristics of included
studies, such as study design, objectives, and population,
are presented in Table 1.

Results of individual sources of evidence

The studies reported SDM particularities with PCCNs
in the form of key decision factors (n=11), actors
(n=8), decision support (n=7), decision to be made
(n=5), environment/time (n=9), and evaluation feasi-
bility (n=5). The SDM process with PCCNs was mainly
reported as a collaborative process between at least a
patient and a healthcare professional (z=9). Still, some
studies reported other actors, such as family members
(n=1), caregivers (n=2), or a legal third party (n=2).
The SDM particularities are presented in Table 1.

Synthesis of results

Several existing components of the ODSF and the IP-
SDM can be adapted to operationalize SDM within a
complex care needs population. This adaptation results
from the data analysis process [32] and the experts’
consultation step in this scoping review process. The
components of ODSF and IP-SDM for which the mixed
thematic analysis produces no data were not included in
the synthesis of results.
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References removed (n = 47)
Duplicates identified manually (n = 21)
Duplicates identified by Covidence (n = 26)

v

Marked as ineligible by automation tools (n = 0)
Other reasons (n = 0)

Studies screened (n = 1399)

—>| Studies excluded (n = 1264)

\

Studies sought for retrieval (n = 135)

> Studies not retrieved (n = 0)

v

Studies assessed for eligibility (n = 135)

Screening

> Studies excluded (n = 123)

Studies included in review (n = 12)

Fig. 1 Flow diagram

Ottawa Decision Support Framework (ODSF - Appendix 3)
ODSF - decisional needs

With PCCNs, goal setting, as the establishment of
desired care results based on personal values, is an
important component of decisional needs [33-37].
Goals, such as reduced loneliness, improved house-
keeping or better sleep, and the resulting options
must be prioritized as PCCNs face several healthcare
decisions [34, 36, 38, 39]. Also, the patient’s engage-
ment must be considered, as PCCNs face many chal-
lenges regarding engagement in healthcare, as well as
professional(s) engagement, which can influence their
participation [33, 35, 36, 40]. PCCNs frequently request
a higher implication of professional(s) in the SDM pro-
cess [35, 36]. They often fall between the “shared” or
“passive” category of roles in decision-making because
they rely on providers’ expertise and knowledge [33,
40].

Protocol (n=1)

Incomplete (n = 10)

Wrong language (n = 1)

Wrong outcomes (n = 2)

Wrong intervention (n = 44)
Wrong study design (n =7)
Wrong patient population (n = 58)

ODSF - decision support

PCCNs frequently collaborate with interdisciplinary and
intersectional teams composed of several healthcare and
social services professionals who also collaborate with
each other. For example, Belcher et al. [33] reported a 1
to 6 range of physicians by patient with a mean of 2,8.
Doekhie et al. [42] evaluated the number of primary care
professionals (PCPs) most involved for every patient
where only 3 patients out of 19 had two or less PCPs
involved. This situation results in communication, infor-
mation sharing and confidentiality challenges [33-36, 40,
41], which should be considered in the establishment of
rapport and facilitation of interactive communication.

ODSF - decisional outcomes

First, the ‘quality of the decision-making process’ com-
ponent should recognize that PCCNs often face multi-
ple health decisions related to disease(s), symptom(s),
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functionality or about fundamental aspects of life such as
independence. The evaluative elements of the quality of
the decision-making process must then consider this sit-
uation to ensure the feasibility of the evaluation. It should
also consider patient engagement and professionals’
engagement as new elements of evaluation coming from
decisional needs are assessed upstream [33, 35, 36, 40].

Second, the ‘quality of the decision’ component should
also recognize that PCCNs face multiple health decisions
to ensure the utilization of coherent evaluative elements
in evaluating the quality of the decision (e.g., evaluating
decisional outcomes vs. prioritization). Goal attainment
should also be considered as a new element of evaluation
based on decisional needs assessed upstream [34].

Interprofessional Shared Decision-Making Model (IP-SDM
- Appendix 4)

IP-SDM - environment

First, ‘social norms’ within the environment concept
should consider already existing relationships between
professionals from the interdisciplinary/intersectional
team and the patient [33, 41-43] to maximize the crea-
tion and maintenance of trust.

Second, ‘organizational routines’ (e.g. procedures)
within the environment concept should be adapted to
ensure patient participation [36, 38-40, 43], knowing
that PCCNs may face challenges related to engagement
in their care.

IP-SDM - actors

First, ‘family/surrogate/significant others’ within the
actors’ concept should, with appropriate consent, sup-
port PCCNs as they face multiple difficulties daily. They
should also support the engagement and empowerment
of the patient [36, 41, 42].

Second, ‘patient’ within the actors’ concept may pre-
sent with more than one health decision to make. Some-
times, professionals may be the ones who must initiate
the SDM process by informing the patient that there are
issues that deserve decision-making [33, 34, 36, 39].

Third, ‘healthcare and social services professionals’
within the actors’ concept should see themselves as an
interdisciplinary/intersectional team and adopt a shared
vision to deliver a coherent message to the patient and
avoid the development of decisional conflict [33, 34, 39—
41, 43)].

IP-SDM - SDM process

First, the ‘decision to be made’ within the SDM process
concept should also consider the fact that PCCNs face
multiple difficulties daily, leading to several health deci-
sions. However, discussing more than one issue during a
consultation may lead to a greater use of SDM.
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Second, ‘information exchange’ within the SDM pro-
cess concept would benefit from integrated goal setting,
as it facilitates discussion about options. PCCNs may
observe multiple goals as they face several health condi-
tions and issues. This situation may influence the type,
number, nature and extent of available options. For exam-
ple, a patient experiencing hip pain and dizziness may
want to continue to live at home independently, meet a
wider circle of friends, and reduce their risk of falls and
pain [34].

Third, ‘feasibility’ within the SDM process concept
should, as it considers the feasibility of options, also con-
sider the feasibility of goals as this component ensures
the quality of the decision.

Finally, ‘time’” within the SDM process concept should
specify the time associated with the evolution of the
patient’s health condition, as PCCNs may have condi-
tions evolving differently than single disease conditions.
This temporality should fit within the time associated
with the SDM process.

Discussion

Summary of evidence

The aim of this scoping review was to understand how
the SDM process works with PCCNs. Our synthesis
allowed us to identify 12 studies published between 2006
and 2022 identifying specificities of SDM with PCCNs.
Overall, we found that when PCCNs must face health-
care decisions, specific components of the SDM process
must be considered. The emergence of a new decision-
making role between passive and shared participation for
PCCN:s led us to the following observations: 1) they face
multiple healthcare decisions and options simultaneously
and on a daily basis; 2) they constantly collaborate with
interdisciplinary and intersectoral teams to manage the
health care and services they receive; 3) organizational
adaptations of procedures and policies regarding deci-
sion-making are mandatory; and 4) actual models must
be adapted to maintain the benefits of SDM in a complex
care needs context.

One of the findings of this scoping review is that the
SDM process with PCCNs must consider the multiple
healthcare decisions and options their condition gener-
ates and that they must deal with. As demonstrated by
our results, PCCNs are frequently elders living with mul-
timorbidity [33-38, 41-44]. This situation may induce
multiple physical, psychological, socioeconomic, and
cultural difficulties that can lead to several healthcare
decisions [22]. Integrating care is recognized as the best
approach to delivering care to patients living with several
chronic conditions [45]. However, the literature shows
that PCCNs frequently face fragmented, incomplete, and
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ineffective care, even in the decision-making field [46,
47].

In this scoping review, interdisciplinary and intersec-
tionality were identified as contextual factors to consider
when an SDM process occurs with PCCNs. Many stud-
ies we included in our scoping review demonstrated the
influence of multiple healthcare and social services pro-
fessionals on patient collaboration in terms of SDM [33,
39-41]. This is in line with the literature. As the effective-
ness of this teamwork organization is recognized, it also
comes with its own set of challenges [48, 49]. PCCNs
may trust health information sources differently [21, 50].
Moreover, their mistrust of healthcare, frequently associ-
ated with their experiences, could negatively impact their
healthcare and service utilization and the management of
their health conditions [51, 52]. SDM with PCCNs should
take account of this specificity by identifying the most
significant and trustworthy relationships for the patient
to ensure his or her full engagement in SDM and better
decision-making outcomes. Communication is also a key
challenge in this context. Our results show that multi-
disciplinary and intersectionality raises communication
issues related to information sharing and confidentiality
[33, 35, 41-43]. This is consistent with the literature that
mentions that fragmented communication among multi-
disciplinary care teams leads to adverse health outcomes
[53, 54]. Fragmented communication within an SDM
process with PCCNs may lead to higher decisional con-
flicts for patients.

This scoping review also reinforced the importance of
adapting the actual organizational procedures for deci-
sion-making to adequately address the issues of PCCNs
and maintain a positive evaluation of the decision-mak-
ing process and the outcomes of the decisions taken. Our
results demonstrated that the structure and the vision of
health and social services institutions may limit the ben-
efits for PCCNs that don’t necessarily fit into the usual
trajectories implemented for a single decision [33, 36,
38-40, 43]. PCCNs have different decisional needs than
the usual patients. They require a different level of sup-
port and must make multiple decisions about different
health and social care topics. This is coherent with the lit-
erature, which identified several decisional needs for this
population related to use of services and choice of pro-
viders, management of the physical and social environ-
ment, level of care and end-of-life, management of their
health condition, and acceptance of their health condi-
tion [21, 22]. As PCCN populations are growing, there is
a need to think about innovative ways to ensure adequate
responses to their specific needs and issues.

Finally, although the Ottawa Decision Support Frame-
work and the Interprofessional Shared Decision-Mak-
ing Model are widely recognized models for SDM, they
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must be adapted for contexts where multiple decisions
may arise, such as with PCCNs. Indeed, although the IP-
SDM has been previously validated in primary care, the
over-representation of healthcare professionals (n="76)
compared to patients (n=3) coupled with the lack of
description of the patients who took part in this valida-
tion undermines the transferability of results from the
use of this model with a population with complex health-
care needs [55]. Furthermore, although ODSF supports
healthcare decisions under uncertainty, it has never been
formally validated in the context of complex care needs
following its development. It has, however, been widely
used in many contexts and for many different indica-
tions [56]. Their utilization is limited in a context where
patients face multiple healthcare and social services deci-
sions for which there is more than one possible and valid
option.

More specifically, we suggest three adaptations to
current models so that they can better respond to the
specific reality of SDM with PCCNs: 1) modulate com-
ponents of needs and decision outcomes assessment so
that they recognize the influence of multiple decisions
and options that PCCNs often face by adding, among
others, a prioritization exercise of decisions and options;
2) modulate components used to evaluate the decision-
making support required and those used to recognize key
actors in the process as an indicator of challenges related
to interprofessionality and intersectorality by integrat-
ing the notion of communication, information sharing,
and confidentiality to models and 3) modulate compo-
nents used to assess organizational procedures and poli-
cies to recognize whether they meet the specificities of
SDM with PCCNs. This can be done by adding indica-
tors to assess the concordance between the process and
the participation and commitment desired by PCCNs as
assessed in the decision-making needs upstream.

Strengths and limitations

Our study has some limitations. We did not carry
out a study on quality assessment. Such assessments
should be carried out in the context of systematic
review-type knowledge synthesis [57]. This enhances
the methodological rigor of a review study by ena-
bling it to recognize the overall quality of the studies,
particularly in terms of the risks of bias they contain.
This evaluation, therefore, guides the choice of stud-
ies to be included in the synthesis. A study of inferior
quality may be excluded if the risk of bias is too high.
The fact that we did not carry out this assessment is in
line with the recommendations but is nevertheless a
limitation of our study. A second limitation is our deci-
sion to restrict ourselves to literature published only
in English or French, as well as literature published in
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databases, and not to examine grey literature. Moreo-
ver, although we followed the methodology proposed
by the Joanna Briggs Institute, we did not establish
inter-rater reliability within the study selection process
as recommended [29]. However, discussions between
the reviewers allowed to achieve consensus. Another
limitation directly concerns the studies included in the
synthesis. Our results are based on studies from West
European and North American contexts, which lim-
its their contextual implication for other countries as
health systems contexts may be different. The fact that
no protocol was done before the conduct of this scop-
ing review constitutes a fourth limitation of our study.
Finally, we decided to consider articles for inclusion
only when authors explicitly referred to complexity.
This is the reason why our search strategy yielded only
1,446 references.

Conclusion

This scoping review highlights multiple specificities
that must be considered to maintain already known
benefits of SDM for a population with complex care
needs and ensure positive health and decision-making
outcomes. Future research will be necessary to exam-
ine the recommended adaptations of the ODSF and
the IP-SDM. It could evaluate the operationalization
of the components of SDM with PCCNs by testing its
feasibility of use in clinical practice with different types
of professionals. It would allow us to evaluate the real
influence of these specificities on outcome measures.
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