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Shared decision-making in type 2 diabetes: =

a systematic review of patients’ preferences
and healthcare providers’' perspectives
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Abstract

Background Shared decision-making (SDM) is crucial for type 2 diabetes mellitus (T2DM) management due
to the complexity of treatment options. This systematic review sought to understand T2DM patients’ preferences
and diabetes care providers' perspectives regarding SDM, and the barriers and facilitators to SDM.

Methods Five databases were searched from 2000 to 2023 (Medline/PubMed, Web of Science, Scopus, PsycINFO,
and Embase). All included papers were quantitative and qualitative studies regarding preferences of patients

with T2DM for SDM, perspectives of providers on SDM, and their barriers and facilitators to SDM. Quantitative findings
were extracted as percentages, and qualitative findings were extracted as presented in the original research paper.
Study selection was carried out independently by two authors, with discrepancies resolved by consensus and by con-
sultation with the supervisor. The Joanna Briggs Institute Checklist for Qualitative Research and for Cross Sectional
Studies was used to evaluate the risk of bias of included papers.

Results Thirty-four studies were included in this review; 22 focused on T2DM patients’ decision-making preferences, 7
focused on perspectives of diabetes care providers, and 5 addressed both. Of the 27 studies of T2DM patients, 20 (ten
quantitative and ten qualitative studies) reported that respondents preferred and valued SDM and wanted to make
decisions in collaboration with a provider. Of the 12 studies of providers, only 5 reported that providers had positive
views towards SDM and preferred to involve patients in decision-making. A comprehensive list of SDM facilitators

and barriers included patient factors (facilitators like higher health literacy and motivation, and barriers like blind trust
in physicians and poor health), provider factors (facilitators like a physician’s information-giving behavior and medical
knowledge/technical skills, and barriers like a paternalistic attitude and poor interpersonal style), and context factors
(facilitators like physician accessibility and availability, and barriers like a lack of system support and low continuity).

Conclusion Although SDM is important for most patients living with diabetes, the evidence from included studies
suggest that providers in diabetes practice do not universally express positive views towards SDM. Because T2DM
patients and their providers need to work together to implement the SDM approach satisfactorily, there is a need
to encourage more providers to do so.
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Introduction

Patient-centered care has been a focus of quality of health
care improvement efforts over the past 25 years, and
has been defined as care that respects and responds to
patient preferences, needs, and values, and ensures that
these guide clinical decisions (IOM Crossing the qual-
ity chasm, 2001) [1]. Incorporating patient preferences
and values into disease management not only increases
patient satisfaction but also leads to better compliance,
improved health outcomes, and more efficient use of
available resources. Barry and Edgman-Levitan (2012)
consider the process of actively engaging patients in
major health care decisions, referred to as shared deci-
sion making (SDM), as the most essential attribute of
patient-centered care models [2]. SDM has thus become
a standard of person-centered care models. Within these
models, optimal SDM is when patients and healthcare
providers work together to make informed health care
decisions that align with the patient’s values, preferences,
and clinical situation, aiming for the best possible out-
comes [1, 2].

The definition of SDM depends on the disease or
condition being treated, i.e., there must be treatment
choices. Further, the type of disease is one of the main
factors affecting patients’ preferences in decision-making
[3]. Thus, it is especially important to understand SDM
within the context of a specific disease. Type 2 diabetes
mellitus (T2DM) is a common, chronic, complex, costly
disorder that puts a considerable burden on patients,
families, and healthcare systems [4, 5]. In diabetes care,
because different evidence-based management options
usually need to be considered, each with different ways
of placing considerable demands on a patient’s life, SDM
is essential [6, 7]. Further, the outcomes of T2DM depend
strongly on patient self-management (e.g., monitoring
glucose, lifestyle modification, controlling diabetes dis-
tress) in addition to medical treatments/medications.
Thus, when patients actively participate and comprehend
the reasons behind care decisions, the effects of their
treatment for T2DM are enhanced [8].

Because of this, there are approaches to SDM tailored
for people living with T2DM. In this regard, Serrano et al.
have suggested three different approaches for SDM appli-
cation that address particular challenges in diabetes man-
agement: information, choice, and conversation [9].

In the information approach for diabetes, it is sug-
gested that if patients are better informed about their
diabetes and available therapies, they will be better able
to participate in decision-making. Similar to this, it is
suggested that better decisions will be made if clini-
cians have access to patient preferences or context [6,
9]. The choice approach focuses on the importance of
patient choice in selecting medications or management
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strategies. The goal of this approach is to help diabe-
tes patients and their clinicians come to an agreement
as to what the best treatment is, with particular focus
on helping individuals consider what matters to them
as they make a treatment choice [9, 10]. Serrano et al’s
third approach to SDM, conversation, holds that the
challenge of making treatment decisions does not stem
primarily from a lack of information for patients or cli-
nicians, nor is it primarily about providing people with
choice. In this approach it is life with illness that makes
deciding on a best course of action challenging. In this
approach, the uncertainties, practical difficulties, costs,
and emotional strain of living with diabetes and its
treatments means there is seldom a simple choice to
resolve a clinical diabetes situation. As a result, diabe-
tes patients and their clinicians must work together to
create plans of action in response to the troubling and
confusing situations. It is via conversation that patients
and clinicians explore the situation and discuss the dif-
ferent options (e.g., adding a new diabetes medication)
that might meet the demands of the situation [6, 8, 9].

To summarize the Serrano et al. framework for T2DM
care, SDM definitions need to be tailored to include not
only patients’ preferences and values for participat-
ing in decisions but also for being fully informed and
empowered about their illness and possible treatments
and for having in-depth conversations to create a plan
of action in light of their situation.

However, the order of SDM approaches is not neces-
sarily rigid or fixed. The importance of the order may
vary depending on the context and the specific deci-
sion being made. While there are generally suggested
sequences for the approaches, it is important to con-
sider the individual needs of the patient and adapt the
process accordingly [11]. From a practice perspec-
tive, flexibility in the order can be beneficial. Differ-
ent diabetes patients may have unique preferences or
priorities, requiring a personalized strategy to their
decision-making process. By allowing flexibility, health-
care providers can tailor the SDM process to meet
the specific needs and circumstances of each diabetes
patient [12, 13].

Whatever the rational basis of SDM, there is consensus
that it is only achievable when both parties (patient and
provider) commit to decision-making responsibilities
[14-16]. Nonetheless, without providers being willing
and interested in SDM, there can be no process of SDM.
Diabetes care providers’ attitudes and behaviors toward
SDM (favorable or negative) therefore affect patients’
ability to participate in the decision-making process and
the successful implementation of SDM [17]. Thus, it is
pivotal to specify the overall level of support for SDM
that exists amongst providers in diabetes care.
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Another point worth mentioning is the justification
for focusing on preferences, even though many people
may not have extensive experience with SDM. Focusing
on preferences is crucial because these preferences sig-
nificantly influence the actual practice and effectiveness
of SDM. Evidence suggests a correlation between patient
preferences for SDM and higher rates of SDM implemen-
tation and success [18, 19]. Furthermore, mismatches
between patient and provider preferences can create bar-
riers to effective SDM implementation, leading to sub-
optimal outcomes [20]. Therefore, understanding these
preferences can help anticipate challenges and develop
strategies to promote and facilitate SDM, ultimately lead-
ing to improved patient-centered care and satisfaction
[21]. However, to our knowledge, no review of the litera-
ture has focused on summarizing qualitative studies with
evidence from quantitative studies on preferences of peo-
ple with T2DM for SDM or considered the perspective of
both patients and providers. In this study, we sought to
answer the following questions: What are the preferences
among patients with T2DM regarding SDM and partici-
pation in care plans? What is the perception of providers
on SDM in T2DM? What are the barriers and facilitators
of SDM from both patients’ and providers’ perspectives
in diabetes care?

Methods

We planned a systematic review because we had focused
on specific research questions. This method allowed us
to comprehensively synthesize existing research on SDM
in T2DM, and providing a detailed and thorough under-
standing of both patients’ preferences and healthcare pro-
viders’ perspectives. This review was not registered but is
reported according to the Preferred Reporting Items for
Systematic Reviews and Meta-Analysis (PRISMA) guide-
line (Supporting information 1) [22].

Search strategy

An electronic literature search of the databases Med-
line/PubMed, Web of Science, Scopus, PsycINFO, and
Embase was performed covering the years 01 January
2000 to 30 August 2023. According to the literature, the
recency of the publication was strongly related to an
increase in preference for shared decisions, especially in
and after 2000 [3]. Therefore, we chose the year 2000 as a
starting point.

The search was run using Medical Subject Headings
(MeSH) and keywords derived from the initial search.
As different databases employ different MeSH-terms,
the terms were modified to fit each database. Therefore,
variations of the following search terms were used: “type
2 diabetes mellitus” AND “shared decision making” OR
“patient participation” OR “patient involvement” OR
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“participatory decision making” OR “patient engage-
ment” OR “patient activation” AND preference OR per-
ception OR perspective. The search strategy used in
PubMed included a mix of MeSH terms and keywords
searched within the title and abstract as follows:

(“Diabetes Mellitus, Type 2” [Mesh]) OR (“Type 2
Diabetes Mellitus” [Title]) OR (“Type 2 Diabetes Melli-
tus” [Title/Abstract]) AND (“Decision Making, Shared”
[Mesh]) OR (“Decision Making” [Mesh]) OR (“Shared
Decision Making” [Title/Abstract]) OR (“Participa-
tory Decision Making” [Title/Abstract]) OR (“Patient
Participation” [Mesh]) OR (“Participation, Patient”
[Mesh]) OR (“Patient Participation” [Title/Abstract])
OR (“Patient Involvement” [Mesh]) OR (“Involvement,
Patient” [Mesh]) OR (“Patient Involvement” [Title/
Abstract]) OR (“Patient Activation” [Mesh]) OR (“Acti-
vation, Patient” [Mesh]) OR (“Patient Activation” [Title/
Abstract]) OR (“Patient Engagement” [Mesh]) OR
(“Engagement, Patient” [Mesh]) OR (“Patient Engage-
ment” [Title/Abstract]) AND (“Patient Preferences”
[Mesh]) OR (“Preference, Patient” [Mesh]) OR (“Prefer-
ences, Patient” [Mesh]) OR (“Patient Preferences” [Title/
Abstract]) OR (“Perception” [Mesh]) OR (“Healthcare
Providers Perspective” [Title/Abstract]) OR (“Physicians
Perspective” [Title/Abstract]) OR (“Clinicians Perspec-
tive” [Title/Abstract]) OR (“Physicians Preference” [Title/
Abstract]) OR (“Clinicians Preference” [Title/Abstract])
OR (“Healthcare Providers Preference” [Title/Abstract])
OR (“Healthcare Providers View” [Title/Abstract]) OR
(“Physicians View” [Title/Abstract]) OR (“Clinicians
View” [Title/Abstract]) (Language: English, Publication
Date: 2000-01-01 to 2023-08-30).

The search terms and search strategies for the other
databases appear in Supporting information 2. Addition-
ally, the reference lists of included articles and citation
tracking of included studies were checked to identify rel-
evant sources. Important texts and key reviews were also
scrutinized to ensure a comprehensive understanding
of SDM in diabetes care. Since it was anticipated to find
only a small number of publications, a sensitive search
strategy was used.

Study selection and data collection processes
The retrieved documents were exported to the EndNote
reference manager (version X9.1, 2019) and checked for
duplicates. The documents that remained were screened
according to the following inclusion criteria:

1. Studies that incorporated preferences of patients
with T2DM for SDM and to be involved in decision
making about their care; or studies that incorpo-
rated perspectives of providers on SDM and patient
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involvement in T2DM; or studies that incorporated
perspectives of both of them;

2. Quantitative or qualitative methods studies;

3. Studies published from 01 January 2000 to 30 August
2023;

4. Studies in English; and

5. Peer-reviewed articles and thesis reports.

The manual review was carried out in 2 stages. Two
of the authors independently screened all titles and
abstracts to identify those pertinent to the research
questions (MP and GG). When it was not possible to
determine eligibility from the abstract, the full arti-
cle was screened. Pertinent studies were selected by
cross-examining the studies. Disagreements in select-
ing studies were resolved by discussion and consensus
between the two authors and also by consultation with
the supervisor (EN).

Studies in the following categories were excluded:
letters to the editor, editorials, reviews, books, meet-
ing abstracts, personal opinions, proposed models of
care, decision making tools, intervention studies, and
papers related to type 1 diabetes. Also, we excluded
studies that focused solely on the perceptions of the
concept of involvement in the treatment and did not
consider the patients’ preference and value for doing
so. A table of excluded studies with reasons for exclu-
sion appears in Supporting information 3. Since this
review aimed to investigate patients’ preferences as
well as providers’ perspectives, studies with quantita-
tive or qualitative methods were included [23].

Data extraction

Two review authors (MP and AS) extracted data inde-
pendently from the included studies using a data
extraction form. Any discrepancies were resolved
by discussion until consensus was reached, or if
required, through consultation with the supervisor
(EN). Specified data was extracted from each of the
studies to compare them: author, country, publication
year, study design (qualitative or quantitative meth-
ods), the instrument used to measure decision mak-
ing preference, research objective, study population
(number and characteristics of the study group, mean
age), patients’ decision making preference, provid-
ers’ perspective to SDM, approach of SDM that had
been assessed, and barriers and facilitators of SDM in
the diabetes care context. Before extracting the data,
we pilot-tested the data extraction form on two of the
included studies to ensure that all data elements were
captured.
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Data synthesis

We followed the integrated design (also called conver-
gent syntheses) for integrating qualitative and quan-
titative evidence within a mixed-method review [24].
In integrated design, the methodological differences
between qualitative and quantitative studies are mini-
mized as both kinds of studies are viewed as produc-
ing findings that can readily be synthesized into one
another because they address the same research pur-
poses and questions. This can be done by transforming
qualitative data into quantitative data or quantitative
data into qualitative data, depending on the needs of
the study [24]. One approach to integration is results-
based convergent synthesis design. In this design, the
qualitative and quantitative findings are first synthe-
sized separately, and then integrated. This is done by
comparing and contrasting the findings and looking for
ways in which they can be reconciled [24, 25].

To extract patients’ decision-making preferences across
quantitative studies that used different measures, we
dichotomized the findings of each study in terms of 1)
whether the majority of respondents in a study preferred
to leave their decisions to providers or 2) preferred to
share the decision-making and play a more active role [3].

Moreover, across qualitative studies, we extracted find-
ings as presented in the original research paper (e.g.,
themes identified by the study’s authors and the authors’
interpretations of these data) as outlined in Sect. 21.11
of the Cochrane Handbook for Systematic Reviews of
Interventions [26]. In this regard, in qualitative studies,
preferences, values, and opinions about SDM that were
mentioned by participants and considered important by
the authors were included in the results of this review.
In other words, we used the same themes and results
reported by the study’s authors in their study, without
additional interpretation. We used one table to organize
and summarize the findings of qualitative and quantita-
tive studies separately, to compare the findings of differ-
ent studies, to understand the unique contributions of
each study type before integration and to identify trends.

We then conducted a subsequent descriptive analysis
of qualitative and quantitative studies to represent the
evidence compactly, revealing a general view of patients’
preferences for SDM in T2DM across studies. In this
regard, we counted the number of qualitative studies
in which the authors’ interpretation of the study results
indicated the preference of the participants for SDM, as
well as the number of quantitative studies in which the
majority preferred SDM [24].

Also, we used the definitions in Table 1 to determine
which approach of SDM was present to address particu-
lar challenges in diabetes management in the reviewed
documents.
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Table 1 Suggested approaches of SDM in diabetes management
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Approach Definition [6, 8, 9] Definition for this study
Information  More and clearer information will lead to empowered patients Patients were asked about their preferences of being better
who are better able to contribute to medical decision-making informed about their illness and possible treatments
(better decisions are the result of better information). Preference
for information may be independent of the wish to be involved
in decision-making
Choice Importance of patient choice in selecting medications or manage- Patients were asked about their preferences for being involved

ment strategies (better decisions are the result of better communi-

cation and patient-provider interaction)

Conversation  Importance of an empathic and diagnostic conversation

between patients and their providers, through which patients
and their providers collaborate in the decision-making process
and create plans of action in response to the challenges of living

with diabetes

in making treatment choices and decisions

Patients were asked about their preferences and experiences
about being involved in agenda-setting, collaborative goal-setting,
analyzing personal situational problems, and shaping action

to the demands of the situation

Quality appraisal

Two authors performed quality assessment indepen-
dently (MP and GG) and any lack of consensus was
resolved by discussion or by a third author (EN). For the
studies that were eligible for review, the Joanna Briggs
Institute (JBI) critical appraisal tools for Analytical Cross-
Sectional Studies (8 questions) and Qualitative Research
(10 questions) were used to assess the methodological
quality of a study and to determine the possibility of bias
in reviewed studies. Each question is responded as “Yes,’
“No,” “Unclear;” or “Not applicable” [27]. In this study,
when all items were answered “yes’, the risk of bias were
considered low, and if any item was classified as “no” or
“unclear’, a high risk of bias were expected. No scores
were assigned; results were expressed by the frequency
of each classification of the evaluation parameters. We
used the Grading of Recommendations Assessment,
Development, and Evaluation (GRADE) framework to
assess the overall certainty of the evidence for two key
questions (patient preference and provider perspective
towards SDM). Issues related to the risk of bias, incon-
sistency, indirectness, and imprecision were considered
when assessing the certainty of evidence, and the grade
was specified four categories as high, moderate, low, and
very low [28].

Results

Summarizing the results

The number of studies resulting from the systematic
search is shown in Fig. 1 in accordance with the PRISMA
guideline. Our initial database search retrieved 2368
studies. After excluding duplicates, 2211 studies under-
went title/abstract review (Supporting information 4).
Thirty-four studies were included in the final analysis
because they specifically focused on existing empirical
evidence about patients’ preferences and/or healthcare

providers’ perspectives toward SDM in the context of
diabetes care.

Table 2 presents an overview and summary of all
included studies. The majority of studies (=20, 59%)
originated from Western countries, mostly in the USA
(n=9), followed by the Netherlands (n=4), the UK
(n=3), Germany (n=2), Canada (n=1), and Australia
(n=1). Sixty-five percent of the included studies (n=22)
were related to recent years from 2015 to 2023. Half of
the papers were qualitative (#=17) and the rest were
quantitative (i.e., survey). Eight of the reviewed papers
reported on a mixed sample that included T2DM par-
ticipants [29—36]. Seven papers specifically reported per-
spectives of a total of 1328 healthcare providers (family
and internal physicians, general practitioners, endocri-
nologists, and pharmacists) on SDM and patient involve-
ment in T2DM [14-16, 37-40]. Five qualitative papers
explored the perspectives of both patients and providers
regarding patient involvement in decision-making in the
management of T2DM [41-45]. It is of note that two of
the included studies were published PhD theses.

Quality appraisal of the review

Among cross-sectional studies (#=17), nine were consid-
ered to have a low risk of bias [29-32, 35, 36, 50, 52, 59].
The two main methodological risks of bias for cross-sec-
tional studies were the lack of identification of confound-
ing factors and the strategies adopted to deal with them
(Table 3). Among qualitative studies (#=17), nine were
considered to have a low risk of bias [15, 41-43, 45, 61,
62, 65, 66]. Two risks of bias that were common among
qualitative studies were: (1) lack of a statement locating
the researcher culturally or theoretically; and (2) failing
to account for the potential influence of the researcher
on the research, and vice versa (Table 4). The profile of
GRADE evidence was shown in Table S1 (appended). The
results demonstrated moderate certainty of evidence for
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Records excluded
n=2025

Full-text articles excluded:
Not original study (meeting

abstracts, personal opinions,
comments, reviews, and
» books) n=102

Do not assess preferences and

)
=
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S Records identified through database
§E searching
= =2368
) n=
=
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Records after duplicates removed
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=
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=
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Records screened (Title/abstract):
— n=2211
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£
= v
=)
E Full-text articles assessed for
eligibility:
n= 186
—
)
(=)
)
=
=
g Studies included in the
= review
n=34
—

Fig. 1 PRISMA flowchart for study selection

patients’ preferences for SDM and low certainty of evi-
dence for providers’ perspective towards SDM.

Tools used in assessing patients decision-making
preferences

Decision-making preferences was measured using a vari-
ety of instruments in the included studies (Table 2). In
four studies [29, 30, 32, 35], Levinson et al’s instrument
was used [46]. This instrument is a single standardized
question for decision-making preference with 4 response
options. In four other studies [8, 47, 56, 60], Degner
et al’s instrument (the Control Preferences Scale (CPS))

or values, n=17
Intervention studies, n=16

Not type 2 diabetes population,
n=15

Non-English, n=2

and its modified versions were used [48]. This measure
assesses patient preferences for control over decision-
making about their medical care. In two studies [33, 36],
the Autonomy Preference Index (API), a well-established
and widely used measure [49] was used to assess par-
ticipants’ preference for autonomy in decision-making.
The Discrete Choice Experiment (DCE) questionnaire
[58] was used to elicit patient preferences in two studies
[57, 59]. The DCE requires respondents to make a series
of choices between hypothetical alternatives, each of
which is described by a set of attributes. One study [50]
used Veg et al’s survey [51] that includes three questions
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Table 3 Risk of bias for each cross-sectional study assessed by Joanna Briggs Institute critical appraisal checklist
Studies Criteria Risk of
bias
1* 2* 3* 4* 5* 6* 7* 8* Summary
Heisler, 2009 [37] Y N Y Y Y Y Y Y High
Avrora, 2000 [29] Y Y Y Y Y Y Y Y Low
Sekimoto, 2004 [47] N Y Y Y Y Y Y Y High
Schneider, 2006 [33] Y Y Y Y Y U Y Y High
Chi, 2017 [30] Y Y Y Y Y Y Y Y Low
Gorter, 2011[50] Y Y Y Y Y Y Y Y Low
Kayyali, 2018 [31] Y Y Y Y Y Y Y Y Low
Marahrens, 2017 [56] Y Y Y Y Y N Y Y High
Panchal, 2021[60] Y Y Y Y Y N Y Y High
Peek, 2011 [52] Y Y Y Y Y Y Y Y Low
Tinelli, 2017 [57] Y Y Y Y N Y Y Y High
Tinelli, 2018 [59] Y Y Y Y Y Y Y Y Low
Van den Brink-Muinen, 2011 [34] Y Y Y Y N Y Y Y High
Wang, 2019 [8] N Y Y Y U U Y Y High
Ruhnke, 2020 [32] Y Y Y Y Y Y Y Y Low
Alzubaidi, 2022 [35] Y Y Y Y Y Y Y Y Low
Emana, 2023 [36] Y Y Y Y Y Y Y Y Low

“ YYes, NNo, UUnclear, NANot applicable

1* Criteria for inclusion in the sample clearly defined

2* Study subjects and the setting described in detail

3* Exposure measured in a valid way

4* Objective and standard criteria for measurement

5% Confounding factors identified

6* Strategies for dealing with the confounding factors stated
7* Outcomes measured in a valid and reliable way

8* Appropriate statistical analysis

about participants’ self-perceived role in diabetes treat-
ment. One study [52] used the Patient-Practitioner Ori-
entation Scale (PPOS) [53], a widely used instrument that
assesses attitudes and preferences about patient-provider
relationship and shared decision-making. One study [34]
used a question derived from the Quote-Comm survey
(quality of communication through the patient’s eyes)
[54] to assess the importance respondents attached to
being involved in the decision-making process. Finally,
one study developed their own questionnaire that cov-
ered two areas: knowledge/ experience/opinion of SDM
and the patient’s involvement in decisions made about
changes to their medication [31].

Type of SDM approach that had been assessed

in the studies

Across the 28 studies that mentioned the type of SDM
approach considered, the choice approach was found
in all studies, followed by the information approach in
16 (59%) of the studies [29, 31-33, 35, 36, 43, 44, 47, 52,
56, 57, 59, 61, 62, 66] and the Conversation approach in

7 (26%) of the studies [16, 44, 52, 57, 59, 61, 66]. These
approaches to SDM in examining beneficiaries’ prefer-
ences were in part derived from the study tools that were
used, and it showed these tools did not cover different
SDM approaches at the same time.

T2DM patients’ preferences for SDM

Altogether, 27 of the 34 included studies focused on the
decision-making preferences and values of patients with
T2DM. Across these studies, 20 of them (74%), includ-
ing ten quantitative [30, 31, 34, 47, 50, 52, 56, 57, 59, 60]
and ten qualitative [41-45, 61, 63—-66] studies, reported
that respondents preferred and valued SDM and wanted
to make decisions in collaboration with a provider. By
comparison, seven (26%) of the studies (6 quantitative
and 1 qualitative) reported that the majority of respond-
ents wanted to leave their decisions to a provider [8, 29,
32, 33, 35, 36, 62] (see Table 2). However, several other
points need to be added to this result. In Sekimoto et al’s
study, although patients primarily preferred to partici-
pate in decision-making, they stated that they would
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Table 4 Risk of bias for each qualitative study assessed by Joanna Briggs Institute critical appraisal checklist

Studies Criteria Risk of
bias
1* 2% 3% 4 5% 6* 7* 8* 9* 10* summary
Shortus, 2013 [40] Y Y Y Y Y Y U Y Y Y High
Rosenberg-Yunger, 2017 [14] Y Y Y Y Y N U Y Y Y High
Tong, 2017 [15] Y Y Y Y Y Y Y Y Y Y Low
Wildeboer, 2017 [16] Y Y Y Y Y N Y Y Y Y High
Sachs, 2019 [39] Y Y Y Y Y Y N Y Y Y High
Moazzam Baig, 2020 [38] Y Y Y Y Y N Y Y Y Y High
Tiedje, 2013 [43] Y Y Y Y Y Y Y Y Y Y Low
Al-Juwair, 2019 [41] Y Y Y Y Y Y Y Y Y Y Low
Atan, 2019 [42] Y Y Y Y Y Y Y Y Y Y Low
Zheng, 2020 [45] Y Y Y Y Y Y Y Y Y Y Low
Vedasto, 2021[44] Y Y Y Y Y N U Y Y Y High
Beverly, 2014 [63] Y Y Y Y Y U Y Y Y Y High
Lee, 2015 [64] Y Y Y Y Y Y U Y Y Y High
Peek, 2009 [61] Y Y Y Y Y Y Y Y Y Y Low
de Pon, 2019 [65] Y Y Y Y Y Y Y Y Y Y Low
Stenner, 2011 [62] Y Y Y Y Y Y Y Y Y Y Low
Makwero, 2022 [66] Y Y Y Y Y Y Y Y Y Y Low

“ YYes, N=No, UUnclear, NANot applicable

1* Congruity between the stated philosophical perspective and the research methodology

2* Congruity between the research methodology and the research question or objectives

3* Congruity between the research methodology and the methods used to collect data

4* Congruity between the research methodology and the representation and analysis of data

5% Congruity between the research methodology and the interpretation of results
6* A statement locating the researcher culturally or theoretically
7* The influence of the researcher on the research, and vice- versa addressed

8* Participants, and their voices, adequately represented

9* The research ethical according to current criteria, and evidence of ethical approval stated

10* The conclusions drawn in the research report flow from the analysis, or interpretation, of the data

choose to respect the physician’s view if it conflicted
with their own preference [47]. Also, in Atan et al’s study,
although patients preferred SDM regarding their diabe-
tes care, they agreed with the idea of physicians having
more responsibility in making a final decision [42]. On
the other hand, among the studies in which patients had
lower scores in preference for participation, one reported
the highest scores in preference for information [33].
Also, in another study, although 50.4% of patients pre-
ferred to delegate decisions to the physician, 49.6 percent
preferred to participate in decisions in any way, showing
very close results [8]. Likewise in another study, though
participants preferred to leave decisions up to the phy-
sician, half of them preferred that their physician offer
them treatment options and ask for their opinions [35].

Diabetes care providers’ perspective towards SDM
Altogether, 12 of the 34 included studies focused on the
perspectives of diabetes care providers on SDM and

patient involvement (11 qualitative and 1 quantitative
study) (Table 2). In four qualitative studies, the results of
the studies indicated that providers had generally posi-
tive views towards SDM and preferred to involve patients
in conversations and deliberations [16, 39, 40, 44]. In the
other seven qualitative studies, their authors’ interpreta-
tions indicated that providers do not prioritize the SDM
in their current practice [14, 15, 38, 41-43, 45]. In some
studies, providers did not have a complete grasp of the
concept of SDM and were less familiar with its principals
and implementation [14, 38]. Tong et al., Tiedje et al,,
and Atan et al. found that some clinicians expressed a
tendency toward a paternalistic decision-making style;
although most clinicians were aware of the benefit of the
SDM approach, they preferred to make final decisions
themselves [15, 42, 43]. In another two studies, provid-
ers believed that SDM was challenging and patients did
not have enough knowledge, confidence, and skill to
make medical decisions [41, 45]. Together, this evidence
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indicates that generally speaking the attitude of diabetes
care providers toward SDM was not positive, or they did
not consider it applicable. In this regard, one of the stud-
ies in which providers generally agreed with SDM found
that providers also sought to manage patient involvement
in decision-making according to their objectives [40]. It
means being more accepting of a limited SDM approach.
Moreover, although the results of the only quantitative
study (Heisler et al.) in this section showed that over half
of providers (58%) reported a preference for SDM, most
reported practicing “physician-dominant” decision-mak-
ing style with most of their patients [37].

Barriers and facilitators of SDM in diabetes care

Nearly all studies (31 out of 34) reported either barri-
ers, facilitators, or both to implementing SDM in diabe-
tes care practice. In Table 5, we organized the variables
identified in terms of whether they were patient-related,
provider-related, or context-related. For each variable, we
distinguish study results determining that the variable is
a facilitator (positively associated with patient preference
for SDM) or a barrier (negatively associated with patient
preference for SDM).

A lack of patient knowledge, awareness, and health
literacy about the condition and medications [8, 14, 30,
31, 33, 38, 47, 56, 61, 64] emerged as one of the most fre-
quently mentioned barriers among patient-related fac-
tors in included studies, next to the belief that doctors
— as experts and authority figures — know best, doctors
tell you what to do, and blind trust in the doctor [15, 31,
32, 43, 44, 61, 64]. Likewise, higher health literacy and
patient knowledge [8, 56, 61, 62] emerged as one of the
most frequently mentioned facilitators among patient-
related factors in included studies, next to the patient’s
responsibility for care and motivation to participate [14,
64, 65]. Moreover, good interpersonal style and commu-
nication skills emerged as the most frequently mentioned
facilitators among provider-related factors in included
studies [8, 14, 38, 42, 45, 61-63, 65]. Limited consultation
time emerged as one of the most frequently mentioned
barriers among context-related factors in the included
studies, especially in resource-limited settings that have a
high patient-to-provider ratio [8, 15, 38, 41, 44].

Discussion

It has been claimed that SDM depicts the pinnacle
of individualized and patient-centered care, which
requires a commitment from both parties (patient and
provider) [6]. An understanding of and responsiveness
and respect to the individual preferences of patients
with T2DM is influential in improving the quality of
provided care [10]. Therefore, this systematic search
and review of the literature sought to understand
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patients’ and healthcare providers’ SDM preferences
and perspectives in the context of diabetes care. Alto-
gether, 34 studies could be identified that examined
either topic with qualitative or quantitative study
methods.

Overall, this review suggests that there may be a trend
towards patients’ preferences for SDM in the manage-
ment of T2DM. In three-quarters of the included studies,
the majority of patients valued and preferred SDM, with
moderate quality of evidence supporting this trend. This
finding, highlighting the preference of diabetes patients
for SDM, can support policies that emphasize patient
rights and autonomy in healthcare decisions, aligning
with global movements towards patient-centered care.

However, our findings also showed several nuances in
patients’ preferences and values across included studies,
reflecting the complexity and diversity of decision-mak-
ing in T2DM. For example, some patients preferred to
participate in decision-making but deferred to the pro-
vider’s opinion if there was a conflict [47]. Some patients
preferred SDM, but also acknowledged that providers
should have more responsibility in making the final deci-
sion [42]. Another preference seen was that even though
some T2DM patients agreed that the final decision
should be made by their provider, they still wanted to be
involved in the decision-making by being informed about
treatment options and having their opinions asked for
[8, 33, 35]. These nuances suggest that SDM is rather a
dynamic and individualized process that requires flexibil-
ity and responsiveness from both patients and providers.

In addition, these results may be indicative of the dif-
ference between the decision-making process and the
decision responsibility. A model of SDM proposed by
Edwards and Elwyn (2006) emphasizes the importance
of distinguishing between these two aspects and argues
that focus should be placed more on the process of
involving patients in decision-making rather than attach-
ing importance to who actually makes the final decision.
Therefore, patients who prefer to leave the responsibil-
ity of the final decision to their provider may still want
to participate in the decision-making process, have their
voices heard, and be integrated into their treatment plans
[67]. In further confirmation of these results, the study by
Rake et al. underscores the critical importance of elicit-
ing patients’ personal perspectives and integrating into
clinical decision-making as an important aspect of SDM
[68]. This approach aligns with Serrano et al’s conversa-
tion approach [9], which emphasizes the importance of
dialogue and interaction between patients, and provid-
ers to elicit patient preferences, values and situations. By
incorporating patients’ personal perspectives, healthcare
providers can tailor treatment plans to individual needs
and preferences, enhancing the overall quality of care.
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Because the concept of SDM arose from the West-
ern ideals of patient autonomy and empowerment, it
has been suggested that it might not be preferred by
patients in non-Western countries where values may
differ [69]. In fact, in a majority of non-Western stud-
ies included in this review, diabetes patients preferred
SDM, although there was a small number of non-
Western studies (seven in Asia [8, 35, 41, 42, 45, 47, 64]
and three in Africa [36, 44, 66]) compared to Western
ones. Our results indicate that SDM may be gradually
becoming a valuable approach from the point of view
of non-Western patients, and that globalization brings
Western views to non-Western countries [70]. Findings
from a systematic review on SDM preferences of non-
Western ethnic minority cancer patients concluded that
high preferences for passive participation among Asian
and Middle-Eastern patients are most likely related to
their low level of English language proficiency [71].
This was also demonstrated in our review, where non-
Western patients preferred SDM when they did not
face linguistic barriers with providers in their country.
Moreover, the only study in this review that specifically
examined racial differences in patients’ preferences for
SDM found that African Americans with diabetes were
as likely as whites from a similar social class to want to
participate in decision-making, and also suggested race
does not appear to predict differences in preferences, at
least among patients with diabetes [52].

Regarding barriers and facilitators to SDM, our findings
revealed that one of the important barriers was a lack of
patients” knowledge and health literacy about their con-
dition. In SDM, the patient and healthcare provider must
primarily share knowledge and information, values, and
preferences, ultimately leading to mutual healthcare
decisions. Limited health literacy can affect patients’
ability to understand and use health information, com-
municate with providers, and participate in the decision-
making process. Although it does not mean that patients
necessarily need to be educated first in SDM skills before
participating in the SDM approach, patients’ empower-
ment for participation in decision-making is necessary
for effective SDM implementation, without which the
patient would not have the courage and self-confidence
needed to participate. This issue can jeopardize patients’
ability to perform these decisions in their daily routines
and even lead to medication non-adherence [72]. To fur-
ther confirm this, Muscat et al. have recently proposed an
expanded model of SDM that incorporates health literacy
concepts [73]. Their expanded model points to patient
health literacy skills as a key component, and suggests
that patients need knowledge and skills to participate in
the SDM process in much the same way that providers
need skills to engage with their patients.
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Our finding that patients often believed that “doc-
tors know best” was another important modifiable bar-
rier. The results of a previous review showed that having
these beliefs made even patients who were able to par-
ticipate in decision-making still reluctant to engage with
their doctors [74]. Therefore, interactions with healthcare
providers may affect patients’ preferences, as reported in
many of the studies included in this review [8, 14, 38, 42,
45, 52, 61, 63, 65]. By way of effective therapeutic com-
munication, healthcare providers may be able to motivate
diabetes patients to participate in decision-making [75].

It is worth noting that while many barriers and facili-
tators we have identified and listed are consistent with
those reported in other studies [76], our list is derived
from studies specifically addressing the context of dia-
betes care. Additionally, we also identified barriers and
facilitators unique to diabetes care, such as patients’
knowledge of HbAlc values and poor glycemic control.
These insights can inform the development of targeted
interventions to address these issues and promote more
effective SDM implementation in diabetes care.

Regarding perspectives of providers on SDM and
patient involvement in T2DM, in two thirds of the
included studies, diabetes care providers did not express
positive views towards SDM; in comparison to more
SDM, a paternalistic approach was preferred and prac-
ticed. This finding was supported by low quality of evi-
dence. We suggest that SDM did not garner support for
reasons such as the idea of the patients’ inability and their
lack of self-confidence to participate meaningfully in
decision-making. Healthcare providers’ lack of awareness
of the correct definition of SDM and their lack of experi-
ence in implementing this approach were also other rea-
sons for this result. Therefore, in addition to empowering
patients for participation, efforts directed at healthcare
provider training (e.g., working with universities to get
SDM into the curriculum for medical students and pre-
and post-registration courses and workshops for health-
care providers) to grow an understanding of what forms
SDM and what the aims of an SDM approach are may
be an effective way to increase SDM implementation. In
this regard, the MAGIC program (Making Good Deci-
sions in Collaboration), launched by the Health Founda-
tion in the UK in 2010, is a practical example. The aim
of this program was to design, test, and identify the best
ways to embed SDM into routine primary and second-
ary care. Findings showed that interactive skills training
workshops based on a SDM model help promote positive
attitudes, skills improvement, and coherence. Workshop
evaluations also showed that role-play-based training
emphasizing practical skills worked better than theory-
heavy presentations [77]. Another practical example is an
integrated and comprehensive SDM and health literacy
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training program for health professionals which has been
recently developed and pilot tested in three European
countries. Findings revealed that this training improved
health professionals’ skills to enhance patient autonomy
in decision-making [78].

Despite the growing emphasis on SDM through pol-
icy and research, its implementation in routine practice
remains slow. This sluggish adoption is primarily due
to systemic challenges, including resistance to change
among healthcare providers, insufficient institutional
support for SDM initiatives, and logistical hurdles that
complicate the integration of SDM into existing work-
flows. These systemic challenges must be addressed
within provider training programs to facilitate the wide-
spread adoption of SDM. Overcoming these obstacles
requires a concerted effort to cultivate a culture that val-
ues patient engagement and decision-making, alongside
robust support systems that enable the seamless integra-
tion of SDM into everyday clinical practice [79].

Limitations

When numerous preference-eliciting surveys are con-
ducted, a systematic review of them may be required to
synthesize and sum up the findings. However, this sys-
tematic review focusing on patients’ preferences and
providers’ perspectives regarding SDM in the diabetes
care context is the first of its kind, and no comparable
studies have been conducted. However, some limitations
are important to mention. First, T2DM patients’ prefer-
ences and decisional needs might develop over time as
they gain experience and move through different stages
of responsibility for managing their condition. It has
also been found that illness trajectory is fundamental in
developing decision-making skills about diabetes self-
management, which can affect preferences [80]. Only
a few of the included studies focused explicitly on the
phase of the disease or timing to assess patients’ prefer-
ences (e.g., treatment intensification phase in diabetes in
Zheng et al. [45] and Lee et al. [64] studies). However, in
these two qualitative studies in which patients specifically
were in the treatment intensification phase, in addition
to high preference for SDM, they were eager to receive
more information on the risks and benefits of new medi-
cations supposed to be added to their regimen [45, 64].
So, it may be concluded that the information approach
in SDM (Table 1) is preferred and valued, especially by
patients who are in the phase of treatment intensification
along the diabetes illness trajectory.

Second, a subtle point in the included studies in our
review was the lack of explicit reporting on partici-
pants’ prior exposure to SDM. This ambiguity makes
it difficult to discern whether reported views reflect
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genuine preferences for SDM or are influenced by
prior exposure (or lack thereof) to different decision-
making approaches. Consequently, the aggregated
results may obscure important differences in perspec-
tives between those with and without prior SDM expe-
rience [81]. To address this limitation, future research
should explicitly assess participants’ prior exposure
to SDM and then analyze their preferences and per-
spectives based on this stratification. This approach
would provide more nuanced insights into how prior
experience shapes views on SDM and allow for the
development of more targeted and effective SDM
implementation strategies.

Third, the authors intended to include Persian lan-
guage studies in this systematic review, but no such
studies were found. Overall, the number of studies
focusing on the preferences of patients and providers in
T2DM in non-Western countries was small compared
to those in Western countries.

Fourth, although we used a detailed search strat-
egy and searched the specialized databases, the search
was restricted to publications in English for pragmatic
points. We also only searched electronic databases and
performed hand searches of peer-reviewed systematic
reviews. So, we still cannot be sure that all relevant data
were found. Moreover, the data of our interest may not
be the primary outcome for some studies, which makes
relevant data difficult to find.

Fifth, there was no protocol for this systematic
review. Registering a systematic review protocol in
advance enhances the rigor and trustworthiness of the
review [82]. This might reduce the rigor and trustwor-
thiness of our review.

Another limitation of this study was potential con-
founding factors that were not adjusted for in the
included studies. Examples of confounding factors
include not considering the duration of diabetes in
many studies [30-34, 44, 47, 52, 57, 60, 64] and the
duration of the provider-patient relationship consid-
ered only in three studies [45, 47, 61] which may affect
patients’ desires for SDM.

The other possible limitation of this study was the
concern about the generalizability of the included qual-
itative studies. Qualitative studies are typically con-
ducted with small samples of participants, which seems
to limit the generalizability of their findings. However,
it has been recommended that it is incorrect to assert
that one cannot generalize from a single case. Generali-
zation depends on the case being discussed and how it
is chosen [83].

And the last point we should be aware of is that the
included studies reveal perceptions of SDM, not how
SDM actually takes place.
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Conclusion

This systematic review provides evidence of patients’
preferences and providers’ views on the application of
SDM in diabetes care and its facilitators and barriers
from the perspectives of both of them. Overall, in most
studies it was reported that patients with T2DM pre-
fer to participate in treatment decision-making about
their care plan; however, many diabetes care provid-
ers are not convinced about using SDM yet. The cor-
rect implementation of SDM is not achievable unless
both parties—patients and healthcare providers—have
the desire to engage in the process of decision-making.
Thus, it is important to probe and work on the modifi-
able barriers to SDM to improve its implementation in
diabetes practice.

The findings from this review can help facilitate the
treatment decision-making process in diabetes. As fur-
ther aspects of research, we recommend the considera-
tion of the patient’s disease phase and the presence of
comorbidities when assessing their preferences, values,
and needs. We also recommend research to the topic of
preferences for shared participation and decision-mak-
ing in diabetes management among more traditional
and non-Western societies.
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