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ABSTRACT

Background The Literature is no report support
material on Shared Decision-making applied to breast
cancer screening that is intended for Spanish health
professionals. The researcher created both a handbook
and a guide for this topic using an adaption of the Three-
talk model.

Objective A Delphi method will be used to reach an
agreement among experts on the contents and design of a
manual and guide, designed by the research team, and to
be used by health professionals in the application of SDM
in breast cancer screening.

Design A qualitative study. The content and design of the
handbook and the guide was discussed by 20 experts.
The Delphi techniques was in an online mode between
July and October 2020 and researchers used Google
forms in three rounds with open and closed questions. The
criterion established for consensus was a coefficient of
concordance (Cc) above 75, for questions using a Likert
scale of 1-6—in which 1 meant ‘completely disagree’
and 6 ‘completely agree’—uwith a cut-off point equal to or
higher than 4.

Results Participants considered the Three-talk model
suitable for the screening context. The handbook sections
and level of detail were considered satisfactory (Cc=90).
The summary provided by the clinical practice guide

was considered necessary (Cc=75), as it was the self-
assessment tool for professionals (Cc=85). Content was
added: addressing the limitations of the SDM model;
extending the number of sample dialogues for health
professionals; providing supplementary resources on
using Patient Decisions aids and adding references on
communication skills.

Conclusions and applications The first handbook and
clinical practice guide providing unique SDM support
material for health professionals have been developed.
The handbook and guide are useful and innovative

as supporting material for health professionals, but
training strategies for SDM and a piloting plan for the

use of materials are requested, in order to facilitate its
implementation.

on behalf of the ProShare Group

Strengths and limitations of this study

» Development of a handbook and a clinical practice
guide on Shared Decision-making for breast cancer
screening.

» Adaptation of the Three-talk model for breast cancer
screening.

» Participation of professionals in validating the de-
sign of the support materials.

» Facilitating the application of a person-centred mod-
el to the screening context.

BACKGROUND
Shared Decision-making (SDM) is recom-
mended in an uncertainty context—among
others—in which it is necessary to argue on
the risks and benefits, in the health topics.'
SDM is a doctor-patient relationship model,
and both collaborate to deliberate over
the best choice based not only on scientific
evidence but also on women’s preferences
and values.”” Thus, SDM invites you to change
the paternalistic health model for a more
participatory one, seeking patients’ greater
involvement in their health, instead of aiming
at a greater adherence to treatments, proce-
dures or medicines, even though it has also
been associated as a result of its application.”
In Spain, Law 21/2000 on health informa-
tion rights, patient autonomy and clinical
documentation® protects the right to decide
freely. However, SDM is not explicitly recom-
mended for screening programmes. And
the scientific community is making efforts to
create patient decisions aids (PtDAs)® 7 to be
integrated in the early detection programmes
of autonomous communities, but, at the
moment, its use is not widespread.

BM)

Hernandez-Leal MJ, et al. BMJ Open 2022;12:¢052566. doi:10.1136/bmjopen-2021-052566 1


http://bmjopen.bmj.com/
http://orcid.org/0000-0002-4002-6454
http://dx.doi.org/10.1136/bmjopen-2021-052566
http://dx.doi.org/10.1136/bmjopen-2021-052566
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2021-052566&domain=pdf&date_stamp=2022-01-31

The breast cancer screening programme currently
falls under the oncology master plan (Plan Director de
Oncologi(a) in Catalonia.” However, while there are strat-
egies for incorporating women’s values and preferences
into the decision on whether to have the examination
or not, there is no associated framework on how to put
them into practice.” The current situation in Catalonia
is this: the breast cancer detection programme (Programa
de Deteccion del Cancer de Mama) sends—every 2 years—
women between 50 years and 69 years of age a letter
informing them of the time and date when they should
attend their local health centre to have a mammogram.'’
The programme achieves a high level of coverage, but it
fails to incorporate an opportunity for women and profes-
sionals to exchange information and have a dialogue on
her decision. To promote women’s participation, several
research teams have developed projects that involve
women in making their decision on screening. In 2017,
Toledo-Chavari and their colleagues created PtDAs’
(online supplemental file 1), consisting of a trifold leaflet
that provided balanced information on either the bene-
fits or adverse effects, for both professionals and women,
to be used during the clinical appointment. However,
based on the barriers and enabling factors cited in the
literature,n_lg the researchers decided not to use the
PtDAs alone, for it was not enough, and concluded that
SDM training material aimed at health professionals was
also needed. The manual is training material, since itis a
useful tool to transmit knowledge and provide quick and
simple information on how to operationalise new prac-
tices, introducing beginners into the theme on how to
use it the same way advanced users do."* Considering that
SDM is not a common practice, a manual could, to some
extent, fill knowledge gaps on this model.

The ProShare Study. Our research team has therefore
developed a handbook—manual—(online supplemental
file 2) and guide'® (online supplemental file 8) aimed at
health professionals who have a direct relationship with
women. These documents should be used as reference
material by health professionals when discussing the deci-
sion with women on whether to perform—or not to—a
mammography, taking into consideration key elements
and providing the patient with: information and educa-
tion, and interpersonal communication between doctor
and patient for a final decision.'® To facilitate the imple-
mentation of SDM, the model used as a reference was the
Three-Talk model. The model was created so that three
key steps (1—Team Talk, 2—Option Talk, 3—Decision
Talk) would be quickly grasped and to explain in an easy
way how to apply SDM in a generic health context for
healthcare professionals.'” In this article we are adapting
the three steps of the model to a specific health context
in breast cancer screening to: (1) Team talk; (2) Option
talk and exploring preferences; (3) Decision talk. A self-
assessment of SDM was included in the manual, which
should be applied at the end of the appointment so that
professionals can identify strengths and weaknesses in the
implementation of the SDM. Finally, the guide provides a

summary of the handbook to be used in the same appoint-
ment as a reminder of the three steps.

The objective of this study is to use a Delphi method to
reach an agreement among experts on the contents and
design of a manual and guide, designed by the research
team and to be used by health professionals in the appli-
cation of SDM in breast cancer screening.

METHODS

Delphi technique

The main objective of the Delphi technique is to arrive
at a consensus among experts on specific topics. For
this reason, the researchers decided to use this as it was
necessary to consult highly qualified people to develop a
supporting material for a topic little explored and there-
fore insufficient research. Thus, seeking the opinion of
experts is a common approach' and in this case experts
are required for the development of a manual and guide
because there are few documents focused on health
professionals explaining the application of SDM, specif-
ically for breast cancer screening. Another feature of the
Delphi technique is that participants undergo a series of
online survey question rounds, which are formulated with
elements not agreed on in the previous round.' ** This
process is repeated continuously until one of the comple-
tion criteria is met* A further requirement for the
formulation of the Delphi technique is that the responses
of all experts must be shared in each round, allowing
experts to reassess their responses in the light of other
experts’ views. Finally, all the rounds must be carried out
anonymously to ensure that they do not influence others
just because of one expert’s considerable knowledge on
the topic. One of the limitations the Delphi technique
has is that it provides experts’ opinion; however, other
complementary techniques could also be considered to
determine a final position on the subject of the study.'*™>’
The experts participating in a virtual way can overcome
barriers related to economic circumstances and geograph-
ical or time-related constraints.'” *” Experts, according
to literature, can be grouped into two broad categories:
Subjects (Su) —people who would use the instrument in
their profession; and Specialists (Sp)—people who have
knowledge about the subject due to their academic and/
or professional experience.'?*

Participants

The handbook and clinical practice guide, entitled ‘The
participation of health professionals in Shared Decision-
Making in breast cancer screening’ (La participacion de los
profesionales de la salud en la Toma de Decisiones Compartida
en el cribado de cancer de mam(a) (online supplemental files
4 and 5),"” were developed by the Pro-Share research
team. The first version was produced with the participa-
tion of three researchers with experience in SDM and
breast cancer screening, who acted as external reviewers,
and two health professionals, who designed the plan for
piloting the questionnaire online (Google form).
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The included criteria for participants were as follows:

» Subjects: (a) Health professionals, preferably from
primary care services, who provide direct care to
women through breast cancer prevention activities,
and (b) Health professionals, who have at least 5
years’ experience”' in the Spanish Health System.

» Specialists: (a) International-level researchers whose
research career has focused on the SDM model, and
(b) Those who are proficient in Spanish (given that
the handbook has been produced in Spanish). Pref-
erence was given to individuals who had developed
educational support material for professionals.”!

Literature was consulted to determine the sample size.

It mentions that very large sizes (more than 50 partici-

pants) could prevent reaching agreements in limited

time., I . Moreover, it depends on the heterogeneity of
the experts. If they are from different countries or various
specialisations, they enrich the opinions formulated.”

Therefore, a limit between 7 and 30%° was decided, most

commonly being a total of 15 to 20 experts.*’

Patient and public involvement

Health professionals and researchers gave feedback on
the Delphi rounds about the manual and guide practice,
which were adapted accordingly.

Procedure and data collection

The two sampling strategies of the researchers were
used to recruit participants: convenience sampling for
specialists and snowball sampling for health profes-
sionals. For specialists, the researchers were looking
for published articles about SDM and contacted the
authors via email (MJHL, MCL, MJPL). For health
professionals, researchers sent an email with an invi-
tation to NCB and AC, and they could be again sent
to other colleagues. Finally, the researchers (NCB and
AC) sent invitations via email to 43 potential experts to
participate in a Delphi round; 30 of them accepted. The
aim was to determine the usefulness of the topics, the
relevance of the content and the designed document of
the material for the SDM on breast cancer screening.
The Delphi round was being done on Google forms
between July and October 2020.

For round 1, open and close questions were consid-
ered with topics relevant to the research objective The
sections of the handbook are effective for understanding the
application of SDM to breast cancer screening or ‘Do you
think that a guide concisely summanrising the SDM steps
is necessary?’. Participants had to mark the degree of
agreement to the questions using a Likert Scale of
1-6, in which 1 was ‘completely disagree’ and 6 was
‘completely agree’. Later, the researchers (MJHL,
MCL, MJPL) sent a anonymous report to the experts
with the responses of all of them, so that they would
consider their opinion, especially on those questions
that did not reach a level of agreement (coefficient
of concordance (Cc)<75). Disagreement questions
were raised again in the following rounds until the

Invitation email (n=43)
Subjects: 24
Specialists: 19

Accepted: 30
Rejected: 0
No response: 13

Aim: Getting the first impression of experts R1 (n=20)

: Subjects: 9
and consensus issues o
Specialists: 11

R2 (n=16)
|| Subjects: 6

Aim: Reach an agreement about Flow
diagram, short contents, examples of

dial ication skills, responsability
of decision, PtDAs, limitation of SDM

10

R2 (n=17)
Subiects: 6

Aim: Reach an agreement about Flow
diagram, les of dialog
comunication skills, responsability of
decision, PtDAs, limitation of SDM

| Specialists: 11

Figure 1 Flow diagram of participation in each round. SDM,
shared decision-making; PtDAs, Patient Decisions aids.

necessary agreement was reached in most transverse
aspects. This was finally achieved in round 3.

Data analysis

The researchers (MJHL, MCL, MJPL, NCB, AC) analysed
participants’ responses at the end of each round, consid-
ering the responses in which the score on the Likert Scale
was 4 or above to be positive. Agreement was determined
to be reached when Cc >75.** . For calculation consider
the next formula:

ce=(1-1) x100

Vn=number of negative votes (a score of lower than 4);
Vt=total number of votes (n=6).%

The researchers considered the Martinez-Pinedo
criteria for closing the Delphi in round 3.2,

Informed consent was secured, which stated that
participants accepted the conditions of participation on
agreeing to respond to the questionnaire. These condi-
tions specified that responses were confidential and
would only be used for the purposes of this research.

RESULTS

Out of the 30 professionals who initially agreed to partici-
pate, 20 (66.6%) went on to respond in the first round (R1),
16 (563.3%) in the second one (R2) and 17 (56.6%) in the
third one (R3) (figure 1). In R1, the mean age of the experts
was 46.6 years (SD 10.25), 75% were female, 65% were
doctors, 70% worked in the public sector and they had on
average 19 years’ (SD 9.69) experience (table 1).

From the outcomes of the Delphi technique an agree-
ment on the content and design of the documents could
be reached. Among the three rounds carried out, four
significant changes were made regarding the contents:
(1) Including examples of practical dialogues for each
phase, (2) Annexed additional information on commu-
nicative skills, (3) Incorporation of information on how
to manage professionals’ responsibility in SDM, (4)
Additional information about limitations of the SDM
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Table ! Charactoristosof thepatopants

Round 1

Round 2 Round 3

Variable N

% N % N %

Age range (years) 31-40 7
41-50 6
51-60 5
61-70 2
Total 20

35 7 43.75 7 41.17
30 4 25 5 29.41
25 4 25 4 23.52
10 1 6.25 1 5.88
100 16 100 17 100

Profession Nursing 4
Medicine 13
Psychology 1
Other 2
Total 20

20 2 125 3 17.64
65 11 68.75 11 64.7
5 1 6.25 1 5.88
10 2 12.5 11.76
100 16 100 17 100

Experience (years) 6-10 6
11-20 6
21-30 6
31-40 2
Total 20

30 6 37.5 6 35.29
30 5 31.25 6 35.29
30 5 31.25 5 29.41
10 0 0 0 0
100 16 100 17 100

model and (5) Elimination of the flow of the screening
programme in Catalonia.

It was impossible to determine why professionals
changed their decisions in the rounds, since they only
had options to change their vote once the results of the
previous rounds were known and their peers’ arguments
were read. The results for each round are as follows.

Round 1
R1 was designed to achieve two objectives: determine
its utility and clarify the content and the design of the
supporting material. For this purpose, participants were
asked 33 Likert scale questions, 1 multiple-choice ques-
tion and 6 open questions on the handbook and they
were also given 2 Likert Scale questions and 4 open ques-
tions on the clinical practical guide (table 2).

A Cc higher than 75 was recorded for 32 of the Likert
Scale questions and the minimum Cc was not reached

by only 3 of them; in other words, no agreement was
reached. These questions concluded that ‘Flow diagram
of the Early Detection of Breast Cancer programme’, was
clear (Cc=60) and useful (Cc=70). The same applied to
the question that determined Team talk (page 34)—to
be clear (Cc=75). These questions were incorporated into
R2.

In the multiple-choice question, participants were
asked which section of the handbook should be edited:
10 responded ‘none’; 5 chose the section entitled “Which
skills or competencies do health professionals need?’; 3
chose the ‘Screening programme’ section and 2 chose
the ‘Introduction’ (figure 2).

In their open responses, most participants considered
the initiative to be positive and thought it would enable
health professionals to access information on SDM using
the Three-talk model in breast cancer screening (box 1).

E-
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First version: Prior to discussion with
experts (Annex 4)

Final version: With the suggestion by the
experts (Annex 2)

INDICE

OBJETIVO DEL MANUAL 6
A QUIFIN VA DIRIGIDO? 6
Introduccion 7
Toma de decisiones compartida 13
L jQué es? 14
2. jPor qué es importante? 17
3. }Qué habilidades o competencias

necesitan los profesionales sanitarios? 19
4. jQué opinan los pacientes? 22

La toma de decisiones compartida

en el cribado de cancer de mama 25
1. El Programa de cribado 26
2. Implementacion de la TDC en cribado

de cancer de mama 31
3. Autoevaluacion del proceso de TDC 40
Referencias bibliograficas 45

INDICE

OBJETIVO DEL MANUAL 6
A QUIEN VA DIRIGIDO? 6
Introduccion 7
Toma de decisiones compartida 11
1. jQué es? 12
2. jPor qué es importante? 15
3. Las limitaciones del modelo 17

4. ;Qué habilidades o competencias necesitan
los profesionales sanitarios? 18

5. §Qué opinan los pacientes? 22

La toma de decisiones compartida en

el cribado de cancer de mama 25
1. El Programa de cribado 26
2. Implementacién de la TDC en cribado de

cancer de mama 30
3. Autoevaluacion del proceso de TDC 39
Referencias bibliograficas 43

Figure 2 Changes made to the index.

However, one of the participants suggested using the
Agency for Healthcare Research and Quality model.

The participants also provided some suggestions to
modify the handbook. The most frequently cited were
concerned with the length of the handbook and recom-
mended simplifying the content (box 2) and incorpo-
rating sample dialogues, communication skills (box 3)
and instructions for using the PtDAs. The comments were
incorporated in the questions in R2.

Finally, in response to the question on whether the
dialogues in each step represent their objective, most
participants agreed (‘Team talk’ step, n=10; ‘option talk’

Box 1 Response to the question: are the steps based on
‘Three-talk’ suitable for the application of shared decision-

making (SDM) in breast cancer screening? Please explain
briefly.

P3 (R1): Yes, it shows how the health professional can implement SDM
in a three-step process in a brief, practical and easy-to-read way. It
describes the characteristics that differentiate each step, and specific
examples of implementation in breast cancer screening.

step, n=7; ‘Decision talk’ step, n=12) and made sugges-
tions on the wording of the dialogues. Suggestions were
also made to adapt the name of the original T hree-talk steps
to a more representative one in the screening context. All
the suggestions were incorporated into R2 to be approved
or rejected by the other participants.

Only one of the questions evaluating the clin-
ical practice guide did not reach the minimum Cc
established: ‘Do you consider a guide that concisely
summarises the SDM steps to be necessary?’ (;Cree
necesaria una guia que resuma de forma rapida las fases
de la TDC?) (Cc=75). This question was incorporated
into R2. In the open questions, participants suggested
changing the wording of the step 1 dialogues (n=3)
and incorporating a review of communicative skills

Box2 Response to the question: how would you improve
the elements selected in the previous question?

P7: I think that the hanabook is very long, which may reduce motivation
to read it.
P6: Very long and it doesn’t show how to use the tool.

Hernandez-Leal MJ, et al. BMJ Open 2022;12:€052566. doi:10.1136/bmjopen-2021-052566 7
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Box 3 Response to the question: what other content

would you include in the clinical practice guide?

Box 5 Response to the question: What elements would
you change in step 2: ‘Option talk’?

P3: Provide more information or example dialogues on how to use com-
munication skills. This last (point) if the health professionals don’t have
a grounding or training in active listening, motivational interviewing,
empathy, reflection, etc.

P10: I'd go into greater depth on relationship-building skills and give a
few links to where they can find exercises to train themselves (in this).

(box 4); the same was applied to step 2, but partic-
ipants added a comment about using relative risks
instead of absolute ones (n=1) (box b).

They also proposed: eliminating the definition of
SDM for step 3 in the guide (n=4), incorporating a brief
clarification noting that women may also consult other
people for support in making their decision (n=3) and
mentioning the possibility of reversing the decision (n=4)
(box 6). Between 6 and 8 people stated that they would
not make any change to steps 1, 2 or 3.

Finally, for the last question: “What other content would
you include in the clinical practice guide?’, participants
reiterated the need to include a review of communication
skills (n=3) and one of them proposed changing the self-
assessment to use either the ASQ3 or the CollaboRATE
instrument.

Round 2

R2 was structured around/was based on open-question
responses and included the elements about which agree-
ment had not been reached in the previous round. Thir-
teen Likert scale questions, 5 multiple-choice questions
and 6 open questions were produced in the handbook.
For the clinical practice guide, two Likert scale questions
and five open questions were included (table 3).

Of the 13 Likert Scale questions, only three reached a
score of Cc >75. These underlined the need to: reduce
the length of the handbook (Cc=81.3), create a clinical
practice guide to accompany the handbook (Cc=81.3)
and mention the possibility of reversing the decision in
the follow-up plan (Cc=87.6).

The close-ended questions included the following: ‘Which
elements of the handbook would you shorten?’ (; Qué elementos
reducirian del Manual?), to which the two most significant
answers were ‘the Introduction’ (50%) and ‘None’ (31.3%).
Following the comments made in the previous round, alter-
native formulations of the sample phrases for the dialogues
in each of the Three-talk steps were given, as well as a change
of name for step 2: ‘Option talk and exploring preferences’

Box 4 Response to the question: what elements would

you change in step 1: ‘team talk’?

P3: I'd include a few reviews, such as (on) active listening and delib-
eration. Perhaps using a phrase like ‘Remember to pay close attention
and give assertive responses (active listening), and to think the options
through carefully for the decision (deliberation)’.

P15: Change relative risks to absolute risks.

(Plantear opciones y explorar preferencias), on which consensus
was reached (81,3%).

In their responses to the open questions, those who
considered the proposed dialogues unrepresentative of
the steps had the opportunity to suggest a re-wording.
Finally, participants were able to include their final
comments in both the handbook and the guide (figure 3).

Most had no further suggestions for each document,
but some participants included comments about short-
ening the handbook (box 7) and including this material
in clinical practice guides, in order to improve implemen-
tation (box 8).

Round 3

R3 was structured according to the 10 elements on which
no agreement was reached in R2. Six questions with close-
ended, dichotomous answers were posed in the section
evaluating the handbook, and one in the section evalu-
ating the clinical practice guide; in addition to an open
question. Of these, only those proposing an improvement
to the organisation of the clinical practice guide, a change
of colours and a review of cross-cutting communication
skills in SDM reached a Cc of over 75% (table 4).

Since agreement was not reached on the flow diagram for
the early detection of breast cancer programme, this figure
was removed from the handbook, in light of the fact that it
only applies to the region of Catalonia. The other elements
in which no agreement was reached were the need for incor-
porating more samples of professional dialogues (64.7%);
incorporating information about joint responsibility for the
decision (41.2%); adding information on the limitations
of the SDM model (58.8%), as well as adding supplemen-
tary resources on the way to use the PtDAs (52.9%) and
on communication skills and competencies (58.8%). The
researchers believed that the additional content would not
entail substantial changes to the handbook but would provide
more information for professionals who are not familiar with
the model, and that is why all these elements were incorpo-
rated into the handbook.

The texts included were developed according to the
proposals submitted by the participants in the previous
rounds. For example, the following elements were high-
lighted in the professional dialogues: the possibility of
reversing the decision, needing more time and accessing

Box 6 Response to the question: what elements would

you change in step 3: ‘decision talk’?

P11: I'd add the possibility of reversing the decision; I'd take out the
explanation about SDM.

8 Hernandez-Leal MJ, et al. BMJ Open 2022;12:€052566. doi:10.1136/bmjopen-2021-052566
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First version: Prior to discussion with experts (Annex 5)

Final version: With the suggestion by the experts (Annex 3)
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Figure 3 Changes made to the guide.

support from a third person to make the decision
(figure 4).

The Delphi round was brought to a close in R3, taking
into account the criteria cited by Martinez-Pineiro,
regarding the elements on which agreement was not
reached:* a) The limited number of items for which
Cc >75 was not achieved (6 of the 61 Likert Scale and
closed questions; b) Limited resources and time; c) The
possibility that participants would abandon the study in
a subsequent round, which would affect the external
validity of the study. The last two criteria were applied in
the context of the COVID-19 pandemic, given that half
of the participants were health professionals who work in
health centres.

DISCUSSION
The literature mentions certain barriers to applying SDM in
breast cancer screening, including limited time in clinical
appointments and health professionals’ lack of training in
providing more participatory care.?! This was the motivation
for producing the first handbook and clinical practice guide
on this subject, aimed at supporting health professionals by
providing them with the essential elements for implementing
SDM among women for breast cancer screening.

The most relevant results included the validation of
usefulness and relevance of support materials when using
the Delphi technique, considering the experts’ opinion

Box 7 Response to ‘provide your final comments on the

Handbook’

P10: None, the idea of including appendices on communication skills
for the health professional, and on the screening tests for the women,
seems like an excellent idea to me, to avoid making the handbook lon-
ger but offer additional tools for those health workers and women who
would like more information.

to reach agreements on editing the design and content,
as well as their recommendation to incorporate these
materials into the clinical practice guide. The Delphi
technique may be adapted to a generic model—the 7%ree-
talk model—to one specifically designed for breast cancer
screening.

Of the 43 participants who were invited to respond
to the Delphi questionnaires, more than half showed
interest in the topic of the research and collaborated in
it. However, only 20 of them continued to participate in
the study. This may be related to the time of the ques-
tionnaires, which coincided with the end of the first wave
of the COVID-19 pandemic and the resurgence of cases
at the beginning of the second wave. Despite this, the
professionals who decided to participate at the beginning
of the process fulfilled their commitment, illustrated by
the fact that the number of participants simply decreased
by 3 between rounds, these having been lost from the
subjects category (n=3).

Discussion between the participants

It was easy to reach an agreement on the main content of
the elements in the first round. Regarding the structure
and development of SDM using the T hree-talk model,17
which was considered suitable for breast cancer screening,
one of the participants initially suggested using the model
created by the Agency for Healthcare Research and

Box 8 Response to ‘provide your final comments on the

guide’

P10: Clinical practice guidelines on the preventive approach to breast
cancer that includes these points on shared decision-making would be
very useful to support implementation. In any case, | don’t think that it is
a prerequisite to be able to produce the handbook that you are working
on. This handbook could be incorporated into future Clinical Practice
Guidelines (CPG).

Hernandez-Leal MJ, et al. BMJ Open 2022;12:€052566. doi:10.1136/bmjopen-2021-052566 11



Open access

3

Table 4 R3 responses

Section Closed questions

1.Given that no consensus has been reached
(56.4 %) on whether or not to eliminate (): Flow
diagram of the early detection of breast cancer
programme (page 27), please select one of the
following options:

Evaluation of the Handbook
on Shared Decision-Making
in Breast Cancer Screening

2. Given that there is no consensus (68.9

%) about whether to add more examples of
dialogues between the professional and the
women for each phase, please select one of the
following options:

3. Given that there is no consensus (62.6

%) about whether to add information on
communication skills and competencies
resources to the handbook, please select one of
the following options:

4. Given that there is no consensus (50%)
about whether to include information on joint
responsibility for the SDM agreement, please
select one of the following options:

5. Given that there is no consensus (68.9%)
about whether bibliographic references should
be added on the PtDAs—note that the PtDAs is
an appendix to the handbook, to be used by the
woman and health professional—please select
one of the following options:

6. Given that there is no consensus (50%) about
whether to add information on the limitations

of the model, please select one of the following
options:

1. Given that there is no consensus about the
design and content of the guide, please select
one of the following options. The infographic will
be adapted to a more readable size for the guide

Evaluation of the

Clinical Practice Guide:
Implementation of SDM for
Health Professionals

Options Percentage (%)
(a) Eliminate. It does not add relevant information to this 471
handbook

(b) Keep. Translate to Spanish and improve the image 52.9
resolution

Total

(@) One example per phase (current format) 35.3
(b) Three examples per phase (proposed new format) The 64.7
image will be adapted to a more readable size for the

handbook

Total 100
(a) Yes, it is necessary to incorporate bibliographic references 58.8
into the handbook for those who would like to find out more

about this topic

(b) No, the handbook is already too long to add more 64.7
information

Total 100
(@) Yes, it should be included because the information is not 41.2
clear

(b) It is not necessary, it is already clear that the responsibility 58.8
is shared

Total 100
(a) Yes, they should be added 52.9
(b) No, this is not necessary 471
Total 100
(@) Yes, this is necessary because not doing so would mean 58.8
producing one-sided material

(b) No, it is not necessary because the objective of the 41.2
handbook is to show the advantages of implementing it

Total 100
(a) Current format 23.5
(b) Proposed new format 76.5
Total 100

PtDAs, Patient Decision aids; SDM, shared decision-making.

Quality.24 However, this alternative model contains five
steps, and the model proposed by the authors, with fewer
steps, met all the requirements of SDM. Regarding the set
of nine figures in the handbook, only one was eliminated,
and the wording of three was edited.

The participants easily agreed that the initial version
of the handbook was very long (56 pages). Its length was
due to the fact that it would be published in a pocket
edition, which corresponds to 23 pages in a larger text-
book edition. The researchers decided to maintain the
smaller format because it is more transportable, whereas
they eliminated the content elements agreed by the
participants.

It was impossible to reach an agreement on six items.
While agreement should be ideally reached for all items,
yet, when a new round does not provide more informa-
tion or it is unlikely to achieve a better result, the rounds
of questions may come to an end despite there being a
small number of disagreements remaining.21 The formu-
lation changes of the responses between R2 (Likert scale)

and R3 (dichotomous) meant that participants had to
choose one of the options rather than rate their level of
agreement on the statements, which undoubtedly made it
more difficult to reach an agreement.

Certain responses to the open questions were analysed
in-depth by the researchers. One of the participantsin R1
suggested that the professional self-assessment method
could be changed from SDM-Q-doc® to Ask 3Q* or
CollaboRATE.?” However, Ask 3Q is a methodology for
applying SDM, making it equivalent to the Three-talk
model. Given that the Three-talk model received posi-
tive evaluation from the participants, the change was
not made. The other tool, CollaboRATE, is designed for
the patient’s evaluation of the professional, which was
not the purpose of this questionnaire.”® Our objective
was to enable the professional to evaluate the way he or
she performs SDM, resulting in a self-guided learning
of this methodology. The researchers, therefore, kept
the original version, SDM-Q-doc, and adapted it for
screening.

12 Hernandez-Leal MJ, et al. BMJ Open 2022;12:€052566. doi:10.1136/bmjopen-2021-052566
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Figure 4 Example of dialogues for the professionals in the
‘team talk’ step.

The decision on the flow diagram was affected by
whether participants came from the region of Cata-
lonia (of those living in Catalonia, 5/6 wanted to keep
it, although improving its resolution; in contrast, the
specialists from outside Spain (7/11) opted to remove it).
Given that the objective of the handbook is to be used in
other territories, the research group decided to eliminate
the flow diagram.

The sample dialogues suggesting how professionals
should conduct SDM at each point in the process were
widely accepted as a fundamental part of the handbook,
even though no consensus was reached on whether to
include more sample dialogues for each step (Su=4/6;
Sp=7/11). While Cc >75 was not reached, a larger propor-
tion of both groups advocated for providing more exam-
ples. This may be directly related to the fact that both
groups believed that SDM training for health professionals
is still incomplete. Some of these participants therefore
called for the handbook to provide more support, giving
professionals greater confidence in implementation
using the dialogues. The same conclusion can be reached
regarding the decision to include more bibliographic
references on communication skills and relationship-
building competencies (Su=3/6; Sp=7/11) and including
information about PtDAs (Su=5/6; Sp=4/11). In the
latter case, the results differed from the two groups: most

of the Subject participants wanted to add information to
these tools, perhaps highlighting their lack of knowledge
about them or lack of training in their use, while Special-
ists did not consider their inclusion so relevant, due to
their familiarity with the tools.

How to improve the application of SDM to screening

While 83% of health professionals were strongly inter-
ested in promoting SDM during the clinical encounter,?
they admitted that their lack of training in the SDM model
was one of the most significant barriers to its implementa-
tion in the screening context."”

A review of the training health professionals had
received confirmed our belief that there is a lack of strat-
egies to familiarise health professionals with this model.
In Spain, the topic has been introduced into medicine
and health-related degree programmes.*** However, it is
not framed accurately within a SDM model, although, itis
closer to communication or clinical communication skills,
which have been used interchangeably as equivalents to
the model. The level of accuracy and strategies used in
this training are also unknown. Most training in SDM is
acquired in postgraduate-level studies aimed for doctors
and nurses,” whereas particular attention should also be
paid to health workers in primary care centres (including
support and technical staff, as well as clinicians), who
provide person-centred healthcare in a holistic manner.*

Experts in SDM have argued it is necessary to prioritise
adapting curricula to consolidate this training, by empha-
sising an education in communication skills and the
accreditation of these competencies,” within the frame-
work of a horizontal care model. In addition, experts
highlight the need to create partnerships between univer-
sities and interdisciplinary research groups to develop
this material.*

Experts also recommend a training methodology based
on practical activities such as role plays, as well as team-
work, in teams of six people for instance, in a day-long
training, and providing constructive feedback on students’
capacity to express empathy, giving assertive responses,
engaging them in active listening, and other skills.”
This handbook and clinical practice guide, therefore,
includes dialogues and specific examples of how to apply
them. And it will serve as reference material supporting
an initial grounding in SDM for professionals who have
not received any formal training in this subject, but also
as supplementary material for those who have; enabling
them to apply the skills and competencies acquired in the
specific context of breast cancer screening.

The final structure of our document responds to the
need described in the preceding paragraph and is high-
lighted by the participants in the study.

Given the change of paradigm that SDM entails, all
measures that help familiarise professionals with SDM are
important. For example, adding a section into the clin-
ical practice guidelines on how to include the patient in
decision-making; thereby, coordinating evidence-based
practice with SDM,”” may be useful. Patients may even
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participate, to some extent, in its development, as it is a
current practice in such organisations such as the National
Institute for Health and Care Excellence and the Scottish
Intercollegiate Guidelines Network.” In this sense, our
proposed handbook and clinical practice guide, as well
as the PtDAs, whose quality has already been evaluated
and certified by international organisations such as The
Ottawa Hospital,” may be considered as complementary
materials.

LIMITATIONS

The main limitation of the study was participant recruit-
ment, which is a typical constraint. It was a particular
problem in this case, since the empirical work coincided
with the successive waves of the COVID-19 pandemic,
which hindered the active participation of some profes-
sionals who had initially agreed to participate in the
study. Despite this, there were fewer withdrawals round
2 onwards that might have been expected in those
circumstances.

The change in the formulation of the R2 (Likert Scale)
and R3 (dichotomous) responses may have made it more
difficult to reach the established minimum Cc for agree-
ment. Nevertheless, with reference to Martinez-Pineiro®
and Benner et al,2321 the research team determined that
one more round would not have provided any added
value to the results, as seen in the reasons described in
the preceding sections. Nevertheless, the decision made
regarding those elements about which no agreement had
been reached did not significantly affect the participants’
opinions regarding the basic concepts on which the initial
questionnaire was based.

Finally, it should be noted that a systematic literature
review (2018) showed that further research is still needed
to determine the real impact that training interventions
have on health professionals regarding SDM, since the
level of certainty of the studies was low or very low. In
this research, professionals who had received standard
training were compared with those who had been trained
in SDM; from the 15 studies, it was concluded that the
results for patients’ satisfaction, knowledge, decision-
related conflict, regret, level of health and quality of life
differed little or not at all from one to another.” Despite
this, the demand for information and training expressed
by this study’s participants makes us believe that this first
handbook aimed at health professionals for implementa-
tion in a breast cancer screening context will help clarify
the healthcare model focused on patients’ needs and
preferences. However, we have also noted the need to
expand the training in SDM and develop empirical strat-
egies to facilitate its implementation.

CONCLUSION

A horizontal relationship between patients and health
professionals enables person-centred care to be deliv-
ered, in which that patient is considered a protagonist in

the decisions made on his or her health. This has been
recognised by several governmental organisations and
incorporated into discourse and strategies. However, the
practical application of this model is an area in which
progress is still to be made. The handbook and clinical
practice guide therefore aim to familiarise professionals
with the model, helping them to engage women in the
decision of either having breast cancer screening or not.
The results obtained enable us to conclude that, to apply
it as a public policy, first there must be a pilot study with
health professionals, which should be supplemented by
formal training in SDM.
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