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Background. There is a growing need for valid shared decision-making (SDM) measures. We aimed to determine
whether the items of extant SDM observer-based coding schemes assess the 4 key elements of SDM. Methods. Items
of SDM coding schemes were extracted and categorized. Except for the 4 key elements of SDM (fostering choice
awareness, informing about options, discussing patient preferences, and making a decision), (sub)categories were cre-
ated inductively. Two researchers categorized items independently and in duplicate. Results. Five of 12 coding
schemes assessed all 4 SDM elements. Seven schemes did not measure “fostering choice awareness,” and 3 did not
measure “discussing patient preferences.” Seventy of 194 items (36%) could not be classified into one of the key
SDM clements. Items assessing key SDM elements most often assessed “informing about options” (n = 57/124,
46%). Conclusion. Extant SDM coding schemes often do not assess all key SDM elements and have a strong focus
on information provision while other crucial elements of SDM are underrepresented. Caution is therefore needed in
reporting and interpreting the resulting SDM scores.
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In shared decision making (SDM), patients and clinicians
engage in a conversation and work together to make deci-

sions about health and care that fit best individual patients
and their lives."> SDM is considered particularly pertinent
when there is more than one reasonable approach avail-
able to manage the patient’s situation and when these
approaches differ in ways that matter to patients.>
Although SDM models differ to some extent,* many pro-
minent models distinguish 4 key elements: 1) fostering
choice awareness, 2) discussing relevant options and corre-
sponding pros and cons, 3) discussing patient views and
preferences, and 4) making the final decision.*

As the interest in implementing SDM in routine care
is growing, the need to evaluate its occurrence and the
effects of SDM interventions is growing as well. In a
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recent systematic review, Gértner et al.® identified 40 dif-
ferent instruments that assess SDM. Some of these are
self-report instruments, providing insight in the experi-
ences of patients or clinicians. These self-report instru-
ments tend to show ceiling effects (i.e., scores are
generally high without much variance),”® possibly due to
halo effects (i.e., SDM is difficult to disentangle from
other qualities attributed to the care received or from over-
all satisfaction).” Other SDM instruments are observer-
based coding schemes, requiring a trained assessor to
observe and code the patient-clinician conversation. This
is time and resource consuming, but raters are trained in
the evaluation of SDM and thus can be expected to apply
stricter criteria and avoid ceiling effects. Indeed, previous
research has shown results from observer-based instru-
ments to reveal lower levels of SDM compared to results
based on self-report instruments. '

In their review, Girtner et al.” found an overall lack
of evidence for the psychometric quality of SDM instru-
ments. The authors therefore recommend to select SDM
instruments for studies or evaluation based on the con-
tent of these instruments. The aim of this study was to
determine whether the items of extant SDM observer-
based coding schemes assess the 4 key elements of SDM.

Methods

Selection of Instruments

For this content analysis, we selected SDM instruments
identified in the review by Girtner et al.® These authors
searched 7 databases for studies investigating instru-
ments measuring the process of SDM and identified 51
articles describing 40 instruments, of which 20 were
observer-based schemes. For our content analysis, we
used these coding schemes; we excluded translated ver-
sions of the same scheme (n = 4),'"'* schemes of which
a revised version was available (n = 1),'> and schemes
that contained the same items and only used a different
scoring method or rating scale (n = 3),'*'® thus leaving
12 schemes for analysis.'*°

Analysis

We extracted all items of selected schemes and classified
them into categories of SDM behaviors. In addition to the
4 key elements of SDM,*’ we inductively created (sub)ca-
tegories based on the data (Table 1). Items were categor-
ized independently and in duplicate by 2 researchers (MK,
IH). Each item was attributed to 1 category only (Table
2). Discrepancies were discussed and solved in consensus.
A third researcher (FRG) checked all final categorizations,
and again, discrepancies were solved in consensus.

Results

The 12 included observer-based SDM coding schemes
contained a total of 194 items (median = 10, range 3—
70; see Table 1).

Five of 12 schemes (DSAT (Decision Support Analysis
Tool), DAS-O (Decision Analysis System for Oncology),
OPTION-5 (Observing Patient Involvement scale 5
items), OPTION-12 (Observing Patient Involvement
scale), Mapping’SDM (Multifocal Approach to the shar-
ing in SDM)) contained at least 1 item for all 4 SDM key
elements. The schemes with the highest percentage of
their items classified in 1 of the 4 SDM key elements were
the OPTION-5 (n = 5/5; 100%) and the DSAT-10 (Brief
Decision Support Analysis Tool) (n = 10/11; 90%).The
schemes with the lowest percentage were the PES
(Parental Engagement Scale) (n = 0/3; 0%) and the
RPAD (Rochester Participatory Decision-Making Scale)
(n = 2/9; 22%). Seven schemes did not assess the key ele-
ment “fostering choice awareness,” and 3 did not assess
“discussing patient’s preferences” (Table 1).

Of the 194 items, 124 (64%) could be classified into 1
of the 4 SDM key elements. Almost half of these (n =
57/124, 46%) assessed “informing about options” (SDM
element 2; see Figure 1), and almost one-third (n = 36/
124, 29%) assessed “making a decision” (SDM element
4). The remaining items assessed “discussing patient’s
preferences” (SDM element 3, n = 16/124, 13%) or “fos-
tering choice awareness” (SDM element 1, n = 15/124,
12%). The SDM subcategories with the most items were
“discussing pros and cons” (n = 15/124, 12%), and “dis-
cussing roles in decision making” (n = 11/124, 9%).

Seventy of 194 items (36%) could not be classified into
1 of the 4 SDM key elements and assessed, for example,
the discussion of the current medical problem (n = 5/70,
7%), general communication skills (n = 11/70, 16%), or
checking patients’ understanding or allowing patients to
ask questions (n = 16/70, 23%).

Discussion

This study aimed to determine the extent to which extant
SDM coding schemes assess the key elements of SDM. We
showed that less than half of the coding schemes assess all
4 key elements of SDM. The coding schemes mainly focus
on information provision, while items to assess other key
elements such as fostering choice awareness or discussing
patient’s preferences are less often included. Especially the
latter is surprising, as discussing what matters to patients
seems the drive for SDM. The importance of fostering
choice awareness was only recently incorporated in SDM
models, which may explain why this element is absent in



"9eog Suney SUD[RIA UOISIA( PAIRYS ‘SYINAS Sulyew UoISIap pareys ‘NS 9[BOS SUIRIN-UOISII A101eddnIed 101s0yd0y ‘QVd¥ Q[eos JusweSesuy [eiudied ‘SHJ 9Bos JUSWAJOAU] JUNBJ SUIAISqO
‘ZI-NOILJO SWalI G 9[BIS JUSWIA[OAU] Juanjed SuiaIesqQ ‘S-NOILJO ‘NS ul Sutreys ay) 03 yororddy [eooJnmA ‘NAS.NIddVIA SUD[RJA UOISIOA( pIuLIoju] Jo sJuawalq ‘N ] Joo L sisk[euy 11oddng
oIS Joug ‘01-LVSd {001 sisk[euy j1oddng uoisoo( ‘LS ‘SunjeA uoisa(q pareys ut syjuedonied pue sjuowoe[q [eNuassy Jo [re1od ‘INAS-dddd £50]j0ouQ 10J weIsAg sisA[euy uoisoq ‘0-SVAaA

I I W)l JBd[OU)
Cl € 4 1 9 Y10
9 I T € UONEPUIWIOAT S URIOIUID)
9 I I I 4 I sa0u010J21d uoneuLIOJUT SUISSNOSI]
4 SurpueISIOpUN UBIOIUID)
91 I I 4 4 I I S I Sunyse uonsonb/Furpue)siopun juaneg

11 4
(%€°80) §§ I S

14 I 4

L 4 I I I

14 I

L I I ! I

€ I I

I [ I I I I z z Sunjew uoIsIAp Ul s9[0l SUISSnosIq Vi
(%S°81) 9¢ € € 4 € ! 14 4 ! S 9 UoIsIap SUDEA v INAS

4 I I 2P0 XE
SBAPI ‘SUIOUO0D

S[[IYS UONBIIUNWWOD [RIUID)
Rl te]
PO Xy
uonejuawd[dwi/dn-moqjoy Jurssnosiq g4

n oA —
~

Sunyew uoIsoap jo Surwn Juissnosiq (v

UoISap [euly SUNBIN DY
douarrjard jusunyean s juaned Juissnosiq g

—_— = — O\

O — = O — —

¥ z 1 ‘suoneoadxo [erouad s juoned Suissnosiq g¢
01 I I I I
(%T'8) 91 1 I 4 I I [
€l I I
14
€

L I

z z SMIIA pue sanjea s juaned Jurssnosiq ve

z € soouarajard s juaned Surssnosiq "€ INAS
PO XT

UOIBULIOJUI PadUB[eq SUIPIAOI] DT

1 uoneurrojur pazijeuosad Suipiaold g7

—_

1 (reroua3 ur) suondo Surssnosiq 4T
UOIBULIOJUI JO 90IN0S FuIssnosiq (g

Vo= A~ < O A~

z suod/soxd Fuissnosiq DT
z 1 rejud suondo jeym Sururedxqg gg

8 1 I I € suondo jo Sunsry yg
(%€°60) LS 14 C I € € 14 9T € € suondo noqe Surwiojuy "z WAS

I 1 PO X1

9 I 14 I NS Sumnponup J|

9 1 1 1 uondo [< s1219Y) Jey) SUISpI[mouydy g1

z 1 1 UOISIOAP B YW 03 POdu YY) SUIKJNUIP] V|
(%L'L)S1 4 [ 4

S 1 4 1

9 T

14 I
(%L°L) S1 I

<t v oo
—
0 N — O = = —
—
—
—
o™

n

I SSoudIRME 01010 FULIIso] ‘| INAS
wojqoId Jesrpaur juarInd SuIssnasiq
uonenys s, juaned urssnosiq
epudde 3uneg

NS 210j°d

0 0 < — oo

on
o™
—

wer=u) (r=u) (z=u (= (€=u) @=u (S =u (ST =u L=w (r=w) (L=uw Gr=u @r=mu
0L SHINAS PIBIS-INAS o AVdA ¢ SAd ,;II'NOLLAO (SNOILAO NASNIAdVIN JAAT JAAS-dAAd ,z0-SVA (01-LVSA ¢ LVSA

sa110391ea(qNg) A3 Jo Yoey ssassy ey ], swal jo (uonsodoid pue) JoqunN [€30], pPue SWaYog SUIpo)) SUDBA-UOISId( pateys Jod swel] Jo JoqunN | dqe],

888



(panu1juod )
avdd ue[d juduean) YIm YSnoayl-Mmo[[0J 0} SIJLLIBQ dUIWEBXH uonejuowddwi/dn-mof[oJ urssnosiq gt
IeIS-INAS JISIA 1X3U 0] UOISIOAP JUAW}BAI} I9Jop 0} UAAIS uondQ Sunyew uoIsap Jo Jurwur Juissnosiq At
“UOISSNOSIP
pue uoneroqe[[od jo ssa001d € Aq Je paALLIe 10 judnied oy} Aq opeW IAYIId AIB SUOISIOIP
S-NOILLdO se soouarojaid s juanied oy3 21BIZIIUI 0 110JJ0 UB soyew Jop1aold ay [, seouarojord 9jeidojuy UuoIsIoap [eulj SUBIN D¥
WAl Suryew UOISIOAP Ul 90I s judned oY) JO uOISSNOSIq  doudIdjaId juswiean) s judried Jurssnosiq g
01-1LvVSa suoruido I19Y) PUB JUSWIA[OAUI SIOYIO ‘TUL{EW UOISIOIP Ul 9]0 par1djard ssnosig SueW UOISIOAP Ul S9[0I Julssnosi(] Vi
UoISp SUDRN ¥ INAS
juaned oy} 10 19p1a0Id o) 19U Aq ‘(UOISIOAP A1) 0} dIdYPE
INas-ddda 01) AN[IqE 10 AJEO1JJo-J[os paAlddIad juonjed Jo UONUIW JO 0] AOUIRJIY “AJBIIJJo-J[S JUdN B 0 X¢
‘wopqoxd
91210U09 Y} dFeUBW 0} MOY INOGE (SIBJJ) SUIDUOD puk (seapr) suoneoadxa s juaned ayy
ssnos1p juaned pue uedUI fwR[qoId 91910U00 Y} dFrUBW 0) MOY INOQR (SIBJJ) SUIUOD
pue (seapr) suoneoadxa 19y 10 Sy saquosap juaried oyl ‘we[qold 93910u00 Y] oFeuRW SBAPI ‘SUIOUOD
NASNIdAdVIN 01 MOT] INOQE (SIBJJ) SUIDUOD Pue (SLIPI) suoneidadxd sjuaned oy sarofdxs ueIUIPD Y],  ‘suone}dadxd [e1oudd sjuaned Suissnosiq g¢
S[00] UOT)BOJLIB[O-SAN[BA JOUIO PUB ‘SaSI0IX0  Suryom,, pue  SuIpeys,, ‘so[eos doue[eq
vsa 073 559008 SuIp1aold Aq 10 uoIssnosIp [euosiod Aq sQW0INO 10J sanjeA AJLIB[D 0] SISISSY SMIIA puk sanjea s juaried Surssnosiq Ve
soouarajard suaned uissnosiq "€ INAS
UONIPUOd PUB SYSLI I[BAY
vsa ‘suaddey 31 Aym ‘suaddey jeym ‘saouetyd 1 SUTOP J0J SUOSBAI ‘Q[BUOIIRI ‘MOUY (SPIOM 108 YO XT
0-Svda suondo JuaIdyyIp uo owmn jo junowe eudoidde puadg UOT)BWIOJUI PAOUR[R] SUIPIAOIJ DT
1vsda UOISIOAP U} J09JJ8 ABW JBY} SOIISLIOIOBIBYD S, JUSI[O SISSNISI(] uonewlojul pazijeuosiad JuIpiaold ¢
SAINAS SOAIRUI)[R ) JO UOISSNISI(] (rexoua3 ur) suondo 3urssnasiq 4g
0-Svda 90UIPIAD JO YITUAIS PUB 0INOS UONRULIOJUI JO 90IN0s SuIssnosiq g
WAl SOAIBUId)[R AU) JO (SYSLI) SUOd pue (s31jouaq [enuajod) soxd ) Jo uoIssSnosI(| suoo/soxd 3uissnosiq D¢
NAS-dddd  -2anpasoad 10 uondo juswiear; ay) jo uonduiosap e sapraord ueisAyd ‘uondo jo uoniuyaq [rejud suondo jeym Sururerdxy g¢
ZI-NOILdO . UOT)OR OU,, JO DI0YD Y} dpNJoul ued YoM . ‘suondo,, sIsi| uLIomuIo Y[, suondo jo Sunsri vg
suondo jnoqe Suruojuy 'z INAS
0-Svda [BLI} [BOIUI]D SSNOSIP 0} uoIssiuIad Juryeds ‘uononposul—yury PO X1
‘suonido o) Inoqe 9eIdQIPP 01 padu o) ure[dxd
/rroddns [im 1op1aoid oy, “pawLIojul aw0d3q 03 yudned ay) 11oddns [im 1opraoxd ay) 1ey)
S-NOILdO suLIgyeal Jo juaned oY) sarnssear 19piaod Qy I, "Wed) B SB UONHBIIQIAP JO YIoM U] AJisnf NS Sunpoxuy D
‘(es10dmba) wopqoad 93210U00 ) YIM
[69p 03 A QUO UBY] 2I0W SI AIAY} Jey) ssnosip juanied pue uemoulo (astodmba) worqoad
9]210U09D Y} YIIM [BIP 0} ABM QUO URY) 2IOW ST 313y} IRy} sajedrpul juaned oyl i(asiodmba)
IWASNIddVIN wa[qoxd PIAYIIUPI Y} YIIM [BOp 0} AeM JUO URY[) 2IOW ST AI2Y] JBY) SAIB)S URIDIUID dY uondo [< s1 o109y} 1RY) SUISPI[MOUNIY (]
*$$900.1d SURW-UOISIOIP
ZI-NOILdO & sa1mbar jey) ouo st w[qoid paynuIpI Uk 0} UONIUIIIE SMEBIP URIOIUID S I, UOISIOAP B ABW 0} Pau Y] SUIKJIuapl V|
SSOUAIBME 010D SULIISO | INAS
0O-Sva (s1sougoad) as1om 3unidagd uoneniis Ayl Jo SWeRIJ SWI) PUB SYSLI [BNIUOJ wo[qo.Id [BoIpaw JUALIND FUISSNISI(]
0O-Svda punoigdyoeq Ajiwej pue yIom sjudned aropdxyg uonenyIs s ,juaned Surssnosi(q
IeIS-INAS PAYSI[qLIS? UOIIBINSUOD 10J UOSLIY epuagde 3unieg
NAS 210j°g
JudwInISuf wd) Sjdwexy £1033)e2(qns)

*K1039182(qNS) YorH Ul PAYISSBD) SIUSWNIISU] JUIWAINSLIJA SUIYBA-UOISI( PaIeys Jo swal Jo sojdwexy g dqeL,

889



890 Medical Decision Making 39(7)

most coding schemes (Bomhof-Roordink H, Gértner FR,
Stiggelbout AM and Pieterse AH; unpublished data).
Moreover, the schemes assess more than the 4 elements
considered key to SDM alone; over one-third of items
assess, for example, general communication and consulting
skills, such as agenda setting and checking patient or clini-
cian understanding. These are relevant behaviors for SDM
but may not be specific to SDM.>!

A strength of our study is that it could build on a
recent systematic review on SDM instruments.® The cate-
gorization of items was performed independently and
involved SDM experts from different backgrounds and
institutes. However, we need to put in perspective that
the diversity in the content of different extant coding
schemes reflects the reported lack of consensus on what
SDM entails (Bomhof-Roordink H, Giértner FR,
Stiggelbout AM and Pieterse AH; unpublished data).*
As further efforts are made to conceptualize SDM, what
authors of SDM models consider to be “key elements”
may shift as well.**?

Our study showed that observer-based SDM coding
schemes have a strong focus on assessing information pro-
vision. This is not surprising; providing patients with infor-
mation has received great attention in SDM research and
implementation, and providing information is crucial to
come to an informed decision.*® Also, information provi-
sion encompasses a broad range of behaviors, such as
explaining the options at hand, as well as their pros and
cons and respective probabilities, which can all be relevant
to evaluate when assessing SDM. Surprisingly, the SDM
coding schemes hardly or not at all assessed some of these
behaviors. We did not find any item specifically focusing
on whether or how probabilities are discussed, despite the
importance of clear and understandable risk communica-
tion to consider and weigh pros and cons of available
approaches.** ¢ Also, whether information is presented in
a balanced and nonsteering way®’ cannot be assessed by
any of the SDM coding schemes except the DAS-O. This is
striking, as these behaviors are relevant to identify whether
information provision supports the SDM process.

SDM elements such as the fostering of choice aware-
ness or discussing the patient’s preferences were underre-
presented in the coding schemes. Hence, the schemes are
less likely to pick up behaviors or behavior changes in
these areas. In addition, the inclusion of many items that
are not specific to SDM, such as general communication
skills, may limit the size of the effects of interventions
that specifically focus on SDM. Since our review sug-
gests that there is no dominant “best option” among the
SDM instruments to evaluate SDM or the effects of
SDM interventions, the decision on which SDM

Instrument
MAPPIN’SDM
MAPPIN’SDM

SDM-scale
RPAD
DSAT

DAS-O
PES
DSAT

Example Item
patient make sure that the clinician can ask questions and point out aspects he or she had

not fully understood during the discussion.

point out aspects he or she had not fully understood during the discussion; clinician and
Summatrizes the need for information

patient talks about his or her decision-making strategies; clinician and patient discuss
the discussion; the patient explicitly offers the clinician opportunities to ask questions or to

strategies for handling the decision.
The clinician asks questions or points out aspects he or she had not fully understood during

The clinician supports the patient in his or her activation of decision-making strategies; the

Explicitly provides a treatment recommendation

Insightful participation
Stage in the decision-making process

Physician asks, “Any questions?”

Interruptions

Patient understanding/question asking

Clinician understanding
Discussing information preferences

Clinician’s recommendation

General communication skills
Other

4X Other
Unclear item

Observing Patient Involvement scale 5 items; OPTION-12, Observing Patient Involvement scale; PES, Parental Engagement Scale; RPAD, Rochester Participatory Decision-Making

DAS-O, Decision Analysis System for Oncology; DEEP-SDM, Detail of Essential Elements and Participants in Shared Decision Making; DSAT, Decision Support Analysis Tool;
Scale; SDM, shared decision making; SDMRS, Shared Decision Making Rating Scale.

DSAT-10, Brief Decision Support Analysis Tool; IDM, Elements of Informed Decision Making; MAPPIN’SDM, Multifocal Approach to the Sharing in SDM; OPTION-5,

Table 2 (continued)
(Sub)category
Other
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35

30

Items (in percentage)

Before SDM SDM 1.

Choice

25
20
15
10
5
0

SDM 2.
Information Preferences Decision

SDM 3. SDM 4. Other

Figure 1 Distribution of items from shared decision-making (SDM) coding instruments.

instrument to use should depend on its content and the
focal elements aimed to assess. Similarly, in presenting
and interpreting (total) scores of SDM instruments, we
must bear in mind the focus of their content.

To move forward in studying and implementing SDM,
we need to pay attention to scores on individual items or
(sum) scores per SDM element®® to discover effects that
are diluted in the total scores. As an example, informa-
tion interventions, such as some decision aids, may not
necessarily improve the involvement of patients in other
ways than by informing them more thoroughly, thus
increasing the total score in ways that do not reflect an
encompassing effort to promote SDM. In addition, pro-
viding more information does not necessarily mean better
information provision, nor does it mean that the informa-
tion provided actually helps to advance the situation of
the patient. Still, total scores of SDM instruments may
suggest “more shared decision making.” Consequently,
we may be “checking the SDM boxes” without improving
the quality of SDM.* Previously, Kunneman et al.*
warned for such “measurement with a wink” in which we
may be getting higher scores on the instruments but not
necessarily higher-quality SDM.

Conclusion

Our study shows large variation in the content of
observer-based SDM coding schemes, with a strong
focus on information provision and absence of other ele-
ments considered key to SDM. We need to be cautious

in interpreting scores of SDM instruments, as high scores
do not necessarily mean more SDM. We recommend
researchers to be mindful and transparent about their
motivation for using particular SDM measurement
instruments and to present scores of individual items or
SDM elements when reporting and interpreting the find-
ings of their studies.
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