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Abstract
Background: Professional organizations recommend the use of shared decision- 
making  (SDM)  in  supporting  patients’  decisions  about  lung  cancer  screening 
(LCS). The objective of this study was to assess the impact of the SDM process on 
patient knowledge about LCS, decisional conflict, intentions to adhere to screen-
ing recommendations, and its role in how the patient made the final decision.
Methods: This  study  surveyed  patients  screened  for  lung  cancer  within 
12 months of the survey, recruited from two academic tertiary care centers in the 
South Central Region of the U.S. (May to July 2018).
Results: Two hundred and sixty- four patients completed the survey (87.9% White, 
52% male, and mean age of 64.81). Higher SDM process scores (which indicates a 
better SDM process reported by patients) were significantly associated with greater 
knowledge of LCS (b = 0.17 p < 0.01). Higher SDM process scores were associated 
with less decisional conflict about their screening choice (b = 0.45, p < 0.001), greater 
intentions to make the same decision again (OR = 1.42, 95% CI = [1.06– 1.89]), and 
greater intentions to undergo LCS again (OR = 1.32, 95% CI = [1.08– 1.62]). The SDM 
process score was not associated with patients’ report of whether or not they shared 
the final decision with the healthcare provider (OR = 1.07, 95% CI = [0.85– 1.35]).
Conclusion(s): This study found that a better SDM process was associated with 
better affective- cognitive outcomes among patients screened for lung cancer.

K E Y W O R D S

cancer screening, decision aids, decision making, shared, implementation science, lung cancer

www.wileyonlinelibrary.com/journal/cam4
https://orcid.org/0000-0003-0045-6414
https://orcid.org/0000-0002-7510-2664
https://orcid.org/0000-0003-3481-5980
https://orcid.org/0000-0001-8122-5233
https://orcid.org/0000-0002-5165-8393
https://orcid.org/0000-0001-5789-439X
https://orcid.org/0000-0002-3762-3880
mailto:
https://orcid.org/0000-0001-8811-5854
http://creativecommons.org/licenses/by/4.0/
mailto:bvolk@mdanderson.org


   | 791TAN et al.

1   |   INTRODUCTION

In the U.S., lung cancer is the second most common cancer 
and the number one cause of cancer deaths among both 
men and women, accounting for about 22% of all deaths 
from cancer.1 The United States Preventive Services Task 
Force  (USPSTF)  recommends  that  high- risk  individ-
uals  undergo  lung  cancer  screening  (LCS).2  Given  the 
harms and benefits of screening, shared decision- making 
(SDM)  is also  recommended  for LCS decisions.3– 5 There 
is evidence that SDM can improve knowledge about LCS, 
including the benefits and harms of screening, increase in-
terest in LCS, and reduce decisional conflict.6– 8 The SDM 
process  involves  multiple  steps  including  the  physician 
offering  options  and  describing  risks  and  benefits,  and 
patients expressing their values and preferences.9,10 Even 
though SDM is conceptualized as having multiple compo-
nents, the measurement of SDM in current research has 
largely focused on one part of the SDM process— the pa-
tients’ role in the final decision.3,11 The impact of the over-
all SDM process, which include other components such as 
the discussion of risks and benefits or patient preferences, 
on outcomes has not been extensively researched. Hence, 
more  research  is  needed  to  evaluate  the  impact  of  the 
overall  SDM  process  on  patient  outcomes  to  strengthen 
the basis for implementation of SDM in clinical practice. 
In addition, the measurement of the quality of the SDM 
process  is  varied12  and  scholars  have  called  for  greater 
consistency  in  the  operationalization  and  measurement 
of the SDM process.13

Previous  research  suggests  that  are  gaps  in  the  use 
of  SDM  for  LCS,  such  as  inconsistent  offering  of  LCS 
by providers, lack of discussion about the risks of LCS, 
and  patients’  perception  of  limited  SDM.14,15  Hence, 
research  examining  the  impact  of  SDM  on  health  out-
comes  is  important  to  promote  greater  use  of  SDM  in 
LCS decisions. The primary objective of  this study was 
to  assess  the  impact  of  the  SDM  process  on  affective- 
cognitive  decision- making  outcomes,  including  knowl-
edge of LCS, decisional conflict, intentions to adhere to 
screening  recommendations,  and  whether  they  shared 
the final decision with their healthcare provider (HCP) 
or not (i.e., role in the final decision). A secondary objec-
tive was  to evaluate  the psychometric properties of  the 
Shared Decision- Making Process Survey16 in the context 
of LCS.

2   |   METHODS

We followed the reporting guidelines of The Strengthening 
the  Reporting  of  Observational  Studies  in  Epidemiology 
(STROBE) Statement for observational studies.17

2.1  |  Study design

This study used a survey with participants assessed at two 
time points, at baseline after receipt of an LCS test using 
low- dose  computed  tomography  (LDCT)  and  1  month 
after  the  baseline  survey.  Additional  details  about  the 
study methods and sample can be found elsewhere.18

2.2  |  Study setting

Recruitment of participants for this study took place at two 
academic tertiary care centers in the South Central Region 
of the United States. The first center is an academic medi-
cal center serving the South and Southeast Texas regions, 
while the second is a cancer care center located in a large 
metropolitan area also affiliated with a health system. The 
project was approved by the Institutional Review Board at 
both centers.

2.3  |  Participants and study size

Consecutive patients were  invited  to participate  in  this 
study  by  postal  mail  and/or  email  from  May  to  July 
2018.  The  inclusion  criteria  were  patients  (1)  aged  55– 
80; (2) current or former smokers, and (3) screened for 
lung  cancer  using  LDCT  within  12  months  of  the  sur-
vey.  Participants  from  the  academic  medical  center 
were  referred  for  LCS  during  ambulatory  encounters. 
Participants from the cancer center were recruited from 
two sources: (1) a tobacco treatment program in the can-
cer center; and (2) a LCS database that is part of the can-
cer center's LCS program. These participants had been 
referred for LCS by their primary care physician, cancer 
prevention  center,  pulmonary  medicine,  thoracic  sur-
gery, or thoracic oncology.

2.4  |  Measures

2.4.1  |  Predictor

SDM process
The  SDM  process  was  measured  using  the  Shared 
Decision- Making Process survey16 (SDMP_4), one of the 
three  performance  measures  of  SDM  process  and  out-
come  endorsed  by  the  National  Quality  Forum.19  The 
SDMP_4 consisted of four items adapted to LCS: (1) dis-
cussion of options (whether the HCP explained that the 
patient  had  the  option  of  not  undergoing  lung  cancer 
screening; recoded as Yes = 1, No or Not sure = 0); (2) 
discussion of pros (the degree to which the HCP talked 
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about the reasons the patient might want to be screened 
for  lung  cancer;  recoded  as  A  lot  or  Some  =  1,  A  lit-
tle or Not at all = 0); (3) discussion of cons (the degree 
to which the HCP talked about the reasons the patient 
might not want to be screened for lung cancer; recoded 
as A lot or Some = 1, A little or Not at all = 0); and (4) 
discussion of preferences (whether the HCP asked if the 
patient wanted to be screened for lung cancer; recoded 
as Yes = 1, No or Not sure = 0).

2.4.2  |  Outcome variables

Affective- cognitive outcomes
Knowledge about LCS was assessed using a sum of 16 items 
from a previous study,20 with higher scores indicating bet-
ter  knowledge  of  LCS  (range  of  0– 16).  Decisional conflict, 
or  the  individual's  self- reported  level  of  comfort  with  the 
decision, was measured using SURE, a four- item measure 
that  was  adapted  from  the  Decisional  Conflict  Scale.21,22 
SURE is scored as a composite of four items ranging from 0 
to 4, with higher scores indicating less decisional conflict.21 
Intentions to adhere to LCS screening recommendations was 
measured using two items, the first asking whether patients 
would make the same decision again, and the second ask-
ing whether patients would undergo LCS again. Finally, role 
in final decision was measured using one  item that asked 
whether patients made the final decision on their own, to-
gether with their healthcare provider, or  if  the healthcare 
provider made the final decision.

Demographics and other variables
Demographic  variables  included  participants’  age,  race, 
education  level,  smoking  history,  family  history  of  lung 
cancer, LCS history, comorbidities, eligibility for LCS, and 
risk factors for lung cancer.

2.5  |  Quantitative variables

T1 measures  (1 month after baseline) were only used 
to establish reliability. In all other analyses, T0 meas-
ures  (baseline)  were  used  and  the  data  were  exam-
ined  cross- sectionally.  The  SDM  process  scores  were 
analyzed in two ways: (1) summed up to create a com-
posite  score  ranging  from  0  to  4,  with  higher  scores 
indicating better quality of the SDM process,16 and (2) 
each of  the four  items used individually  in the analy-
ses to assess the individual impact of the conceptually 
distinct23 aspects of the SDM process on our outcomes. 
Covariates were determined a priori by entering gen-
der  and  education  level  into  a  regression  model  with 
the  outcome  variables.  Gender  predicted  likelihood 

of  getting  screened  again,  such  that  males  were  less 
likely to be screened compared to females (b = −0.21, 
p  <  0.01).  Education  level  was  a  significant  predic-
tor  of  T0  knowledge  scores  (b  =  0.34,  p  <  0.001). 
Correlational  analyses  were  carried  out  to  assess  any 
potential  multicollinearity  between  variables  (see 
Supplementary Material).

2.6  |  Statistical methods

The relationship between the SDM process (SDMP_4) and 
knowledge levels and decisional conflict was assessed with 
linear regression models, with education level as a covari-
ate. Binary logistic regression models were used to assess 
the relationship between the SDM process (SDMP_4) and 
likelihood  of  making  the  same  decision  again,  likelihood 
of being screened for lung cancer again, and likelihood of 
sharing the decision with their doctor. Education level and 
gender  were  included  as  covariates  in  logistic  regression 
models.

To  assess  internal  consistency  of  the  SDMP_4, 
Cronbach's alpha was calculated using the recoded binary 
scores of the SDMP_4. In addition, the test- retest reliabil-
ity of the individual SDMP_4 items (original scores) was 
evaluated using Cohen's kappa. Finally, concurrent valid-
ity of the SDMP_4 was established through correlational 
analyses  with  CollaboRATE,  another  commonly  used 
measure of SDM quality. All analyses were conducted in 
IBM SPSS Statistics Version 24.0, with p < 0.05 considered 
significant and 95% confidence intervals calculated for the 
odds ratios.

3   |   RESULTS

3.1  |  Sample characteristics

A total of 676 patients were assessed for eligibility; six were 
ineligible due to age, one due to smoking history, 43 were 
not  invited  as  enrollment  targets  had  been  met.  Among 
the 626 patients invited to participate, 4 refused and 356 
did not respond. Please see elsewhere for a flow diagram 
of the recruitment process.18 The final sample (N = 264) 
was  52.0%  male,  with  a  mean  age  of  64.81.  Majority 
(87.9%)  of  the  participants  were  White,  and  43.9%  were 
college graduates.

3.2  |  SDM process scores

The  overall  SDM  process  score  ranged  from  0  to  4 
(M = 2.19, SD = 1.34). The SDM process score had a slight 
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negative skew and were mostly evenly distributed across 
the range of scores. Descriptive statistics of the individual 
SDMP_4 items have been reported elsewhere.18

3.3  |  Outcomes

3.3.1  |  Knowledge

Overall  knowledge  levels  were  low  among  the  sample 
(M = 6.58, SD = 2.75, range = 0– 15). Please see Table 1 
for a breakdown down of the mean knowledge score by 
levels of SDMP_4. Using  the composite SDMP_4 score, 
we  found  that  a  higher  SDM  process  scores  were  sig-
nificantly associated with greater knowledge  (b = 0.17, 
p < 0.01). Looking at  the individual components of  the 
SDM process, the findings showed that discussing the op-
tions (i.e., not being screened for lung cancer) (b = 0.16, 
p < 0.001), and the cons of LCS (b = 0.13, p < 0.05) were 
significantly  associated  with  higher  knowledge  scores 
(Table  2).  However,  talking  about  the  benefits  of  LCS 
and preferences for LCS were not associated with greater 
knowledge.

3.3.2  |  Decisional conflict

Higher SDM process scores were associated with greater 
assuredness  about  their  choice  (b  =  0.45,  p  <  0.001). 
Please  see  Table  1  for  a  breakdown  down  of  the  mean 
SURE score by  levels of SDMP_4.  In addition,  individu-
ally, all aspects of the SDM process were significantly as-
sociated with greater assuredness about one's choice (i.e., 
less decisional conflict) (Table 2).

3.3.3  |  Intentions to adhere to LCS screening 
recommendations

In terms of adherence intentions, 86.4% of the respondents 
indicated  that  they  would  definitely  make  the  same  deci-
sion again, 7.7% might, 3.8% might not, and 0.8% definitely 
would not. Overall, a better SDM process was positively as-
sociated with a greater likelihood of intending to make the 
same decision again (OR 1.42, 95% CI 1.06– 1.89). With each 
unit increase in quality of the SDM process, the probability of 
participants intending to make the same decision again in-
creased by 41.7%. Looking at the individual SDMP_4 items, 
the findings showed that discussing the pros of LCS was that 
only SDM component that was significantly associated with 
the  likelihood  intending  to  make  the  same  decision  again 
(OR 3.40, 95% CI 1.57– 7.37), such that when the participant 
reported that the HCP talked about the pros of LCS, the prob-
ability that the patient would make the same decision again 
increased by 239.8%, compared to when the HCP did not.

In  terms  of  undergoing  LCS  again,  66.7%  of  patients 
reported  that  they  definitely  would  be  screened  again, 
27.7% indicated “maybe”, and 4.2% indicated they would 
not. Overall, a better SDM process was indeed positively 
associated of  intentions  to undergo LCS again (OR 1.32, 
95% CI 1.08– 1.62). With each unit  increase  in quality of 
the  SDM  process,  the  probability  of  participants  under-
going LCS again increased by 32.1%. Breaking down the 
individual SDMP_4 items, only discussing the pros of LCS 
(OR  1.97,  95%  CI  1.11– 3.48)  and  cons  of  LCS  (OR  2.35, 
95% CI 1.10– 5.04) were  significantly associated with  the 
likelihood  of  intending  to  be  screened  again.  When  the 
patient reported that the HCP discussed the pros and cons 
of  LCS,  the  probability  that  the  patient  would  intend  to 
undergo LCS again increased by 96.7% and 134.9% respec-
tively. Please see Table 3 for the full results.

3.4  |  Role in final decision

In terms of patients' role in the final decision, 74.6% of partici-
pants reported that they made the final decision on their own, 
21.2% shared the decision with the HCP, and 2.3% said HCP 
made the final decision. This outcome was assessed two ways. 
First, we compared sharing the decision with the HCP versus 
not sharing (i.e., either made the final decision on their own 
or deferred the decision to the HCP). Second, given the small 
number of participants who deferred the decision to the HCP, 
we also compared participants who reported that they shared 
the decision with the HCP versus making the final decision 
on their own. Table 3 shows that neither the overall SDMP_4 
score nor the individual SDMP_4 items, as well as education 
level and gender, were significant predictors of the participant 
sharing a decision with the HCP.

T A B L E  1   Knowledge and decisional conflict scores by levels of 
overall SDM process scores (SDMP_4)

Levels of overall 
SDM process score

Knowledgea
Decisional 
conflictb

N M SD N M SD

0 41 5.98 2.59 42 1.98 1.77

1 35 5.34 2.53 37 2.22 1.72

2 51 7.14 3.20 50 3.22 1.52

3 82 6.74 2.37 86 3.59 0.87

4 45 7.16 2.84 45 3.76 0.74
aThere were 16 knowledge items, recoded as either a 0 (Incorrect, Don't 
Know) or 1 (Correct), and summed up to create a composite knowledge 
score with a range of 0– 15.
bDecisional conflict was measured using four items in the SURE scale, 
recoded as either a 0 (No, Not Sure) or 1 (Yes), and summed up to create 
a composite decisional conflict score with a range of 0– 4. Higher scores 
indicate less decisional conflict.
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3.5  |  Psychometric evaluation of  
the SDMP_4

3.5.1  |  Reliability

Overall,  the SDMP_4 had acceptable  internal consist-
ency  at  both  time  points  (T0:  M  =  2.19,  SD  =  1.34, 
α  =  0.71;  T1:  M  =  2.46,  SD  =  1.39,  α  =  0.74).  Test- 
retest  reliability  of  overall  composite  SDMP_4  score 
was  moderate  (ICC  =  0.61,  p  <  0.001).24  Test- retest 

reliability  of  the  individual  SDMP_4  items  was  lower 
compared  to  the  overall  score  (see  Supplementary 
Materials).

3.5.2  |  Validity

There was a moderate correlation between SDMP_4 and 
CollaboRATE at both time points (T0: r = 0.47, p < 0.001; 
T1: r = 0.47, p < 0.001).

Predictor/Outcome

Knowledge Decisional conflict

b p b p

Overall SDM process score 0.165 <0.01 0.449 <0.001

Edu. level 0.337 <0.001 0.060 0.28

R2 = 0.143 R2 = 0.208

Individual SDM process items

Item 1: Options 0.160 <0.001 0.380 <0.001

Edu. level 0.328 <0.001 0.048 0.836

R2 = 0.141 R2 = 0.150

Item 2: Pros 0.085 0.154 0.437 <0.001

Edu. level 0.342 <0.001 0.077 0.172

R2 = 0.122 R2 = 0.198

Item 3: Cons 0.128 <0.05 0.222 <0.001

Edu. level 0.341 <0.001 0.084 0.170

R2 = 0.131 R2 = 0.056

Item 4: Preferences 0.115 0.054 0.274 <0.001

Edu. level 0.338 <0.001 0.072 0.231

R2 = 0.129 R2 = 0.082

Note: Predictors are binary variables (0 = No, 1 = Yes); knowledge scores range from 0 to 16; decisional 
conflict (measured by SURE scores) range from 0 to 4.

T A B L E  2   Linear regression results 
of SDM process scores (SDMP_4) on 
knowledge and decisional conflict

T A B L E  3   Logistic regression results for the effect of SDM process scores (SDMP_4) on intentions to adhere and likelihood of sharing 
decision

Make same decision 
again Screen again

Shared decision (1) vs 
not shared (0)

Shared decision (1) vs 
made own decision 
(0)

OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Overall SDM process 
score

1.417* 1.063– 1.888 1.321** 1.076– 1.622 1.070 0.846– 1.354 1.039 0.819– 1.319

Individual SDM process items

Item 1: Options 1.640 0.736– 3.653 1.457 0.809– 2.622 1.089 0.544– 2.180 0.972 0.482– 1.960

Item 2: Pros 3.398** 1.567– 7.369 1.967* 1.110– 3.484 1.481 0.742– 2.957 1.401 0.699– 2.808

Item 3: Cons 2.532 0.730– 8.781 2.349* 1.095– 5.041 1.108 0.527– 2.329 1.061 0.504– 2.234

Item 4: Preferences 1.502 0.703– 3.207 1.712 0.990– 2.960 0.994 0.531– 1.859 0.949 0.506– 1.782

Note: Each SDMP item was run as separate logistic regression models, with gender and education included as covariates in each model.
*p < 0.05; **p < 0.01.
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4   |   DISCUSSION

This was one of the first studies to examine how the SDM 
process,  measured  using  the  Shared  Decision- Making 
Process  (SDMP_4)  survey,  impacts  short- term,  cognitive 
and  behavioral  outcomes,  related  to  the  decision  to  un-
dergo  LCS.  Patients  who  reported  higher  SDM  process 
scores were better  informed about LCS and experienced 
less  decisional  conflict  about  their  decision  to  undergo 
LCS. Furthermore, a better SDM process was also associ-
ated with greater intentions to adhere to the LCS recom-
mendation for annual screening, suggesting lower  levels 
of regret about their LCS decision. These findings strongly 
support  the  role  SDM  plays  in  leading  to  higher  quality 
LCS  decisions  and  potentially  greater  long- term  adher-
ence. However, more research needs  to be conducted  to 
provide greater support for these findings.

We also found that a better SDM process was not sig-
nificantly associated with whether the patient shared the 
final  decision  with  their  healthcare  provider.  Although 
majority of the patients in this sample made the final deci-
sion on their own, patients still reaped benefits from a bet-
ter SDM process in terms of the outcomes. This suggests 
a  conceptual  distinction  between  SDM  as  a  process  and 
SDM as a description of how involved the patient was in 
the final decision, and the importance of measuring these 
concepts separately in future studies. In other words, a pa-
tient who chooses to defer the final decision to their pro-
vider can still have a good SDM process and want  to be 
involved  in  the  SDM  process.  A  qualitative  study  found 
that about half of  the sample distinguished between the 
shared  process  and  the  final  decision,  with  participants 
expressing that even if there was a shared communication 
process  leading  up  to  the  decision,  the  patient  still  took 
responsibility for making the final decision.25 It  is possi-
ble that role preferences may be determined by other vari-
ables not measured in this study, such as health locus of 
control, which refers  to one's belief about where control 
over their health lies.26,27 This conceptual distinction may 
also explain mixed findings for the impact of SDM on out-
comes in previous research.3

Our  findings  showed  that  different  components  of 
the  SDM  process  were  driving  the  effect  on  affective- 
cognitive  outcomes.  Specifically,  we  found  that  dis-
cussing  the  options  and  risks  of  LCS  predicted  greater 
knowledge.  One  possible  explanation  is  that  most  pa-
tients may be aware of the benefits of LCS given conven-
tional wisdom that early detection is always best,28 but 
there may be knowledge gaps in terms of understanding 
that they have the option of not screening and that there 
are risks involved in LCS. In terms of decisional conflict, 
every aspect of the SDM process predicted how comfort-
able  patients  were  with  their  screening  decision.  This 

is consistent with the notion that an SDM process that 
covers the key components that go into decision- making 
should  result  in  a  more  informed  patient  that  is  more 
comfortable  with  the  final  decision.  Finally,  we  found 
that only discussing the pros of LCS was associated with 
making the same decision again, indicating that patients 
weigh  benefits  the  most  in  terms  of  how  comfortable 
they were with their decision. Discussing both the pros 
and  cons  of  LCS  was  associated  with  intentions  to  be 
screened again, indicating that patients weigh both ben-
efits  and  risks  in  their  decision  to  be  screened  the  fol-
lowing year. It appears that the informational aspects of 
the SDM process are most important for patients when it 
comes to intentions to adhere to LCS recommendations 
and that discussing cons of LCS did not deter patients. 
These findings highlight the importance of assessing the 
different  components  of  the  SDM  process  individually 
(i.e., discussion of options, pros, cons, and preferences 
using  the SDMP_416). Understanding which aspects of 
the  SDM  process  have  the  greatest  impact  on  patient 
outcomes has practical implications in a clinical setting 
where  healthcare  providers  may  not  have  resources  to 
engage in every aspect of SDM with patients.

Finally,  this  study  also  assessed  the  psychometric 
properties of  the Shared Decision- Making Process  sur-
vey  (SDMP_4).  The  SDMP_4  demonstrated  acceptable 
reliability  and  appeared  to  be  a  valid  measure  of  the 
SDM  process.  The  moderate  correlation  between  the 
SDMP_4 and CollaboRATE was also expected given the 
slight  difference  in  constructs  measured. The  SDMP_4 
measures what was discussed during  the SDM process 
(discussion  of  pros,  cons,  options,  preferences),  while 
CollaboRATE measures how much effort was spent on 
engaging  patients  (i.e.,  understanding  health  issues, 
listening  to  patient's  concerns,  and  including  patient 
choice in decision). Previous studies have already tested 
the SDMP_4 in other clinical settings (e.g., surgery de-
cisions)  and  found  it  to  be  a  robust  measure.23  To  the 
best of our knowledge, this study is the first to test the 
SDMP_4  for  screening  decisions,  specifically  LCS,  fur-
ther  supporting  the  use  of  this  measure  across  diverse 
medical  contexts  and  patient  populations.  Future  re-
search should continue to test the SDMP_4 in a variety 
of settings to move toward a consistent measure of SDM 
quality.

This  study  had  several  limitations.  First,  this  was  a 
cross- sectional  survey,  hence,  our  findings  only  show 
associations  between  variables.  Second,  we  do  not 
have  information about  the actual content of  the SDM 
conversation  between  the  patient  and  provider,  for  in-
stance,  what  benefits  or  harms  were  discussed.  Third, 
we did not collect  information on patients’  comorbidi-
ties, which could have been used as a control variable in 
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the analyses. In addition, the final sample was not fully 
representative  of  the  general  U.S.  population  as  it  was 
skewed  toward  a  higher  level  of  education.  However, 
as  initial  contact  with  potential  participants  was  done 
at  screening  sites, we did not have demographic  infor-
mation  on  individuals  who  opted  not  to  participate  in 
the study for comparison with the final sample. Finally, 
given that recruited patients had to have had LCS within 
12 months of the survey, there may have been variations 
in  how  well  the  patients  recalled  the  details  of  their 
SDM  encounter.  A  previous  manuscript  analyzing  the 
same  data  set  found  there  was  no  statistically  signifi-
cant difference in knowledge, SDMP_4 scores, and deci-
sional conflict between groups based on time since last 
LCS  (comparing  less  than  3  months,  3– 6  months,  and 
6– 12  months).18  Hence,  time  since  last  screening  was 
not included as a control in the analyses in this study.

In  conclusion,  this  study  found  that  a  high  quality 
SDM  process  may  have  benefits  for  patient  knowledge, 
decisional conflict, and screening adherence, and provide 
support  for  a  greater  emphasis  on  improving  the  SDM 
process in the context of LCS in order to improve patient 
outcomes.  This  study  also  identified  several  theoretical 
implications  for  future  research.  First,  the  findings  sug-
gest that the individual components of the SDM process 
are conceptually distinct and have differential impact on 
outcomes. Second, the findings also suggest that patients 
may view the SDM process and their role in the final de-
cision as distinct processes, and that patients who do not 
share the final decision with their HCP still benefit from a 
good SDM process in other ways.
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