J Gynecol Oncol. 2025 May;36(3):e47
https://doi.org/10.3802/jg0.2025.36.e47
pISSN 2005-0380-eISSN 2005-0399

JOURNAL OF
GYNECOLOGIC
ONCOLOGY

Original Article

'.) Check for updates

G OPEN ACCESS

Received: May 16, 2024
Revised: Sep 19, 2024
Accepted: Oct 30, 2024
Published online: Nov 19, 2024

Correspondence to

Muneaki Shimada

Department of Gynecology, Tohoku University
Hospital, 1-1 Seiryo-machi, Aoba-ku, Sendai,
Miyagi 980-8575, Japan.

Email: muneaki.shimada.b7@tohoku.ac.jp

© 2025. Asian Society of Gynecologic
Oncology, Korean Society of Gynecologic
Oncology, and Japan Society of Gynecologic
Oncology

This is an Open Access article distributed
under the terms of the Creative Commons
Attribution Non-Commercial License (https://
creativecommons.org/licenses/by-nc/4.0/)
which permits unrestricted non-commercial
use, distribution, and reproduction in any
medium, provided the original work is properly
cited.

ORCID iDs

Masakazu Abe
https://orcid.org/0000-0002-8508-3997
Hironobu Hashimoto
https://orcid.org/0000-0002-5907-5547
Azusa Soejima
https://orcid.org/0009-0009-3266-573X
Yumiko Nishimura
https://orcid.org/0009-0001-0613-6561
Ami lke
https://orcid.org/0009-0003-2271-7547
Michiko Sugawara
https://orcid.org/0009-0001-7734-6611
Muneaki Shimada
https://orcid.org/0000-0003-1826-6723

https://ejgo.org

Shared decision-making in patients
with gynecological cancer and
healthcare professionals:

a cross-sectional observational study
in Japan

,! Hironobu Hashimoto
,* Ami lke @,° Michiko Sugawara

Masakazu Abe
Yumiko Nishimura

,2 Azusa Soejima 0,3
,> Muneaki Shimada @ &7

'Department of Obstetrics and Gynecology, Hamamatsu University School of Medicine, Hamamatsu, Japan
’Department of Pharmacy, National Cancer Center Hospital, Tokyo, Japan

3Department of Pharmacy, Cancer Institute Hospital, Japanese Foundation for Cancer Research, Tokyo, Japan
“Department of Nursing, The Hospital of Hyogo College of Medicine, Nishinomiya, Japan

°Eisai Co., Ltd., Tokyo, Japan

SDepartment of Gynecology, Tohoku University Hospital, Sendai, Japan

"Department of Clinical Biobank, Tohoku University Advanced Research Center for Innovations in Next-
Generation Medicine, Sendai, Japan

ABSTRACT

Objective: This cross-sectional study aimed to understand the actual situation of shared
decision-making (SDM) and identify the challenges of implementing SDM among Japanese
gynecologic cancer patients and healthcare professionals (HCPs).

Methods: Adult Japanese women undergoing chemotherapy for endometrial or ovarian/
fallopian tube cancer and HCPs who prescribed/administered treatment were enrolled. Data
were collected via a web-based questionnaire. Primary endpoints were the actual and desired
status of SDM for patients by preferred role (active, collaborative, passive), and important
aspects in drug selection for patients and HCPs. SDM treatment preferences were determined
using the Control Preferences Scale.

Results: Respondents comprised 154 patients (77 for endometrial and 77 for ovarian/fallopian
tube cancer), 153 physicians, 166 nurses, and 154 pharmacists. Among patients, 53.9% desired
an active role in decision-making, and 55.8% participated; 25.3% desired a collaborative

role, and 14.3% participated; and 20.8% desired a passive role, and 29.9% participated.

Most patients with a collaborative role in decision-making (86.4%) were “very satisfied” or
“somewhat satisfied” with their communication with physicians, compared with 60.4%

and 73.9% of respondents with active and passive roles in decision-making, respectively. In
daily practice, 23.5%, 47.6%, and 19.5% of physicians, nurses, and pharmacists, respectively,
confirmed “awareness” of SDM. Regarding treatment expectations, patients ranked “complete
elimination of cancer,” and HCPs ranked “live longer” as the most important.

Conclusion: Most patients desire involvement in their treatment decisions. Additionally,
treatment expectations differ between patients and HCPs. Increasing SDM awareness,
implementing it systematically, and addressing patients’ needs for collaborative roles in
decision-making is essential.

Keywords: Cross-Sectional Studies; Decision Making; Gynecologic Neoplasms;
Endometrial Cancer; Ovarian Cancer
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Synopsis

Although almost 1 in 4 patients wished to participate in collaborative decision-making,
fewer did so. Patients participating in collaborative decision-making were most satisfied
with communication with physicians. Preferences for collaborative and active roles were
high perioperatively and in the advanced/recurrent period, respectively.

INTRODUCTION

In recent years, the concept of patient participation in cancer treatment decision-making,
or shared decision-making (SDM), has gained importance. The goal of SDM, in which
healthcare professionals (HCPs) and patients jointly decide a treatment course based on
both the HCP’s expertise and the patient’s personal preferences, is to increase patient
participation in treatment and treatment satisfaction [1-3]. Multiple reports recommend
SDM, including in cancer treatment decision-making, because it has been shown to reduce
patient anxiety and increase satisfaction in both patients and HCPs [4-9].

The process of SDM can be established by applying the 3-talk model, which consists of 3
steps: 1) Team talk: creating a collaborative relationship and explaining and supporting
treatment options; 2) Option talk: providing more detailed information about treatment
options and comparing options; and 3) Decision talk: listening to the patient’s intentions and
making decisions based on those intentions [10]. Furthermore, Whitney et al. [11] classified
4 types of decision-making situations in medicine in which SDM is necessary, according to
the level of risk and certainty of treatment on 2 axes. They stated that informed consent is
sufficient when there is only one best option, whereas SDM is necessary for multiple options.
Barriers to SDM practice include uncertainty in treatment decision-making, concerns about
side effects, and inadequate communication with physicians [12]. Cancer patients need not
only information and communication from physicians but also relevant information from
nurses, pharmacists, and other HCPs, which is important for treatment decision-making.
Thus, to effectively implement the 3 steps of SDM, an inter-professional approach to SDM
(IP-SDM model) in which a team of HCPs collaborate with the patient has been proposed
[13]. Additionally, the potential usefulness of inter-professional collaboration in cancer
treatment has been reported in Japan [14].

The SDM process has been reported to be particularly complex in oncology [15,16].
According to reports on the impact of SDM on patients, a disadvantage is that patients
may feel remorse and regret when making their own decisions and the treatment fails [16].
Conversely, SDM increases patient and physician engagement in treatment and improves
quality of life (QOL) outcomes [4-9,17]. It may also improve adherence to treatment [5].

A review article on the correlation between SDM practices and QOL in cancer treatment
found positive correlations or no association between SDM practices and QOL [17]. Thus,
incorporating SDM into clinical practice and practicing SDM through inter-professional
collaboration is essential to improve the QOL of patients with cancer.

In Japan, the incidence of gynecological cancers, that is, ovarian (one in 62 women),
endometrial (one in 48 women), and cervical cancers (one in 76 women), has increased
compared with 40 years ago [18,19], as has the morbidity and mortality associated with
these cancers [18,19]. Initial treatment options are also expected to increase, especially for
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advanced/recurrent uterine cancer [20,21]; therefore, it is more important than ever to reflect
the patient’s will in treatment via SDM to improve treatment satisfaction and QOL. Some
studies [22,23] have examined SDM in the context of gynecologic cancer chemotherapy, but
the evidence is insufficient. Additionally, there are no reports on gynecologic cancer and
SDM from Japan. Therefore, it is necessary to clarify the current status of SDM in Japan,
specifically in gynecological cancer therapy, as well as to organize and propose steps toward
patient-centered medicine.

This web-based survey of patients with endometrial and ovarian cancer and HCPs involved in
the treatment of gynecological malignancies, including physicians, nurses, and pharmacists,
aimed to understand the implementation status of SDM for drug therapy in patients with
gynecological cancer in Japan. Additionally, we evaluated the real-world practice of SDM

and factors influencing patient preferences and HCP expectations regarding drug therapy

to identify differences and similarities between patient and HCP ideas for implementing
optimal SDM.

MATERIALS AND METHODS

1. Study design

This cross-sectional observational study targeted women who had received chemotherapy
for endometrial or ovarian/fallopian tube cancer (hereafter referred to as ovarian cancer).
Additionally, the study targeted physicians who specialized in obstetrics and gynecology and
had prescribed chemotherapy for gynecological cancers and nurses or pharmacists who had
been involved in the administration of chemotherapy for gynecological cancers.

Data were collected throughout Japan using a web-based survey. The survey period was
between 28 November and 19 December 2022. The participants were requested to respond
to the study questionnaire (Tables S$1and $2) via email, managed by Medilead, Inc. (Tokyo,
Japan). The survey for gynecological cancer (endometrial and ovarian cancer) patients

was conducted using a panel from Research Panel, Inc. (Tokyo, Japan), and that for HCPs
(physicians, pharmacists, and nurses) was performed using a panel from Plamed, Inc.
(Tokyo, Japan). All the panels were based on commercial platforms. Patients and HCPs who
responded to the survey received points equivalent to a gratuity.

2. Eligibility

The participants’ informed consent was obtained online, and their eligibility was assessed
according to their responses to the online questionnaire. Patients were eligible if they
met the following criteria: 1) were over 18 years of age; 2) had received chemotherapy

for endometrial or ovarian cancer; and 3) were residing in Japan at the time of the study.
Patients were excluded if they or any of their close family members were HCPs or worked
for pharmaceutical companies or market research/marketing companies, and if they had
overlapping cancers other than endometrial and ovarian cancer.

Eligible physicians were those involved in prescribing chemotherapy for treating
gynecological cancers who had at least 5 years of experience, including training. Similarly,
HCP participants with at least 1 year of nursing or pharmacy experience could enroll if they
had been involved in administering chemotherapy for gynecological cancers.
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3. Study endpoints

The primary endpoints were to identify patients’ desired and actual roles in SDM and
differences in the items that patients and HCPs consider important when selecting drug
treatment. In the desired and actual conditions of SDM, subgroup analyses were also
conducted for 1) perioperative and advanced/recurrent, and 2) uterine and ovarian cancer
subgroups. The secondary endpoints were the level of desire of other HCPs to intervene in
patient and HCP SDM and the types of HCPs willing to intervene. Additionally, we surveyed
the following exploratory endpoints: Subgroup analysis of satisfaction with communication
with the physician by the actual role of patients in decision-making, awareness of SDM among
HCPs (doctors, nurses, pharmacists), implementation of SDM among HCPs, and the desire
and reasons for reluctance to intervene in SDM interventions by nurses and pharmacists.

The affiliations of HCPs were broadly classified into cancer centers, university hospitals,
and general hospitals (national hospitals/public hospitals [National Hospital Organization,
prefectural/municipal/workers’ compensation hospitals], and clinics).

4. Preference scale

Preferences for treatment SDM were indexed using the Control Preferences Scale [24,25].

The top 2 responses were selected from the 5 options (A, most active role: I prefer to make
the final selection of which treatment I will receive; B, active role: I prefer to make the final
selection of my treatment after seriously considering my doctor’s opinion; C, collaborative
role: I prefer that my doctor and I share responsibility for deciding which treatment is best for
me; D, passive role: I prefer that my doctor makes the final decision about which treatment
will be used, but seriously considers my opinion; and E, most passive role: I prefer to leave

all decisions regarding my treatment to my doctor) were grouped into the following roles in
SDM: Active: AB or BA or BC, Collaborative: CB or CD, and Passive: DC or DE or ED.

5. Statistical analysis

The sample size was based on the number of patients and HCPs enrolled in the web
survey panel. The target numbers were 160 patients, 140 physicians, 150 nurses, and 140
pharmacists.

For the primary endpoint, “differences in what patients and HCPs consider important when
selecting drug treatment,” Fisher’s exact probability test was performed on the proportion
(%) of the top 3 votes for each survey participant (the number of valid responses in this
survey) for the cumulative frequencies of patient—physician, patient-nurse, and patient—
pharmacist. Fisher’s exact probability test was performed for each cumulative frequency,
and p-values were calculated. For other evaluations, the summary statistics and percentage
differences were calculated.

6. Ethical approval

All methods were performed in accordance with the principles and guidelines of the
Declaration of Helsinki. The research protocol and associated documents were approved by
the Institutional Review Board of The Japanese Association for the Promotion of State-of-the-
Art in Medicine (JAPSAM) (clinical research protocol number: R7000-M081-004, reference
number: 41). The study conduct and reporting adhere to the Consensus-Based ChecKklist for
Reporting of Survey Studies (CROSS) guidelines as appropriate.
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RESULTS

1. Participant characteristics
There were 154 patient responses for gynecological cancer, 77 for endometrial cancer, and 77
for ovarian cancer. Patients had a mean (+ standard deviation) age of 52.9+9.8 years.

The most common timing for chemotherapy was within 3 years (24.7%), followed by current
treatment (19.5%), within 10 years (14.9%), and within 5 years (12.3%). The combined total
for current treatment within 1 year was 35.7% (data not shown). Five patients were excluded
because of inappropriate responses.

Respondents were 153 physicians, 166 nurses, and 154 pharmacists. Most physicians had
5-10 (30.1%) or 1120 years of experience in gynecologic oncology (30.7%), followed by 21-30
years of experience (23.5%). Most nurses (84.9%) and pharmacists (65.6%) had 11 or more
years of experience in cancer patient care and prescribing cancer chemotherapy (Table 1).

Table 1. Participant characteristics

Characteristics Patient Physician Nurse Pharmacist
(n=154) (n=153) (n=166) (n=154)
Cancer type
Endometrial cancer 77 (50.0)
Ovarian/fallopian tube cancer 77 (50.0)
Age (yr) 52.9+9.8
History of medical treatment
<3 mo 15(9.7)
>3t0 <6 Mo 50 (32.5)
26to<1yr 47 (30.5)
>1to<1.5yr 14 (9.1)
>1.5to<2yr 11(7.1)
>2to <3 yr 4(2.6)
23 yr 13 (8.4)
Chemotherapy
Preoperative/postoperative chemotherapy 106 (68.8)
Combination chemotherapy after recurrence 59(38.3)
Single-agent chemotherapy after recurrence 24 (15.6)
Surgery 100 (64.9)
Radiotherapy 8(5.2)
Male 118 (77.1) 19 (11.4)  126(81.8)
Hospital department
Gynecology/Obstetrics & Gynecology 105 (68.6) - -
Oncology 36(23.5) - -
Radiology/others 12(7.9) - -
Institution
University hospital 45 (29.4) 43 (25.9) 35(22.7)
Cancer center 9(5.9) 11 (6.6) 8(5.2)
General hospital 50 (32.7) 60 (36.1) 59(38.3)
National hospitals/public hospitals* 37 (24.2) 49 (29.5) 52 (33.8)
Clinic 12(7.8) 3(1.8) 0 (0)
Years of experience (gynecologic cancers)
1to4yr - 2.4 1.3
5to 10yr 30.1 11.4 33.1
11to 20yr 30.7 55.4 59.8
21to 30yr 23.5 28.9 5.8
>30yr 4.6 0.6 0

Values are presented as number (%), mean =+ standard deviation or percentage.
*National Hospital Organization/prefectural/municipal/workers’ compensation hospitals.
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Patient (n=154)

Which SDM role most closely matches the desired role for treatment decision-making?

Desire for SDM

Which SDM role most closely matches the actual role of treatment decision-making used?

Reality for SDM

60 80 100

o
N
o
N
o

%
B Active Collaborative Passive

Fig. 1. Patients’ desires for and realities of SDM. Details of the selection of response options are provided in
subsection 4 of the Materials and Methods section.
SDM, shared decision-making.

2. Desired and actual participation in SDM in patients

When patients’ desired and actual participation in SDM were evaluated using the Control
Preferences Scale, more than half of the patients desired to and actually participated in

an active SDM role (Fig. 1). Conversely, 14.3% of respondents were able to make decisions

in a collaborative SDM role, approximately 10% less than the desired percentage. The

actual participation in SDM in a passive role was 29.9%, which was higher than the desired
percentage. Regarding the role in SDM, the desire for a collaborative role in SDM was higher
in the perioperative period, and the percentage of patients in an active SDM role was higher
in the advanced/recurrent period, both in terms of desire and reality (Fig. S1). Although a
higher percentage of ovarian cancer patients desired a collaborative SDM role, the actual
percentages were 15.6% and 13.0% for ovarian and endometrial cancer patients, respectively.

3. Important factors for treatment decisions for patients and HCPs

Patients and HCPs were surveyed on the items they considered important when deciding on
drug treatment for gynecological cancer. In order of importance, patients ranked “complete
elimination of cancer” first, followed by “live longer” and “fewer side effects affecting
activity.” In contrast, HCPs ranked “live longer,” “complete elimination of cancer,” and
“cancer shrinkage” as the highest 3, showing a difference in ranking between patients and
HCPs (Fig. 2, Table $3). By item, “live longer” and “cancer shrinkage” were more important
for HCPs than patients. At the same time, “low treatment costs” were more important

for patients than for HCPs (Fig. 2), and the differences between patients and HCPs were
statistically significant.

4. Desires for and reality of intervention of non-physician medical staff in
decision-making among patients and HCPs
When patients were asked whether they would like SDM intervention by medical staff other
than physicians, 49.0% of patients stated they would like the intervention from nurses,
28.3% from pharmacists, and 11.7% from medical social workers (Fig. 3). In reality, 40.3% of
interventions were carried out by nurses, 13.6% by pharmacists, and 1.3% by medical social
workers, indicating that there was a large discrepancy among the occupations. Additionally,
42.9% of patients reported no intervention by anyone other than a physician (Fig. 3).
Regarding the interventions in SDM that HCPs considered, nurses generally agreed that

https://doi.org/10.3802/jg0.2025.36.€47 6/15
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Patient question: What aspects of drug therapy are important for you? (Select the top five.)
HCP question: What topics do you believe patients consider important in treatment? (Select the top five.)

Treatment preferences ranking

Patient | Physician

Nurse

Pharmacist

3 6 6 6
4 5 4 5
5 3 3 3
6 4 5 4
6 7 6 7
8 8 8 8

Higher priority for patients  Higher priority for HCPs

< »

Complete elimination of cancer
+
. ’ + [
Live longer +
+
) . o +
Fewer side effects affecting activity +
Elimination of cancer symptoms
. | + |
Cancer shrinkage +
*
Ability to continue treatment t | ——
without cancer progression N
Fewer side effects T —
affecting appearance m Physician
| + — Nurse
Low treatment costs t

Pharmacist

40 30 20 10 0 10 20 30 40
%

Fig. 2. Differences in treatment preferences among patients and HCPs. Differences were calculated by subtracting the percentage of HCPs from the percentage

of patients.

*p<0.05, Tp<0.01 by Fisher’s exact test. Colors in the table indicate frequency of responses: dark pink, most frequent; light pink, second most frequent; lilac, third

most frequent.

HCP, healthcare professional.

https://ejgo.org

nurses should intervene in SDM. Most pharmacists agreed that both nurses and pharmacists
should intervene. This number was generally consistent with the actual number of
pharmacist interventions (Fig. 3). However, patients, as well as physicians and pharmacists,
wanted medical social workers to intervene more in SDM than they did in reality. Fewer HCPs
than patients indicated a desire for intervention by medical social workers, and none of the
nurses noted a willingness for intervention by medical social workers.

5. Communication satisfaction by the actual role of patients in decision-making
The group whose SDM role was collaborative was satisfied with their communication

with their physicians, with 86.4% of the respondents being “very satisfied” or “somewhat
satisfied” (Fig. 4). Conversely, 60.4% and 73.9% of those with active and passive roles in
SDM, respectively, were satisfied.

When surveyed about the actual content of explanations given by HCPs prior to drug
treatment, patients were fully informed by their physicians about test results, by physicians
and pharmacists about the efficacy and safety of drugs, and by nurses about what to take care
of'in their daily lives (Table S4). In contrast, patients reported inadequate explanations of
costs, available healthcare systems, and psychological support by all HCPs. Patients were less
satisfied with their physicians’ communication when non-physician staff were not involved
in decision-making (Table S5). Patients also desired non-physician staff intervention,
suggesting that IP-SDM may increase patient satisfaction.

https://doi.org/10.3802/jg0.2025.36.€47 7/15
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Patient question: Which HCPs, besides physicians, do you believe should participate in patients' decision-making?
HCP question: Which HCPs other than physicians participated in SDM?

Patient

(n

Physician

(n

Nurse

(n

Pharmacist

145)

153)

166)

154)

(n

Desire

Reality

Desire

Reality

Desire

Reality

Desire

Reality

= Nurse

[ Pharmacist

I Physiotherapist

= Nutritionist

m Clinical psychologist/

licensed psychologist

m Medical social worker

W Other

B | do not want anyone other than
a physician to be involved/
No one other than physicians
was involved

20 40 60 80 100
%

Fig. 3. Desires for and reality of intervention of non-physician medical staff in decision-making among patients and HCPs. Extract of the single strongest desire or
preference.
HCP, healthcare professional; SDM, shared decision-making.

How satisfied are you with communication with your physician on treatment?

Active
(n=86)

Collaborative
(n=22)

Passive
(n=46)

0 20 40 60 80 100
%

B Very satisfied = Somewhat satisfied = Neither @ Somewhat dissatisfied m Very dissatisfied

Fig. 4. Communication satisfaction by decision-making role. Details of the selection of response options are provided in subsection 4 of the Materials and

Methods section.
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A Do you know about the concept of SDM?

Physician
(n=153)

Nurse
(n=166)

Pharmacist
(n=154)

%

m Very knowledgeable; aware of SDM in daily practice
m Very knowledgeable; not aware of SDM in daily practice
m Somewhat knowledgeable
Have heard of but not very knowledgeable
® Have never heard of SDM

B Have you implemented SDM?

Physician
(n=153)

Nurse
(n=166)

Pharmacist
(n=154)

100

%

M Every time @ Sometimes = Not much Not at all

Fig. 5. Awareness and implementation of SDM among HCPs. (A) Awareness of SDM among HCPs; (B) Implementation of SDM among HCPs.
HCP, healthcare professional; SDM, shared decision-making.

6. HCPs’ awareness and implementation of SDM among HCPs

The survey of HCP awareness of SDM revealed that 23.5% of physicians, 47.6% of nurses, and
19.5% of pharmacists responded that they were “aware” of SDM in their daily practice (Fig. 5A).
In contrast, 45.7% of physicians, 25.9% of nurses, and 39.6% of pharmacists responded that
they were not familiar with SDM, indicating that nurses had a higher level of awareness of
SDM than did the respondents from other professions (Fig. 5A). Of note, in the survey on
the frequency of SDM, the total percentages of SDM performed “every time” or “sometimes”
were 68.6% for physicians, 77.1% for nurses, and 48.7% for pharmacists (Fig. 5B).

In the survey of nurses and pharmacists on their attitudes toward SDM implementation,
more than 99% and 95% of nurses and pharmacists, respectively, expressed a desire to
intervene (Fig. $2). However, despite the desire to do so, both nurses and pharmacists cited
“busy with other work” and “no system for intervention (no one in charge)” as the main
reasons for not implementing SDM, followed by “intervention not reflected in salary” and
“intervention not evaluated” (Fig. S3).
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DISCUSSION

This study is the first to identify desires regarding SDM and actual conditions of SDM among
patients with gynecological cancers and HCPs in Japan. This research is also important
because it examined SDM in gynecological cancer patients and simultaneously investigated
patients’ and HCPs’ preferences and values regarding drug therapy options for gynecological
cancer. The survey findings showed that many Japanese gynecological cancer patients prefer
to have an active role in SDM and make decisions regarding their treatment for themselves.

A systematic review of 22 studies (breast, prostate, colorectal, lung, gynecologic, and other
cancers) examined patients’ desire for and actual participation in SDM and the degree of
concordance across cancer types. Although many patients expressed desire to participate

in SDM, the percentage of those who did so was lower [22]. Among those who expressed
interest in SDM, 32% of patients with gynecological cancer preferred a shared role, but

only 18.9% shared a role in decisions regarding cancer treatment and other issues [22].

In this study, the percentage of patients experiencing collaborative decision-making with
HCPs was 14.3%, which was lower than that of patients who desired SDM regardless of the
timing of cancer treatment (perioperative or advanced/recurrent stage) or the type of cancer
(endometrial or ovarian cancer). This is lower than the 26.0% reported previously among
breast cancer patients in Japan [4] and the 43.0% observed among French patients with
digestive cancer [26]. There are cultural differences in decision-making styles, particularly
between East Asia and North America. Japanese patients seem to have a unique decision-
making process, which contrasts with the varying preferences for decision-making speed and
communication styles across different East Asian countries. Thus, SDM may benefit Japanese
people more than those in Europe, the United States, or other East Asian countries because of
their perceived negative, indecisive, and indirect communication preferences [27]. An online
survey among patients in Hong Kong, the Philippines, Australia, and the United States
(n=2,071) showed that, while values such as empathy and SDM are shared among different
countries, preferences diverge in terms of how information is shared, and the importance of
the doctor—patient relationship [28].

In Japan, the high-cost medical care reimbursement system exempts patients from paying
more than a certain amount of medical expenses, including drug costs. Therefore, the actual
patient burden is fixed, even for expensive drugs. Even in such an environment, gynecological
cancer patients in Japan suffer from financial toxicity (financial burden) [29,30], which can
affect their physical and mental health and potentially lead to anxiety about their future.

It is also essential to consider that many Japanese patients tend to follow their doctors’
recommendations because of the prevalence of paternalism [1,31]. Nevertheless, we expect
that patients' concerns will be attended to through SDM and that they will have easier access
to support through IP-SDM.

Over 50% of patients in the present study participated in the active SDM role, consistent with
figures of 48.8% [4] and 49.1% [26] reported in previous studies. In the Japanese population,
patient-preferred roles in SDM have changed from passive and physician-centered to active
and patient-centered [32]. In our study, patients who collaboratively made decisions were
more satisfied with their communication with HCPs. Similarly, a previous study reported
that Japanese breast cancer patients who collaboratively made decisions about their drug
therapy setting were more satisfied with their communication with HCPs [4]. This highlights
the importance of collaborative decision-making between patients and HCPs. Thus, it is
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necessary to address the future demand for collaborative decision-making. Establishing SDM
in a collaborative environment may lead to improved satisfaction with pharmacotherapy.

There is a gap in SDM between patients and HCPs, not only in the level of implementation
of SDM by HCPs but also in the information provided for decision-making. Differences in
perceptions of cancer treatment were evident. Patients prioritized cancer cures, whereas
HCPs prioritized prolonging survival. Patients and HCPs (i.e., physicians and nurses)

also differed in the importance attributed to specific side effects. Pharmacists seemed to
understand patients’ concerns about side effects better than other HCPs, suggesting that
pharmacists can play an important role in patients’ decision-making. Detailed explanations
by pharmacists, more information about adverse events, and appropriate monitoring of
adverse events by all HCPs can help to alleviate anxiety and minimize adverse events. To
address the gap in expertise and knowledge of cancer therapy between patients and HCPs,
HCPs should use the IP-SDM.

The survey showed that most patients desired involvement from HCPs other than physicians
in their treatment decisions. However, 43% of patients received no input from medical staff
other than physicians—only 13.6% of patients received intervention from a pharmacist
despite 28.3% desiring it. An organized approach to patient care that leverages pharmacists’
expertise may facilitate patient decision-making. It may improve medication compliance and
drug treatment satisfaction while reducing patient conflict [33,34]. Patients selected medical
social workers as the third most desired HCP for SDM intervention. Medical social workers
in Japan support cancer patients and their families. Patients reported that HCPs needed to
provide more explanations before starting drug treatment, including regarding treatment
costs. Women increasingly contribute to household finances in Japan; therefore, a cancer
diagnosis can have financial implications [35]. It is therefore essential to consider the cost
of treatment for female cancer patients and provide employment support during treatment.
This requires cooperation among medical social workers, physicians, and patients and
consideration of appropriate treatment choices according to life stage.

The group with a collaborative role in SDM was satisfied with their communication with
physicians (86.4% satisfaction). Patients considered they were fully informed about test
results, drug efficacy and safety, and daily care by their HCPs, including physicians, nurses,
and pharmacists. However, they reported inadequate explanations of costs, available
healthcare systems, and psychological support from HCPs. Patients were often less
satisfied with communication with their physicians when there was no non-physician staff
intervention in decision-making (Table S5). Patients also desired intervention by non-
physician staff, suggesting that IP-SDM may be effective in increasing patient satisfaction.

In the survey of SDM awareness among HCPs involved in ovarian and endometrial cancers in
Japan, 20% to 24% of physicians and pharmacists and about 50% of nurses responded that

they were familiar with SDM and aware of it in their daily practice, with nurses having the
highest level of awareness. A recent report concluded that nurses are the preferred decision-
making coaches because of their frequent contact with patients [36]. As such, they may have
more opportunities to learn and apply SDM through patient care and consultation because

they tend to have closer relationships with patients than other HCPs. Of note, in the present
analysis, physicians, nurses, and pharmacists were more likely to implement SDM than to be
aware of SDM, indicating a gap between the level of awareness and the actual implementation
of SDM. It may be that the concept of SDM has not been established among HCPs, and they lack
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understanding of it. Raising awareness of the IP-SDM concept and the talk model is important.
HCPs should present options during the “option talk” based on their understanding of the
individual patient values and preferences obtained through careful and active listening. Despite
alow level of awareness, the high level of SDM implementation may result from the willingness
of HCPs to contribute to patients’ decision-making. The “SHARE” communication training
tool is effective for oncology communication, tailored specifically to Japanese communication
preferences and attitudes, and is recommended for Japanese HCPs. Additionally, nurses trained
as decision coaches have reported improved overall skills in assisting patients [37]. Therefore,
training, including online courses, is recommended for HCPs.

These results indicate that increasing HCPs’ understanding of SDM may lead to more patient
involvement and greater patient treatment satisfaction. Hospitals should also review SDM
organizationally to allow collaborations between HCPs. Although nurses and pharmacists
expressed a strong desire to participate in SDM, they are often unable to do so because of
their workload or the lack of a system that allows such interventions. As these SDM obstacles
cannot be addressed individually, they must be addressed at the organizational level.

The level of SDM implementation in this survey is similar to that reported in studies on
breast cancer [5]. In the past, informed consent may have been sufficient given the limited
treatment options. However, as more treatment options become available, it is crucial to
enhance patient satisfaction with SDM. Gynecologic oncology, particularly ovarian cancer,
has seen significant progress in recent years, resulting in a broader range of treatment
options [38,39]. Additionally, there is an increasing availability of treatment options for
uterine cancer, including immune checkpoint inhibitors, with further advances expected
after 2024. Similarly, treatment options for advanced/recurrent cancers are anticipated to
increase significantly over time. As a result, SDM will be desired more often. It is also likely
that recognition of SDM will increase, allowing the implementation of SDM at the hospital or
regional level based on patient preferences.

Only a small percentage of HCPs wanted medical social workers to intervene. Thus, it may
be helpful to deepen the mutual understanding between different professions and support
patient decision-making in a collaborative (IP-SDM) model. This could help address the lack
of explanations and enhance treatment satisfaction. A survey study conducted in Japan on
decision-making support provided by HCPs and psychiatric social workers involved in cancer
care found that cancer patients often struggle to make decisions at the time of diagnosis,
while they are dealing with chemotherapy side effects, and at recurrence or metastasis.
Medical staff should actively participate in decision-making during these times [40].
Therefore, HCPs need to use their expertise and facilitate communication and collaboration
between the medical staff of different professions according to the patient's situation.

This study had some limitations. First, it was a web-based survey conducted in Japan, and
gynecological cancer patients were recruited online by a survey company. This study did not
include all gynecological cancer patients, with patients with cervical cancer excluded. This
was because cervical cancer is frequently treated with radiation therapy, which has a different
side effect profile, and because of the younger age of patients with cervical cancer compared
with those with uterine and ovarian cancer; these aspects may have increased confounding
factors and made interpretation of the results more challenging. As such, the results cannot
be generalized to the overall gynecological cancer patient population. Recall bias cannot be
ruled out as, for most patients, more than 1 year had elapsed since the last chemotherapy at
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the time of the survey. Second, HCPs comprised physicians, nurses, and pharmacists, so the
interpretation is limited. Third, it is possible that patients and their treating medical staff
were not surveyed; thus, there may be no correspondence to actual clinical practice. Fourth,
the full effect of patient satisfaction with respect to SDM was difficult to determine in this
study because data were not collected on the extent to which information and other support
was provided. Finally, the impact of SDM was not evaluated except for patient satisfaction;
QOL, treatment compliance, and treatment efficacy were not verified. For future studies,
both patients and the HCPs involved in their treatment should be surveyed, and actual
efficacy and safety data should be assessed.

Among Japanese patients with endometrial cancer and ovarian cancer, approximately 80%

of patients expressed the desire to be involved in their own treatment decisions. To enhance
patient satisfaction with drug treatment in gynecologic oncology, it is necessary to increase
SDM awareness, systematically implement SDM, and address the needs of patients who want to
be part of collaborative decision-making, especially in gynecologic oncology, where treatment
options are increasing. To this end, future studies stratifying gynecologic cancer patients by
cancer type and stage are needed. Evaluating trends in SDM and selected treatments by stage
would contribute to optimizing SDM and treatment selection. Moreover, HCPs in Japan may
overlook the financial burden of drug treatment or changes in appearance/decrease in activities
of daily living due to side effects, so it is expected that mutual understanding between inter-
professional workers on aspects of social support for patients will improve so that more inter-
professional collaboration in SDM could be encouraged.
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