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a b s t r a c t   

Objective: Evaluation of a multilevel implementation program on shared decision making (SDM) for breast 
cancer clinicians. 
Methods: The program was based on the ‘Measurement Instrument for Determinants of Innovations-model’ 
(MIDI). Key factors for effective implementation were included. Eleven breast cancer teams selected from 
two geographical areas participated; first six surgery teams and second five systemic therapy teams. A 
mixed method evaluation was carried out at the end of each period: Descriptive statistics were used for 
surveys and thematic content analysis for semi-structured interviews. 
Results: Twenty-eight clinicians returned the questionnaire (42%). Clinicians (96%) endorse that SDM is relevant 
to breast cancer care. The program supported adoption of SDM in their practice. Limited financial means, time 
constraints and concurrent activities were frequently reported barriers. Interviews (n = 21) showed that using a 
4-step SDM model - when reinforced by practical examples, handy cards, feedback and training - helped to 
internalize SDM theory. Clinicians experienced positive results for their patients and themselves. Task 
re-assignment and flexible outpatient planning reinforce sustainable change. Patient involvement was valued. 
Conclusion: Our program supported breast cancer clinicians to adopt SDM. 
Practice Implications: To implement SDM, multilevel approaches are needed that reinforce intrinsic moti-
vation by demonstrating benefits for patients and clinicians. 

© 2021 The Author(s). Published by Elsevier B.V. 
CC_BY_4.0   

1. Introduction 

Shared decision making (SDM) is a collaborative process in which 
patients and clinicians make decisions together, integrating patient 

values and preferences with clinical evidence about available op-
tions and their risks and benefits, to arrive at patient-centered de-
cisions [1]. SDM is regarded as the pinnacle of patient-centered care  
[1,2], but adoption by clinicians is slow [3–5]. The application of SDM 
is relevant and challenging in breast cancer care as: a. many treat-
ment options are available [6–9]; b. patients face treatment deci-
sions with varying short- and long-term (side) effects, affecting their 
quality of life [6,7] and c. different clinicians are working within a 
team [8,10,11]. As a result, the adoption of SDM in (breast) cancer 
consultations shows considerable room for improvement [6,8,12,13]. 

Breast cancer patients prefer sharing decisions and this has in-
creased over time [14–16]. Clinicians in oncology care are generally 
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positive towards SDM [17,18], and many national policies have been 
designed to enhance the implementation of SDM [19–21]. SDM has 
been advocated to be an essential part of the clinical role [21–23]. 
Several barriers to implement SDM have been reported, including: a 
lack of SDM-skills [24], a failure to recognize that SDM differs from 
current practice [22], practical problems [25,26], a lack of trust in the 
patient’s willingness to participate in decision-making [27], and the 
difficulty of embedding SDM into the workflow [22,4,28]. 

Potentially effective strategies to enhance SDM in clinical prac-
tice involve: training clinicians and the use of patient decision tools 
to help patients engage in SDM [7,29–33], feedback to clinicians on 
performance in consultations [25,33–35]. On the organizational 
level, incorporating timeouts in care pathways [21,36], and the use of 
incentives have been proposed [21,22,4]. However, the approaches 
used to implement SDM in routine practice are seldom grounded in 
implementation theory, and often fail to anticipate the change de-
terminants associated with a specific clinical setting [4]. Although a 
multilevel approach using a combination of clinician- and patient- 
mediated interventions is likely to be most effective [21,30,37], to 
date, only a few SDM implementation projects have used multilevel 
strategies to facilitate SDM [22,34,38–40]. 

We evaluated a multilevel implementation program that was 
developed to enhance the adoption of SDM [40], by investigating the 
perceived barriers and facilitators by participating breast cancer 
clinicians in the program. 

2. Methods 

The COREQ checklist was used to optimize the reporting of this 
study [41]. 

2.1. Study design 

A convergent parallel mixed-method study was conducted uti-
lizing questionnaires and semi-structured qualitative interviews. 
The program was implemented twice: 1. from April 2016 till 
September 2017, for early-stage breast cancer (surgical) treatments 
and 2. from May 2018 till September 2019, for later-stage (systemic) 
treatments. At the end of each phase, an evaluation was carried out. 
The outcomes of the evaluation of phase 1 were used to adapt the 
program in phase 2. 

2.2. Study setting 

For each phase, a different geographical area was chosen for se-
lection of the study population from which six candidate breast 
cancer outpatient clinics were invited (Phase 1: Utrecht, Phase 2: 
around Amsterdam). Three teams declined. One team outside the 
region registered voluntarily in each phase, allowing us to reach the 
desired number of teams. All clinicians involved in the decision- 
making process were invited to participate, i.e. breast cancer sur-
geons, oncologists, and (specialized) nurses. No financial compen-
sation for participation was offered. 

In the Netherlands, fast track diagnostics is applied: patients visit 
the clinic in the morning for diagnostic assessments and receive the 
diagnosis at the end of the day [42]. This approach reduces the 
average diagnosis time to 3.0 workdays within 1.4 hospital visits  
[42]. In some clinics, breast cancer surgery is planned straight away, 
while in others this can take several days/consultations. 

2.3. Implementation program 

The implementation program is described in Table A.1, including 
the adaptations made after phase 1. The program is based on the 
MIDI-model (Measurement Instrument for Determinants of In-
novations) containing four implementation levels [43,44]. Key 

factors for effective SDM-implementation were included in the 
program [7,22,26,30,45–47]. 

2.3.1. Innovation (the implementation of SDM) 
Evidence about the effectiveness of SDM in routine practice was 

incorporated, including the 4-step model for applying SDM [5]. A 
‘timeout’ was defined as specified time for patients to think and 
reflect and was considered to be a precondition for integrating the 
SDM-steps into the clinical pathway [21,47]. An evidence summary 
of SDM in clinical practice - and handy cards with example sen-
tences - were offered to the clinicians. 

2.3.2. Users of the innovation (clinicians and patients) 
To support behavior useful for clinicians to apply SDM, individual 

and team feedback on the audio-recorded consultations were pro-
vided, followed by a 3-hour interdisciplinary team training [31]. 
Recordings were made by the clinician(s) of one or more consulta-
tion(s) with the patient. Clinicians were instructed to record con-
sultation(s) in which a decision had to be made. They were free to 
choose a decision process for which they wanted feedback, to sti-
mulate intrinsic learning. The feedback was provided on paper and 
verbally. Individualized feedback was available for each clinician by 
providing the score per OPTION-item per patient [48], corresponding 
self-used quotes, and suggestions for improvements. Written feed-
back on team performance was provided, including the overall 
scores, a description of their team qualities, and suggestions for 
improving SDM. In a meeting, the team listened to, and talked about, 
their audio-recordings. 

The team training session consisted of an explanation of theory, 
including the 4-step model, discussion about the relevance of SDM 
and examples of how to apply SDM in practice. In phase 2 of the 
study, role-play with an actor was included in the training and it was 
preceded by a 45-minute e-learning. 

By suggesting the teams to use activation tools, such as Ask- 
Three-Questions and decision aids, patients were empowered to par-
ticipate in the consultation [49]. In phase 2, the teams were provided 
with a booklet and an animation explaining SDM to patients. 

2.3.3. Organizational context 
Teams considered allocating time (timeouts) for SDM in their 

care pathways and evaluated the organization of their multi-
disciplinary team meetings. They were helped by the results of a poll 
assessing patient opinions about the amount of time they would like 
to have for the decision-making process. Key moments for informing 
patients and timeouts in the clinical pathway were made explicit. 
They used the feedback from their audio-recordings to reflect on the 
allocation of tasks among team members. The program was tailored 
to the local context: each team defined its own goals within the 
scope of the program and selected tools to support SDM. 

2.3.4. Socio-political context 
As concurrent activities and external factors can influence the level 

of SDM, teams were asked to monitor their implementation activities 
via a logbook. Teams were also encouraged to involve hospital man-
agement in the project and to inform healthcare insurers, professional 
bodies, and other stakeholders about the program. 

2.3.4.1. Patient involvement. Patient involvement has been added to 
the framework and plays a role in all four levels: Participation of one 
patient advocate (a trained patient) and two patient representatives 
in the research team, and by ad hoc participation of at least one 
patient advocate in training sessions and meetings with the hospital 
teams. Results of a poll among patients and the perceived 
involvement in decision-making of the recorded patients (via the 
SDM-Q9) were fed back via the team meeting and the written 
feedback report. 
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2.4. Participants 

All clinicians who actively participated in the program were in-
vited to complete the questionnaire (Table A.2). Distribution and 
collection of the electronic questionnaire were done by the team 
coordinators to ensure anonymity. Based on previous literature, 5–6 
participants per clinical group per phase is required to capture the 
majority of themes [50]. For the interviews (Table A.3) a purposive 
sample was drawn from the 11 participating teams to recruit clin-
icians with different clinical roles. The team coordinator ((specia-
lized) nurse) of each team was asked to participate in a semi- 
structured interview and to recruit one physician from the team. 

Recruitment and data collection for the questionnaires and 
interviews were conducted from April to June 2017 (phase 1) and 
April to June 2019 (phase 2), immediately after the implementation 
program has ended. The team coordinator was asked to send two 
reminders to non-responding team members, after 3 and 6 weeks. 

2.5. Questionnaires and interviews 

The MIDI-model describes 29 determinants that can enhance or 
hinder the implementation of an innovation, divided into the four 
levels mentioned above [44]. The validated example questions pro-
vided by the MIDI-model were rephrased in a questionnaire 
(Table A.2) and a semi-structured interview guide (Table A.3) into 25 
items relevant to our program, to be rated on a five-point Likert scale 
ranging from “entirely disagree” to “entirely agree” [44]. Three open 
questions were added to the questionnaire so respondents could list 
what they thought were the most prominent facilitators of and 
barriers to the implementation of SDM. The survey was reviewed for 
content and face validity by authors with expertise in the field of 
SDM and patient involvement (by LK, HvV, HVo, MS, EV) and tested 
in a previous pilot program [51]. The face-to-face interviews were 
conducted by one researcher. Each interview lasted approximately 
45 min and was recorded with permission from the interviewee. 
Two experienced researchers (HvV, HVo) trained the other re-
searchers (LK, MS, JO, EvW) and discussed their first interview 
afterward, to ensure consistency between interviewers. 

2.6. Data analysis 

Data analysis consisted of content analysis (surveys) and thematic 
analysis (interviews). All results were analyzed anonymously. The data 
obtained from the questionnaire were exported from an Excel file in 
SPSS Statistics version 25 to calculate descriptive statistics. All inter-
views were transcribed (verbatim) using Express Scribe Transcription 
software (Free Version 2017) and analyzed. Respondent validation was 
achieved by sending interviewees their transcript to approve the con-
tent. Each transcript was independently coded by two of four re-
searchers (LK, HvV, HVo, EvW) [41]. Deductive thematic analysis was 
carried out on the dataset by marking text excerpts in the transcripts 
reflecting a ‘barrier to’ or a ‘facilitator of’ the application of SDM [52]. 
We used the four implementation levels and the 29 determinants of 
the MIDI-model as a coding scheme, supplemented with ‘project 
support’ [44]. Text fragments were charted in a table for each of the 
determinants and then deliberated by the coders until thematic sa-
turation and variation were confirmed [53]. 

3. Results 

3.1. Participating hospitals 

Six hospitals agreed to participate in phase 1 (1 university, 2 
teaching, and 3 general hospitals) and 5 agreed to participate in 
phase 2 (4 teaching and 1 general hospital). One hospital (phase 1) 
declined to participate, as they were not convinced that the 

implementation would further improve their level of SDM. Two 
hospitals (phase 2) did not want to invest the time needed to par-
ticipate in the study. 

3.2. Study population 

Twenty-eight (42%) of the clinicians who received the ques-
tionnaire responded (phase 1: 15, phase 2: 13 clinicians) (Table A.4), 
representing all relevant clinical professions: nurses, nurse specia-
lists, surgeons and oncologists. Interviews were held with 21 clin-
icians (Table A.5): the coordinator (a nurse (specialist)) and one 
physician of each team. In one team, only a nurse specialist was 
interviewed, as surgeons had delegated SDM to the nurse specialists. 

3.3. Evaluation of the SDM implementation program 

3.3.1. 1. Innovation 
Questionnaires: Clinicians agreed with the scientific justification 

and relevancy of SDM and timeout for breast cancer care (Table A.2). 
The process of SDM corresponded well with their vision of high- 
quality care. Moreover, 96% indicated that SDM is (highly) relevant 
to breast cancer care. 

Interviews: Clinicians confirmed that applying SDM corre-
sponded well with what they consider to be good healthcare and 
that SDM is relevant to breast cancer care (Table A.5). Using a 4 step- 
model helped clinicians to translate the SDM-theory into practice 
and integrate it into their consultations. For example, video-ex-
amples (along with handy cards with example sentences and sum-
maries of relevant theory) were provided to explain to clinicians 
how SDM is different from their current approach, and to help them 
apply it during consultations. However, a potential barrier is that 
some clinicians expressed that the 4 step-model did not fit with all 
their patients. Discussing the option of 'watchful waiting' as an al-
ternative to pharmaceutical or surgical interventions was considered 
more complex than presenting several medically feasible options. 
Interviewees indicated that the effects of SDM were visible in 
practice, as illustrated by the following quotes:   

“We have always been eager to learn new things and I find SDM 
interesting. But I did not expect the effect to be so significant.”  

“SDM is right for the times. That we approach patients as in-
dependent individuals, and they do not blindly follow what the 
doctor says.”    

“What I really liked, I put it on a post-it on my computer, the 
doctor knows everything about the treatment, but the patient 
knows everything about her life.”  

3.3.2. 2. Users 
Questionnaires: Respondents, especially clinicians involved in 

decisions about systemic therapy, indicated that SDM fits with their 
role. Responses showed that they had gained enough knowledge 
about the theory of SDM to support implementation within their 
practice. A greater number of respondents involved in providing 
systemic therapy (54%) indicated difficulty in fully applying SDM as 
compared to those involved in providing surgical therapy (13%). 

Interviews: Interviewees pointed out that change requires con-
tinuous (team) effort, practice, and time. They indicated that pa-
tients appreciated the application of SDM by their clinicians. 
Clinicians reported positive effects for themselves (better structured 
and less hurried consultations, better-informed decisions and more 
‘person-centered’ rather than ‘patient-centered’, better-shared re-
sponsibility for the decision, and enthusiasm about the theory of 
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SDM and timeout), for their patients (patients are more satisfied, are 
sure about their decision and their consultations are more at an 
equal level and individualized), and for the team (the feeling of 
teamwork increased, learning together as a team was appreciated, 
there was a better alignment of tasks). These advantages enhanced 
their intrinsic motivation. For some patients, for example palliative 
patients, discussing what matters to them in life may already be a 
natural process. However, clinicians indicated that implementing 
SDM with patients who are emotional, anxious, indecisive, have 
lower health literacy, or show an unsatisfied hunger for information, 
requires specific skills. Some clinicians viewed these patients as 
annoying, or as unmotivated/unable to share decisions. These clin-
icians remained doubtful as to whether all patients could - or 
wanted to - participate in SDM. Implementation was fostered by 
support from colleagues (a consequence of the team approach of the 
program and observation of (new) communication skills applied by 
colleagues).   

“Ultimately, you want to help patients as best as you can, that's why 
you became a doctor. The advantage of SDM is that it helps to better 
structure the consultation. That brings more joy in your work.”    

“No, I always tell patients we make decisions together. Some of 
them are anxious to choose. They ask, ‘doctor what would you 
do’? Then I say: ‘I don't have to live with it. Think about what is 
important in your life. We have time to think, we will work 
it out.”    

“This method helps you to get closer to patients, it puts you in a 
listening mode rather than a talking mode. If the patient feels you 
are interested, you get more information out in the open.”  

3.3.3. 3 and 4. Organizational and Socio-political context 
Questionnaires: Most reported barriers to the implementation of 

SDM included: limited (financial) means, and, to a lesser extent, a 
lack of time. Of the clinicians providing systemic therapy, 15% in-
dicated that enough time is available to implement SDM and 23% felt 
that enough means and facilities are available. The simultaneous 
implementation of projects, which decreased focus and time for this 
project, was also perceived as a barrier (79%). Few difficulties arose 
from rules and laws that hamper the implementation of SDM (29%), 
except the criterion of the Dutch patient organization that instructs 
hospitals to perform surgery within 5 weeks following diagnosis. 
This criterion was adjusted during the course of the project. 

Interviews: Training and feedback on the recorded consultations 
were considered essential for gaining the skills needed to improve 
SDM. The interprofessional team training was thought to provide 
high added value: feedback was discussed, audio-recordings were 
used for reflection and actor role-play was used. Feedback on con-
sultations should be as individual as possible, and connecting the 
feedback to the SDM-steps helped clinicians to understand how to 
apply SDM-theory in their practice. 

The belief that SDM might cost more time (while the experience 
of many was that it did not cost extra time), was, at least for complex 
patients, felt to be a hurdle. However, interviewees reported that the 
duration of consultations could either be longer (e.g. with critical 
patients who keep asking questions and/or cannot decide) or shorter 
(e.g. if the care pathway has already involved several visits, better 
diagnostic information can save time) as a result of implementing 
SDM. The complexity of redesigning s care pathways to integrate 
SDM and timeout in consultations - and the logistical planning 
process required - should not be underestimated. However, if 
accomplished, clinicians indicated that this is a reinforcer and sup-
ported sustainable change. Implementation of SDM was facilitated 

by task re-assignment, especially the delegation and substitution of 
tasks to nurses (specialists). Clinicians indicated that their full 
agenda hindered them to discuss the improvements they wanted to 
make: ‘Many other things are going on’ in their hospital. The avail-
ability of an implementation coordinator can therefore be helpful to 
ensure that progress is maintained as well as offering tools to help 
patients engage in SDM. Clinicians did not indicate that guidelines or 
laws had hindered the application of SDM.   

“Especially the feedback from the recorded conversations, you do 
pick out a lot of things there and then you realize how useful that is.”  

“Actually, no one can make a decision having only received in-
formation once.”  

3.3.4. 5. Role of the research team 
Questionnaires: Both the program itself and the support pro-

vided by the research team was appreciated, and scores were higher 
in phase 2 than in phase 1. Respondents were pleased with the 
materials and the customized support provided by the research 
team. The collaborative meetings were less appreciated. 

Interviews: Appreciation for the program and the research team 
was high. In particular, the accessibility of the team, the practical 
examples provided, the feedback, and the training that included 
actor role-play were appreciated. Interviewees were also positive 
about the involvement of patient (representatives) in the program. 

3.4. Adaptations to the implementation program 

The program was adjusted based on the feedback provided by 
participating clinicians in phase 1 (Table A.1). The major adaptations 
to the program were: fewer collaborative meetings (in response to 
clinicians’ busy schedules), personalization of the feedback provided 
to clinicians (achieved by individually marking consultation quotes), 
the addition of role-play as part of the training, and improvement of 
the tailored support provided by the research team. This included 
the provision of information about the project for both clinicians and 
patients, but also the appointment of an account manager per team 
who offered customized support to the team (coordinator) to help 
overcome any local barriers and practical problems. 

4. Discussion and conclusion 

4.1. Discussion 

In this study, we evaluated how clinicians involved in breast 
cancer care perceived a multilevel implementation program to ac-
celerate the adoption of SDM. Clinicians rated the program as fea-
sible and valuable. They appreciated that the program: (1) covered 
an important topic (SDM) of benefit to themselves and patients, (2) 
contained feedback and training that was both theory-based and 
practical, (3) included a focus on the team and care pathway, and (4) 
involved patients in the program. 

The program was feasible to implement in routine breast cancer 
care, despite the generally high workload of clinicians. Our study 
participants consider SDM very relevant to breast cancer care, and 
feel that SDM is compatible with their views on what constitutes 
good healthcare. Aside from the personal investment and the extra 
time needed for critical, indecisive, or low health literate patients, 
clinicians experienced positive benefits of SDM for their patients, for 
their teamwork and their conversational skills. Clinicians' positive 
attitudes towards SDM are increasingly being reported [7,18], but our 
study adds knowledge on how this can be reinforced. This offers 
opportunities for future implementation. 
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Team training, individual and team feedback, combined with a 
theory-based 4-step model to structure consultations and the pro-
vision of practical examples [5], supports the translation of theory 
into practice. Clinicians perceived that this led to better-structured 
and more person-oriented consultations, and a more comprehensive 
communication approach of the team as a whole. It was considered 
important that the theory is reinforced by feedback and training. 
Clinicians were positive about the modern learning principles ap-
plied in the program: Clinicians appreciated that individual feedback 
is given, and is shared with the team both in writing and face-to- 
face. They confirm that repetition of training, feedback and (team) 
reflection will be needed even when SDM has become part of routine 
care, in line with other findings [21,25,33–35,54,55]. The challenge 
appears to be to strengthen intrinsic motivation by inviting clin-
icians to embrace SDM as an essential part of their clinical 
role [21,56]. 

The integration of SDM and the inclusion of timeouts as part of 
their care pathway was also valued and requires that the team aligns 
the logistical processes and team tasks accordingly. This demands 
the cooperation of many colleagues, and management, and involves 
the reallocation of tasks and financial resources. They appreciated 
that the implementation approach focused on the multidisciplinary 
team: it is fun to learn about and work on SDM together, and in-
volving management helps to overcome financial or organizational 
(i.e. logistical planning) problems, or counterproductive incentives. 
These findings are important for the design of SDM implementation 
programs as they have been recommended – but they have hardly 
been put into practice [4,11,19,21,22,40,57,58,47]. 

Clinicians indicated that co-creation with patients helps to focus 
on enhancing SDM as part of the patient-clinician interaction, uti-
lizes patient knowledge and ensures that what matters most to their 
life is taken into account. Patient involvement as part of im-
plementation activities has been advocated before [21,31]. From our 
evaluation, it must be considered as a key implementation strategy. 

4.1.1. Strengths and limitations 
A strength of this study was the active participation of clinicians 

from different backgrounds, and patient representatives in de-
signing, testing and evaluating the program, based on theoretical 
implementation framework. The evaluation was carried out shortly 
after the intervention, which lowered the risk of recall bias. 
However, the limited response rate of the questionnaires might have 
led to sampling bias. Moreover, 13 of the 21 interviews were not 
conducted by an independent researcher but by members of the 
research team. This might have influenced the responses but may 
also have helped to collect more in-depth information. Another 
limitation is that the participants were more motivated to imple-
ment SDM than clinicians in general or that barriers or facilitators 
were missed due to the limited number of interviewees. The study 
results might therefore reflect the views of early adopters in this 
field. Nevertheless, this is valuable as it will help to attract the next 
group of followers and accelerate the implementation of SDM. 

4.2. Conclusions 

In this study, an implementation program for SDM in breast 
cancer care was evaluated favorably. Our multilevel approach helped 
to reinforce clinicians’ intrinsic motivation to apply SDM. Highly 
valued aspects of the program design were: the provision of feed-
back on consultations, interprofessional training incorporating actor 
role play, the team-focus, and the process of redesign to create time 
for SDM. Patient involvement should be an essential part of any SDM 
implementation effort. Finally, clinical teams benefit from a 
co-creating and accessible research team in overcoming practical 
barriers and supporting change at different levels in the organi-
zation. 

4.3. Practice implications 

Key elements for implementing SDM in clinical practice are 
process redesign and improving conversational skills as part of 
professional behavior. By taking the clinician-patient interaction as 
the starting point for the design of the care process, clinicians can be 
intrinsically motivated to adopt SDM and barriers related to the 
multidisciplinary context of the workplace and the workload can be 
overcome. Standardization of the program lowers costs for the 
clinical and/or research (support) team and makes this approach 
scalable. 
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Appendix A 

See Table A1–A5. 

Table A1 
Content of the multilevel program using a 4-level framework for designing an effective implementation strategy [42].       

Level of 
implementation 

Working mechanism Form in Phase 1 (breast cancer surgery, 6 teams) Timeline 
/months (M) 

Adaptations made in Phase 2 (systemic 
therapy breast cancer, 5 teams)   

1. Innovation (the 
implementation 
of SDM) 

Discuss what SDM means and 
what kind of behavior is 
effective during a breast cancer 
consultation  

● A clear overview of the practical 4-step 
model for applying SDM was given to the 
clinicians. They were asked to mirror the 
model to their current communication 
behavior during consultations (sense- 
making).  

● Background information about the theory of 
SDM, presentations summarizing the 
working sessions, etc. were also made 
available to the teams via a website. 

M1  ● We provided the teams with more 
concrete examples of sentences - and 
discussed lessons learned from Phase 1 
– to enhance the implementation 
of SDM. 

Encourage the use of effective 
decision tools to support SDM 
in daily practice  

● Teams were provided with an overview of 
tools (made available via a website) that can 
enhance SDM, especially concerning breast 
cancer surgery and systemic therapy (i.e. 
‘Ask-3-questions’ handy cards outlining the 
4 SDM-steps). 

M1  ● We asked each team to experiment with 
a decision aid.  

2. User (clinician 
and patient) 

Provide individual and team 
feedback on actual SDM 
behavior (before & after 
implementation)  

● Each team collected audio-recordings from 
15 patients pre-intervention  

● Feedback was provided on the performance 
regarding SDM and timeout, both in a team 
meeting and a via a report containing 
feedback for the team as a whole. 
Individual feedback was also provided. 
Characteristic audio fragments were 
selected and listened to; these provided 
examples of ways in which the SDM 
process could be improved to discuss issues 
that could enhance the SDM process.  

● Each team collected audio-recordings from 
15 patients post-intervention 

M1–4 
M5–7 
M12–15  

● We explicitly assigned quotes to 
individual clinicians by color-coding 
quotes per clinician in the individual 
report. 

SDM training via team training 
& e-learning  

● An inter-professional team training session 
addressed the application of SDM and 
timeout in consultations, using audio 
fragments recorded from members of the 
team. The training session was tailored to 
the needs of the team, and the results of the 
pre-intervention measurement.  

● A (45-minute) e-learning session explained 
the theory of SDM and outlined how to apply 
the 4-step model in practice. 

M6–8 
M6–8  

● Actor role-play was added to the 
content of each training session, based 
on a recognizable case (extracted from 
the recorded consultations).  

● The content of the e-learning session was 
updated to better align with the theory 
and tools used in the implementation 
program.  

Peer learning via collaborative 
working sessions for teams  

● Two or more team members were asked to 
participate in a total of 4 collaborative 
working sessions designed to facilitate the 
process redesign, the application of SDM, 
timeout, and the selection of tools for SDM. 
Topics: responding to barriers to and 
facilitators of implementation, sharing team 
actions, integrating the 4 steps for SDM in 
the care path, the use of tools and patient 
information, coping with implicit 
normativity during consultations, patient 
perspectives on timeout & SDM. 

M1, M5, 
M10, M14  

● The number of collaborative sessions 
was reduced to two sessions (and one 
session in between for only the team 
coordinator of each hospital team). 

(continued on next page) 
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Table A1 (continued)      

Level of 
implementation 

Working mechanism Form in Phase 1 (breast cancer surgery, 6 teams) Timeline 
/months (M) 

Adaptations made in Phase 2 (systemic 
therapy breast cancer, 5 teams)   

3. Organizational 
context 

Redesign the pathway to 
include SDM and timeouts, 
using rapid cycle improvement  

● Teams were asked to include timeout & 
decision-tools in the pathway (support was 
provided). The Plan-do-check-act cycle was 
explained to teams and teams were 
encouraged to experiment with new ways 
of working that can better accommodate 
SDM and timeout. First visit: discuss test 
results, prognosis, treatment options, the 
process of SDM. Give patients information 
to read at home. Second visit: discuss pros 
and cons of options and ask patients what 
matters to them. Encourage patients to take 
extra time over the decision or schedule an 
extra visit to help with decision making (or, if 
the patient is ready, a decision can be made). 

M5–14  ● No major changes were made. More 
emphasis was placed on teamwork and 
on how multidisciplinary team 
discussions can facilitate SDM. 

Reconsider working process 
including SDM  

● Teams were asked to adapt multidisciplinary 
team consultations & reassign 
communication tasks (support was 
provided). 

M5–14  ● Emphasis was given to the feedback 
provided (in the evaluation of Phase 1), 
that this seems to be a promising 
strategy.  

4. Socio-political 
context 

Facilitate a context that 
supports the implementation 
of SDM in daily practice  

● Commitment to invest time in the process 
was obtained at the start of the project.  

● Barriers to and facilitators of 
implementation in the hospital were 
identified, and ways to respond to them 
were discussed with the team coordinator 
at the start of the project.  

● Two team members per hospital were 
interviewed about experienced barriers to 
and facilitators of the implementation 
program. This information was fed back to 
the teams. 

M0 
M1 
M11   

● A better overview of the activities 
involved in the project and estimated 
time investment of personnel were 
provided before teams confirmed their 
participation.  

● From the project team, an ‘account 
manager’ was appointed for each hospital 
team to improve communication.  

● No changes were made. 

Access to implementation 
expertise on request  

● Expertise in the implementation of SDM, 
timeout, and quality improvement was 
offered, via telephone, face-to-face, or via 
an (extra) meeting with (members of) the 
team. Each team was visited at least once in 
between every collaborative working session 
(minimum 3 visits) and focused on:  

• Putting theory into practice: 4 steps of SDM  

• Process redesign 

M1–14  ● An ‘account manager’/implementation 
expert was assigned to each hospital to 
facilitate communication within 
the team. 

Added to the levels: 
patient 
involvement 

Partnering with patients and 
collecting patient perspectives 
on SDM and timeout  

● We ensured that patient representation was 
systematically embedded, by having 3 
patient representatives in the research- 
team, the collaborative working sessions, at 
least one patient representative in local team 
sessions and all other meetings.  

● Teams were provided with the views of (ex-) 
breast cancer patients on the preferred 
number of consultations and the number of 
days they would like in between 
consultations (via website surveys).  

● Each team collected the questionnaire (SDM- 
Q9) of 15 patients pre-intervention and 15 
patients post-intervention. The scores were 
presented in the local team session and the 
written feedback report. 

M1–14 
M7 
M1–4 and 
M12–15  

● Additional website surveys were carried 
out asking about patient views about 
systemic treatment. Also, whether - and 
how - they would like to discuss the 
wait & see option.    

Table A2 
Questionnaire data: clinicians’ experience with the SDM implementation program.              

Phase 1 (N = 15) Phase 2 (N = 13)  

Statement Disagreea Neutral Agree Averageb Disagree Neutral Agree Average   

Innovation (the implementation of SDM)         
1 SDMc is easy to understand. 7% 0% 93% 3,3 0% 0% 100% 3,1 
2 SDM is easy to apply in practice. 20% 7% 73% 2,8 23% 8% 69% 2,8 
3 The theory of SDM is scientifically justified. 13% 7% 80% 2,7 23% 15% 62% 2,7 
4 The approach corresponds to my opinion about what constitutes good health care. 0% 0% 100% 3,4 0% 0% 100% 3,4 
5 The effects of SDM are clearly visible in practice. 13% 7% 80% 2,7 38% 8% 54% 2,8 
6 SDM is relevant to breast cancer care. 0% 0% 100% 3,5 0% 8% 92% 3,3 
7 SDM corresponds with the way I was used to workingd. 7% 7% 87% 3,1 31% 8% 62% 2,8  

User (clinician & patient)         

(continued on next page) 
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Table A2 (continued)             

Phase 1 (N = 15) Phase 2 (N = 13)  

Statement Disagreea Neutral Agree Averageb Disagree Neutral Agree Average  

8 I possess enough knowledge about the theory of SDM to be able to properly 
implement itd. 

7% 7% 87% 3,0 15% 23% 62% 3,1 

9 Implementation of SDM has advantages for med. 20% 7% 73% 2,7 15% 15% 69% 3,0 
10 Implementation of SDM has disadvantages for med. 53% 0% 47% 2,4 46% 15% 38% 2,6 
11 Patients generally cooperate in SDMd. 7% 7% 87% 2,7 0% 15% 85% 3,1 
12 Patients appreciate SDMd. 0% 0% 100% 3,1 8% 15% 77% 2,9 
13 I receive sufficient support from colleaguesd. 7% 7% 87% 3,0 15% 23% 62% 2,9 
14 I receive sufficient support from my direct supervisord. 27% 0% 73% 3,0 8% 31% 62% 2,9 
15 My colleagues apply SDM in their way of workingd. 13% 7% 80% 2,9 38% 23% 38% 2,4 
16 I apply SDM in my way of working. 13% 7% 80% 2,8 31% 23% 46% 2,6 
17 I can completely implement all 4 steps of SDM during my consultations. 13% 0% 87% 3,0 54% 23% 23% 2,3 
18 SDM is suitable for my role as a doctor/nurse (practitioner). 0% 27% 73% 2,8 0% 15% 85% 3,3  

Organizational & sociopolitical context         
19 Sufficient financial means are available to implement SDM. 33% 27% 40% 1,9 23% 23% 54% 2,8 
20 There is enough time available. 20% 13% 67% 2,5 62% 23% 15% 2,2 
21 There are enough means and facilities availabled. 33% 13% 53% 2,3 54% 23% 23% 2,3 
22 One or more people are designated to coordinate the implementation of SDM. 13% 7% 80% 2,9 38% 8% 54% 2,7 
23 Other projects and changes are being implemented in the hospital at the same 

timed. 
7% 7% 87% 3,1 15% 15% 69% 2,9 

24 There is enough feedback for participants about the progress of the project. 27% 13% 60% 2,7 31% 0% 69% 2,7 
25 Rules and laws inhibit the implementation of SDMd. 67% 7% 27% 2,1 38% 31% 31% 2,3  

Support of research team         
26 Enough materials are provided by the research team. 0% 7% 93% 3,0 0% 0% 100% 3,4 
27 Enough support is provided by the research team. 7% 20% 73% 2,7 0% 15% 85% 3,4 
28 The meetings are helpful for the implementation of SDM. 0% 7% 93% 2,9 8% 23% 69% 3,0 
29 Easy access to information is provided by the research team. 7% 20% 73% 2,7 23% 23% 54% 2,7 
30 Enough feedback has been received from the research team. 20% 7% 73% 2,8 15% 8% 77% 2,8 
31 The collaboration with the research team is good. 0% 13% 87% 2,8 8% 0% 92% 2,9 
32 The collaboration between participating hospitals is good. 13% 27% 60% 2,2 31% 31% 38% 2,7 

Open questions about TO & SDM and the support you experienced from the project team: 
1. According to you, what are the three most important success factors for applying TO & SDM in daily practice? And what are the three most hindering factors for applying SDM? 
2. What differences did you experience in applying timeout and applying SDM? “Is applying the one easier or more difficult than the other”? 
3. What aspect of support from the research team was most valuable for you? (e.g. the training, meetings, visits, materials, learning environment, interactions between parti-
cipating teams). What suggestions do you have to improve the support provided by the research team?  

a Agree is the sum of the answer categories strongly agree & agree, and disagree is the sum of strongly disagree and disagree.  
b The average is calculated from 5 answer categories, range 0–5.  
c SDM = shared decision making.  
d Does not add up to 100% because of rounding.  

Table A3 
Interview guide shared decision making (SDM).   

We would like to evaluate the TO and SDM project in this interview, in order to gather your personal experiences with the project and develop an overview of the barriers to 
and facilitators of implementation. The information from the interviews will be used to improve the implementation program. This interview will take a maximum of 45 min. 
All responses collected will be anonymous and treated confidentially  
A. Innovation  

1. What do you think about the description of the four steps of SDM and the distribution of these steps over 3 visits to account for timeout? Is it clear? Complete? Feasible?  
2. How does the application of SDM compare to your way of working before? In what way was it or was not it the same?  
3. Do you believe that SDM is an effective intervention? Why? What did you expect? What was the effect you experienced?  
4. Is SDM applicable to patients with breast cancer? Why?  

A. User  
5. What is the greatest advantage in applying SDM for you personally? And what is the greatest disadvantage?  

6. Do you feel TO & SDM are relevant to your occupation? Does applying SDM affect your feelings of autonomy, responsibility? Are there conflicts between SDM and your own 
beliefs?  

7. What influence did applying SDM have on the relationship with your patients? How do you feel about making joint decisions with your patient? How do you feel about 
sharing (more) responsibility with patients in making a choice?  

8. What effect did the application of SDM have on your relationship with colleagues (in general, in meetings?)  
9. What knowledge and skills do clinicians need to apply SDM successfully? In what way do you demonstrate this knowledge and these skills?  

A. Organizational context  
10. Barriers  

a. What barriers were you confronted with in the implementation of SDM (i.e. in relation to working together, planning, breaking with own patterns)?  
b. How did you or your team react to these barriers?  
c. What is your reflection afterwards on acting in this way?  

11. Since the beginning of the project, what has changed in your care process? (i.e., more consultations? more time in between consultations? dosing of information, use of 
decision tools?)  

12. Do you think there is enough information, time and resources available for you and your team to implement SDM?  
13. Did it take more or less time than expected to implement SDM?  
14. How often did your team give feedback to the hospital about applying SDM?  

A. Socio-political context  
15. Are there any laws or regulations that hindered you in the application of SDM? Which ones?  

16. Did national indicators or any guidelines obstruct the implementation of SDM? 

(continued on next page) 
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Table A4 
Study participants.       

Phase 1 
(breast cancer 
surgery) 

Phase 2 (breast 
cancer systemic 
therapy) 

Total (%)  

Number of questionnaires  33  34  67 
Number of returned 

questionnaires  
15  13  28 (42) 

Nurse  7  0  7 (25) 
Nurse specialist  5  5  10 (36) 
Surgeon  3  0  3 (11) 
Oncologist  0  6  6 (21) 

Other (project support)  0  2  2 (7) 
Response rate (%)  45  38  42 
Number of interviews  11  10  21 

Nurse  3  0  3 (14) 
Nurse specialist  3  4  7 (33) 
Surgeon  5  0  5 (24) 
Oncologist  0  6  6 (29) 

Table A3 (continued)   

A. Project team  
17. Support of the project team  
a. What were the positive elements of the support provided by the project team (training, meetings, web portal etc.)? And why?  

b. What should be improved? Why?  
c. What kind of support did you miss?  
18. What do you think about the timeframe of the project? Would you do this differently?  

19. You have completed all of our questions, do you have anything else to add?    

Table A5 
Experiences with SDM in breast cancer care extracted from clinician interviews.     

Innovation (the concept of SDM and timeout) 

Determinant Facilitators (& phase): Barriers (& phase):  

1 Procedural clarity  • Frequent visualization of the 4 steps of SDM, explained in 
many ways, to understand what it entails in daily practice 
(examples, audio-fragments handy cards) (1,2)  

• Receiving concise information about SDM (Handouts) (1)  

• Exploitation of 4 steps of SDM for structuring consultations/ 
pathway (2)  

• Gaining insight into how SDM differs from what you already 
do (2)  

• Lack of understanding of the 4 steps of SDM by 
clinicians (1)  

• Low interest in nature of the subject or theory of SDM (1)  

• Lack of experienced added value of 4 steps of SDM (2)  

• Conflict between theory and own ideas about 
communication (2) 

2 Correctness  • There is confidence in the theory behind the concept, 
especially for breast cancer (1)  

• Evidence for effectiveness for SDM (1)  

• Doubt whether the theory applies to all patients (1)  

• Doubt whether the option of wait & see should be 
offered (1)  

• Doubt whether SDM leads to better care for palliative 
patients (2)  

• Doubt regarding evidence about the effectiveness of SDM 
and/or 4-step model (2) 

3 Completeness  • Having an implementation program covering all information 
needed (1)  

• Theory fits with other actions to make care more patient- 
oriented (1)  

• Implementation program covers whole process and clinical 
team (2)  

4 Complexity  • Providing examples of sentences, words and questions (for 
value clarification) that can be used (1)  

• Clinicians’ Perceived risk of information overload for the 
patient (2)  

• Learning how to time the steps of SDM during 
consultations (2)  

• Experienced difficulty in translating SDM theory to daily 
practice (1, 2)  

• High number of available options (in specific 
situations) (1)  

• Disconcordance between the available number of 
consultations and the wish to divide steps over several 
consultations (1)  

• Conflict between applying the 4-step SDM model and 
customizing a consultation to an individual's situation (2)  

• Applying wait & see option in the consultations (2) 
5 Compatibility  • Gaining understanding about how SDM is made explicit 

during your consultation (1)  

• Comparing your way of working with the way the theory of 
SDM ask you to work (2)  

• Taking time to reflect on what behavior is already supporting 
for SDM and how this can be better utilized (2)  

• Team differences in the way of working and 
communicating (1)  

• Wanting to hold on to the 'old'/usual way of working and 
communicating (2)  

• Perceiving SDM as not applicable in all settings/ 
situations (2) 

(continued on next page) 
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Table A5 (continued)    

Innovation (the concept of SDM and timeout) 

Determinant Facilitators (& phase): Barriers (& phase):  

6 Observability  • Perceiving positive effects for themselves: think out loud 
together with the patient, asking in-depth questions, have a 
better eye for the patient’s unique situation, planning an 
extra consult for the decision, better interaction with 
patients, ability to present options in a neutral way (1)  

• Perceiving positive effects for patients: more autonomy, 
asking more questions, increased awareness about options, 
more participation of patients and less anxiety (1)  

• Additional positive effect perceived for the organization: 
Creating spinoff in the team or organization regarding SDM 
or patient-centered care (2)  

• Perceiving that SDM delivers no harsh/measurable 
effects but only (lower appreciated) effects on the 
experience of clinicians (1)  

• Perceiving that patient's feedback to clinicians does not 
change as a result of SDM (1)  

• Experiencing no concrete improvements of applying 
SDM (2)  

• Having other expectations from participation in the 
program (2) 

7 Relevance for client  • Breast cancer involves several comparable treatment 
options (1)  

• Breast cancer patients are relatively information seeking (1)  

• Breast cancer is a relevant group for applying SDM (2)  

• Perceiving that SDM helps to better align treatment with an 
individual situation (2)  

• SDM is less relevant for early-stage breast cancer 
patients (1)  

• Perceiving that SDM is not relevant for patients having 
only 1 legitimate option (1)  

• Having inadequate differentiation in patient groups/ 
types (2)  

• Doubt whether all patients can/want to participate in 
SDM (2) 

Users of the innovation (clinicians and patients) 
Determinant Facilitators (& phase): Barriers (& phase): 
8 Personal benefits/ drawbacks  • Becoming enthusiastic about the theory of SDM (1)  

• Perceiving positive effects in consultations: better 
structured, calmer, better fit with the person, more time to 
decide (1)  

• TO helps to have all relevant diagnostic information 
available (1)  

• SDM makes it easier to discuss options for inclusion in 
studies (1)  

• Learning from colleagues, team-learning and better 
teamwork (2)  

• Perceiving more satisfaction from consultations (2)  

• Applying SDM fits with personal ambitions & individual 
learning (2)  

• Perceiving that patients are making more well-considered 
decisions (2)  

• Having to give more information as more options need 
to be discussed (1)  

• Perceiving that involving critical patients lead to longer 
consultations (1)  

• Perceiving decision conflict or anxiety by patients (1)  

• Implementing SDM & TO demands a personal 
investment (2)  

• Change requires effort, attention, practical exercise and 
time (2) 

9 Outcome expectations  • Patients become more aware about options, what is 
important to them and make well-considered decisions (1)  

• Patients have less regret and become more satisfied with 
their decision (1)  

• Patients will experience more control in the consultations 
and base decisions on facts and personal values (1)  

• Decision aids will support the process of reflection (1)  

• Patient involvement and autonomy will increase (2)  

• Patients will better understand the importance of taking 
time and use decision tools (2)  

• Improvement of the cost-effectiveness of breast cancer 
care (2)  

• Having no expectations about the effect of SDM (1)  

• Patients do not want SDM (1)  

• Underestimating the time needed for applying SDM (1)  

• Other factors than SDM & TO are more important for the 
result (2)  

• SDM & TO will lead to process delay (2)  

• Having problems creating overview in the information 
needed for decision making (2) 

10 Professional obligation  • Viewing SDM as key to your clinical role (1)  

• Feeling the responsibility to apply SDM in consultations with 
patients (1)  

• Feeling it as an obligation to provide more than 1 option to 
patients, especially in case of equipoise (1)  

• Finding it a challenge to apply SDM tailored to each 
individual (2)  

• Perceiving that applying SDM is part of how the clinical role 
is changing (2)  

• Feeling that it is a good thing to share the responsibility for 
the decision (2)  

• Failing to see that discussing the wait & see option is part 
of their role (1)  

• Not being positive about the concept of SDM & TO (2)  

• Feeling that there are many tasks for a surgeon, so also 
applying SDM is difficult (1) 

11 Client/patient satisfaction  • SDM and offering flexibility in surgical options makes 
patients more satisfied (1)  

• Audiotaping of consultations makes patients more 
satisfied (1)  

• More reflection on and more time for the decision makes 
patients more satisfied (1)  

• Patients are sure about their decision (2)  

• Patients experience equality in consultations (2)  

• Higher added value as SDM makes a decision process more 
individualized (2)  

• Not giving advice to patients makes them less 
satisfied (1) 

(continued on next page) 
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Table A5 (continued)    

Innovation (the concept of SDM and timeout) 

Determinant Facilitators (& phase): Barriers (& phase):  

12 Client/patient cooperation  • The majority of patients is suitable for SDM (1)  

• Breast cancer patients are assertive and want to be involved, 
high educated patients even more (1)  

• Patients want to better understand the impact of 
decisions (2)  

• Changes made in professional skills and in the approach to 
patients, in encouraging and preparing them to participate in 
SDM (2)  

• Applying SDM is difficult in patients with low health 
literacy, lack of disease insight, from a different cultural 
background and emotional, anxious, passive (1)  

• Some patients have unrealistic expectations (1)  

• Too much (online) information causes uncertainty by 
patients (2)  

• Some patients do not take part in the process of SDM (have 
already chosen or want the doctor to choose) (2) 

13 Social support  • Support for and enthusiasm for SDM in the team (1)  

• Changing the multidisciplinary team meetings' advice from 
one to more options (1)  

• A positive team climate that stimulates improvement and 
professional reflection (1)  

• Learning from colleagues, as a team, makes implementation 
successful (2)  

• Viewing the project as added value by the entire clinical 
team (2)  

• The project encourages the participation of the whole team 
and even other departments (2)  

• A colleague that does not participate in the project (1)  

• Lack of team meetings to work on and discuss the project 
activities (1)  

• Lack of team support or room for internal professional 
reflection (2) 

14 Descriptive norm  • Team that collaborates to apply SDM (1)  

• Other teams that working on the implementation of SDM (1)  

• Integrating SDM in patient records, handovers, etc. (2)  

• The fact that scaling up SDM outside the own team (in the 
organization or on a national level) is possible (2)  

• Having team members that do not apply SDM (1)  

• Experiencing different levels of adoption of SDM in the 
team (2) 

15 Subjective norm  • Government, patient organizations and professional bodies 
support SDM (1)  

• SDM fits with general changes of the society (1)  

• SDM will become part of standard curricula medical 
students (2)  

• Guidelines of professional bodies sometimes conflict 
with SDM & TO (1)  

• National standard that surgery is to be carried out within 5 
weeks hinders the implementation of SDM (1)  

• Protocoled care hinders the implementation of SDM & 
TO (2)  

• Differences in interests of different stakeholders hinder 
the implementation of SDM (2) 

16 Self-efficacy  • Experience is in communication makes applying SDM 
easier (1)  

• If more consultations are already built-in in the pathway, 
applying SDM is easier (1)  

• Trust in your skills and using visual support makes applying 
SDM easier (2)  

• Motivation to improve your performance stimulates 
applying SDM (2)  

• If clinicians are not capable of letting go of the own 
opinion, applying SDM is hard (1)  

• Communication in breast cancer is already challenging, so 
applying SDM is extra hard (1)  

• Lack of trust in your skills makes applying SDM difficult(2)  

• If you do not know your patient well, applying SDM is 
difficult (2) 

17 Knowledge & skills  • Knowledge that facilitates SDM: medical knowledge about 
breast cancer, treatment options with pros and cons, side- 
effects, risks, communication and SDM knowledge (1); 
knowing the 4 steps of SDM and awareness of your 
attitudes/opinions (2)  

• Skills that facilitate SDM: Listening, general communication 
skills, in-depth questioning, empathy, patience, explaining 
on different levels of understanding, reflexive behavior 
during consultations, involving patients who ask for advice, 
sensitivity for non-verbal signals, teach-back, solution-based 
thinking (1); tailoring to the individual, using practical 
examples, action-oriented behavior (trying new things), 
being visionary (2)  

• Practicing SDM skills with an actor (2)  

• Confusing another opinion or feeling of a patient with 
the ability to understand the information (1)  

• Inability to recognize implicit normativity and differences 
in how patients process information and cope with 
thoughts and feelings (1)  

• Not being capable of coping with patients who process 
information slow (2)  

• Not letting go of old habits makes adoption of new 
behavior difficult (2) 

18 Awareness of content of 
innovation  

• Integrating the new theory about SDM in knowledge that is 
already available in the team (1)  

• Providing information about SDM throughout the project 
repeatedly (2)  

• Lack of time or priority for discussion of theory and 
information with the team (1)  

• Unclear communication about involvement of team in 
project hindered team commitment to project (2) 

Organizational context 
Determinant Facilitators (& phase): Barriers (& phase): 
19 Formal ratification by 

management  
• Support from hospital management (1)  

• General promotion of SDM in hospital or nationally (2)  
• Lack of cooperation and support from hospital 

management (2) 
20 Replacement when staff leave  • Participation of a manager in the team (1)  

• New team members that express enthusiasm about SDM (1)  
• No replacement of manager in the team after move 

out (1) 
21 Staff capacity  • Hiring more nurse specialists (1)  

• Availability of surgeons and nurse specialists to offer the 
same clinician for each visit (1)  

• Splitting tasks to handle new activities (2)  

• No replacement of colleagues that have left (1)  

• Crowded outpatient visits caused by low staff capacity (1)  

• High workload caused by low staff capacity hinders 
implementation (2) 

(continued on next page) 
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Table A5 (continued)    

Innovation (the concept of SDM and timeout) 

Determinant Facilitators (& phase): Barriers (& phase):  

22 Financial resources  • Applying SDM can be done with the same staff capacity (1)  

• Implementation via a project generates adequate resources 
for implementation (2)  

• Extra consultations for TO and using decision tools may 
cost more (1) 

23 Time available including redesign 
of care pathway and task 
reassignment  

• Delegation of tasks to nurses (specialists) (1)  

• Not offering one same clinician for each visit makes planning 
easier (1)  

• Schedule an operation subject to change prevents delay (1)  

• Advanced planning to make the outpatient visits more 
flexible (1)  

• Regular team meetings for implementing SDM (1)  

• SDM takes more time, especially for complex 
patients (1)  

• More or longer consultations do not fit with current 
logistical process in clinic (1)  

• Deciding later on (through timeout) influences planning of 
surgery (1)   

• Extra time to schedule patient appointments (1)  

• Being realistic about medical urgency simplifies 
scheduling (1)  

• Utilize expertise to help in process redesign (1)  

• Allocation of adequate time for implementation (2)  

• Developing a smooth logistical planning process is an 
important requirement (2)  

• Saving time in the procedure is possible (2)  

• Awareness about the impact of everyone’s role in the 
communication with patients (2)  

• Getting the team together for discussing plans is 
tough (1)  

• Underestimating the complexity of applying the theory in 
practice and logistical planning process (1)  

• Workload in general makes it hard to make time for 
implementation(2)  

• Implementing SDM demands change in logistical planning 
process (2) 

24 Material resources and facilities  • Organizing training session on location of the team (1)  

• Availability of supporting tools (handy cards, Ask-the- three- 
questions, educational materials) (1, 2)  

• Making tools available for patients to stimulate them to be 
involved SDM (2)  

• (long) Training session does not fit in busy schedule (1)  

• Lack of tools for patients to stimulate them to be involved 
SDM (1, 2)  

• Malfunctioning of audio-recorders was demotivating (2) 

25 Coordinator  • Availability of coordinator who is allowed to schedule team 
meetings (1)  

• Use of an experienced clinician to support the 
implementation of SDM (1)  

• Availability of a team leader for the clinical team (1)  

• Having somebody available to include patients (audio- 
recordings) (2)  

• Not having a team start at the beginning of a working 
day (hinders audio-recording) (1)  

• Lack of time for the coordinator of the team (1)  

• Lack of help for inclusion of patients (audio-recordings) (2)  

• Having no coordinator for the implementation (2) 

26 Unsettled organization  • Flexibility to react adequately on turbulence in the 
organization (2)  

• Lack of attention for the project caused by many other 
projects and studies that are carried out (1)  

• A merger of hospitals distracts attention for the project (1)  

• Too many tasks in little time hinder the implementation of 
SDM (2) 

27 Information accessible about use 
of the innovation  

• Availability of expert in change management and 
implementation (1)  

• Providing training that supports the application of 
knowledge & theory (1)  

• Exchanging information about the implementation with 
other teams (1)  

• (Follow-up) sessions providing examples of how to 
implement SDM (2)  

• Having meetings and providing information and decision 
tools (2)  

• Lack of clarity about how expertise of patient advocates 
can be utilized (1)  

• Lack of concrete examples of how to apply SDM in daily 
practice (1)  

• Lack of detailed planning of the implementation 
project (1)  

• Some interventions being too experimental, lack of proven 
interventions (2)  

• Suboptimal exchange of information in collaborative team 
meetings (2) 

28 Performance feedback  • Offering adequate personal feedback to clinicians (1, 2)  

• Connecting feedback on consultations with the 4 steps of 
SDM/theory (1)  

• Reflection on the feedback on consultation with the team (1)  

• Timing of feedback with the next steps to make in 
implementation (2)  

• Feedback that also offers insight into organizational 
improvements (2)  

• Bad (late) timing of giving feedback on consultations (1)  

• Offering feedback in an unsafe setting, i.e. not giving 
anonymous feedback when wanted (1)  

• No feedback session organized in the hospital (2) 

Socio-political context 
Determinant Facilitators (& phase): Barriers (& phase): 
29 Legislation and regulations  • The ability to align the application of SDM with externally 

imposed rules and norms (1)  

• User-friendly process for administrating deviate choices of 
patients (1)  

• Hope that working on implementing SDM will have a 
positive impact on the policy of health care insurers (2)  

• SDM being important themes in society (2)  

• Felt time pressure caused by imposed external 
guidelines of patient - and professional bodies (1)  

• Negative results in hospital performance scoring 
systems (1)  

• Too many demands by hospital management, health care 
insurers, etc. and too little time for adequate 
implementation (2) 

SDM = shared decision making; TO = timeout.  

H. van Veenendaal, H.R. Voogdt-Pruis, D.T. Ubbink et al. Patient Education and Counseling xxx (xxxx) xxx–xxx 

12 



References 

[1] Barry MJ, Edgman-Levitan S. Shared decision making–pinnacle of patient-centered 
care. New Engl J Med 2012;366:780–1. https://doi.org/10.1056/NEJMp1109283 

[2] Härter M, Moumjid N, Cornuz J, Elwyn G, van der Weijden T. Shared decision 
making in 2017: international accomplishments in policy, research and im-
plementation. Z Evid Fortbild Qual Gesund 2017;123–124:1–5. https://doi.org/ 
10.1016/j.zefq.2017.05.024 

[3] Hahlweg P, Härter M, Nestoriuc Y, Scholl I. How are decisions made in cancer 
care? A qualitative study using participant observation of current practice. BMJ 
Open 2017;7:016360https://doi.org/10.1136/bmjopen-2017-016360 

[4] Elwyn G, Scholl I, Tietbohl C, Mann M, Edwards AG, Clay C, et al. “Many miles to 
go …”: a systematic review of the implementation of patient decision support 
interventions into routine clinical practice. BMC Med Inform Decis Mak 2013;13 
Suppl 2:14. https://doi.org/10.1186/1472-6947-13-S2-S14 

[5] Stiggelbout AM, Pieterse AH, De Haes JCJM. Shared decision making: concepts, 
evidence, and practice. Patient Educ Couns 2015;98:1172–9. https://doi.org/10. 
1016/j.pec.2015.06.022 

[6] Politi MC, Clark MA, Ombao H, Dizon D, Elwyn G. Communicating uncertainty 
can lead to less decision satisfaction: a necessary cost of involving patients in 
shared decision making? Heal Expect 2011;14:84–91. https://doi.org/10.1111/j. 
1369-7625.2010.00626.x 

[7] Kane HL, Halpern MT, Squiers LB, Treiman KA, McCormack LA. Implementing and 
evaluating shared decision making in oncology practice. CA Cancer J Clin 
2014;64:377–88. https://doi.org/10.3322/caac.21245 

[8] Kunneman M, Engelhardt EG, (Laura) ten Hove FL, Marijnen CAM, Portielje JEA, 
Smets EMA, et al. Deciding about (neo-)adjuvant rectal and breast cancer 
treatment: missed opportunities for shared decision making. Acta Oncol 
2016;55:134–9. https://doi.org/10.3109/0284186X.2015.1068447 

[9] Zafar SY, Alexander SC, Weinfurt KP, Schulman KA, Abernethy AP. Decision 
making and quality of life in the treatment of cancer: a review. Support Care 
Cancer 2009;17:117–27. https://doi.org/10.1007/s00520-008-0505-2 

[10] Hofstede SN, Marang-van de Mheen PJ, Wentink MM, Stiggelbout AM, Vleggeert- 
Lankamp CLA, Vlieland TPM Vliet, et al. Barriers and facilitators to implement 
shared decision making in multidisciplinary sciatica care: a qualitative study. 
Implement. Sci. 2013;8:95. https://doi.org/10.1186/1748-5908-8-95 

[11] Légaré F, Stacey D, Gagnon S, Dunn S, Pluye P, Frosch D, et al. Validating a 
conceptual model for an inter-professional approach to shared decision making: 
a mixed methods study. J Eval Clin Pract 2011;17:554–64. https://doi.org/10. 
1111/j.1365-2753.2010.01515.x 

[12] Butow P, Juraskova I, Chang S, Lopez AL, Brown R, Bernhard J. Shared decision 
making coding systems: how do they compare in the oncology context? Patient 
Educ Couns 2010;78:261–8. https://doi.org/10.1016/j.pec.2009.06.009 

[13] Ménard C, Merckaert I, Razavi D, Libert Y. Decision-making in oncology: a se-
lected literature review and some recommendations for the future. Curr Opin 
Oncol 2012;24:381–90. https://doi.org/10.1097/CCO.0b013e328354b2f6 

[14] Chewning B, Bylund CL, Shah B, Arora NK, Gueguen JA, Makoul G. Patient pre-
ferences for shared decisions: a systematic review. Patient Educ Couns 
2012;86:9–18. https://doi.org/10.1016/j.pec.2011.02.004 

[15] Brown R, Butow P, Wilson-Genderson M, Bernhard J, Ribi K, Juraskova I. Meeting 
breast cancer patients’ decision-making preferences in oncology consultations: 
impact on decision specific outcomes. Psychooncology 2011;20:61–2http:// 
www.embase.com/search/results?subaction=viewrecord&from=export&id= 
L70552909. 

[16] Lacovara JE, Arzouman J, Kim CJ, Degan JA, Horner M. Are patients with breast 
cancer satisfied with their decision making? a comparison over time. Clin J Oncol 
Nurs 2011;15:320–3. https://doi.org/10.1188/11.CJON.320-323 

[17] Driever EM, Stiggelbout AM, Brand PLP. Shared decision making: physicians’ 
preferred role, usual role and their perception of its key components. Patient 
Educ Couns. 2020;103:77–82. https://doi.org/10.1016/j.pec.2019.08.004 

[18] Pollard S, Bansback N, Bryan S. Physician attitudes toward shared decision 
making: a systematic review. Patient Educ Couns 2015;98:1046–57. https://doi. 
org/10.1016/j.pec.2015.05.004 

[19] Härter M, Dirmaier J, Scholl I, Donner-Banzhoff N, Dierks M-L, Eich W, et al. The 
long way of implementing patient-centered care and shared decision making in 
Germany. Z Evid Fortbild Qual Gesund 2017;123–124:46–51. https://doi.org/10. 
1016/j.zefq.2017.05.006 

[20] Härter M, Moumjid N, Cornuz J, Elwyn G, van der Weijden T. Shared decision 
making in 2017: international accomplishments in policy, research and im-
plementation. Z Evid Fortbild Qual Gesund 2017;123–124:1–5. https://doi.org/ 
10.1016/j.zefq.2017.05.024 

[21] van Veenendaal H, van der Weijden T, Ubbink DT, Stiggelbout AM, van Mierlo LA, 
Hilders CGJM. Accelerating implementation of shared decision-making in the 
Netherlands: an exploratory investigation. Patient Educ Couns 
2018;101:2097–104. https://doi.org/10.1016/j.pec.2018.06.021 

[22] Joseph-Williams N, Lloyd A, Edwards A, Stobbart L, Tomson D, Macphail S, et al. 
Implementing shared decision making in the NHS: lessons from the MAGIC 
programme. BMJ 2017;357:1744. https://doi.org/10.1136/bmj.j1744 

[23] Maskrey N. Shared decision making: why the slow progress? An essay by Neal 
Maskrey. BMJ 2019;367:6762. https://doi.org/10.1136/bmj.l6762 

[24] Berger Z. Navigating the unknown: shared decision-making in the face of un-
certainty. J Gen Intern Med 2015;30:675–8. https://doi.org/10.1007/s11606-014- 
3074-8 

[25] Légaré F, Ratté S, Gravel K, Graham ID. Barriers and facilitators to implementing 
shared decision-making in clinical practice: update of a systematic review of 
health professionals’ perceptions. Patient Educ Couns 2008;73:526–35. https:// 
doi.org/10.1016/j.pec.2008.07.018 

[26] Légaré F, Witteman HO. Shared decision making: examining key elements and 
barriers to adoption into routine clinical practice. Health Aff 2013;32:276–84. 
https://doi.org/10.1377/hlthaff.2012.1078 

[27] Mackenzie C. The importance of relational autonomy and capabilities for an 
ethics of vulnerability. Vulnerability 2013:33–59. https://doi.org/10.1093/ 
acprof:oso/9780199316649.003.0002 

[28] Van Der Weijden T, Van Veenendaal H, Drenthen T, Versluijs M, Stalmeier P, Van 
Loon MK, et al. Shared decision making in the Netherlands, is the time ripe for 
nationwide, structural implementation? Z Evid Fortbild Qual Gesund 
2011;105:283–8. https://doi.org/10.1016/j.zefq.2011.04.005 

[29] Stacey D, Légaré F, Lewis K, Barry MJ, Bennett CL, Eden KB, et al. Decision aids for 
people facing health treatment or screening decisions. Cochrane Database Syst 
Rev 2017;4:001431https://doi.org/10.1002/14651858.CD001431.pub5 

[30] Légaré F, Stacey D, Turcotte S, Cossi MJ, Kryworuchko J, Graham ID, et al. 
Interventions for improving the adoption of shared decision making by 
healthcare professionals. Cochrane Database Syst Rev 2014;2014:006732https:// 
doi.org/10.1002/14651858.CD006732.pub3 

[31] Diouf NT, Menear M, Robitaille H, Painchaud Guérard G, Légaré F. Training health 
professionals in shared decision making: update of an international environ-
mental scan. Patient Educ Couns 2016;99:1753–8. https://doi.org/10.1016/j.pec. 
2016.06.008 

[32] Zdenkowski N, Butow P, Tesson S, Boyle F. A systematic review of decision aids 
for patients making a decision about treatment for early breast cancer. Breast 
2016;26:31–45. https://doi.org/10.1016/j.breast.2015.12.007 

[33] Légaré F, Adekpedjou R, Stacey D, Turcotte S, Kryworuchko J, Graham ID, et al. 
Interventions for increasing the use of shared decision making by healthcare 
professionals. Cochrane Database Syst Rev 2018;7:006732https://doi.org/10. 
1002/14651858.CD006732.pub4 

[34] Voogdt-Pruis HR, Ras T, Van Der Dussen L, Benjaminsen S, Goossens PH, Raats I, 
et al. Improvement of shared decision making in integrated stroke care: A before 
and after evaluation using a questionnaire survey. BMC Health Serv Res 
2019;19:936. https://doi.org/10.1186/s12913-019-4761-2 

[35] Geiger F, Liethmann K, Reitz D, Galalae R, Kasper J. Efficacy of the doktormitSDM 
training module in supporting shared decision making − Results from a multi-
center double-blind randomized controlled trial. Patient Educ Couns 
2017;100:2331–8. https://doi.org/10.1016/j.pec.2017.06.022 

[36] Joosten EAG, DeFuentes-Merillas L, De Weert GH, Sensky T, Van Der Staak CPF, 
Jong CAJ De. Systematic review of the effects of shared decision-making on 
patient satisfaction, treatment adherence and health status. Psychother 
Psychosom 2008;77:219–26. https://doi.org/10.1159/000126073 

[37] Squires JE, Sullivan K, Eccles MP, Worswick J, Grimshaw JM. Are multifaceted 
interventions more effective than single-component interventions in changing 
health-care professionals’ behaviours? An overview of systematic reviews. 
Implement Sci 2014;9:152. https://doi.org/10.1186/s13012-014-0152-6 

[38] Scholl I, Hahlweg P, Lindig A, Bokemeyer C, Coym A, Hanken H, et al. Evaluation 
of a program for routine implementation of shared decision-making in cancer 
care: study protocol of a stepped wedge cluster randomized trial. Implement Sci 
2018;13:51. https://doi.org/10.1186/s13012-018-0740-y 

[39] Légaré F, Brière N, Stacey D, Lacroix G, Desroches S, Dumont S, et al. 
Implementing shared decision-making in interprofessional home care teams 
(the IPSDM-SW study): protocol for a stepped wedge cluster randomised trial. 
BMJ Open 2016;6:014023https://doi.org/10.1136/bmjopen-2016-014023 

[40] van Veenendaal H, Voogdt-Pruis H, Ubbink D, Hilders C. Effect of a multilevel 
implementation programme on shared decision-making in breast cancer care. 
BJS Open 2020;5:1–6. 

[41] Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative re-
search (COREQ): A 32-item checklist for interviews and focus groups. Int J Qual 
Health Care 2007;19:349–57. https://doi.org/10.1093/intqhc/mzm042 

[42] Van Harten WH, Goedbloed N, Boekhout AH, Heintzbergen S. Implementing 
large scale fast track diagnostics in a comprehensive cancer center, pre- and 
post-measurement data. BMC Health Serv Res 2018;18:85. https://doi.org/10. 
1186/s12913-018-2868-5 

[43] Fleuren M, Wiefferink K, Paulussen T. Determinants of innovation within health 
care organizations. Literature review and Delphi study. Int J Qual Heal Care 
2004;16:107–23. https://doi.org/10.1093/intqhc/mzh030 

[44] Fleuren MAH, Paulussen TGWM, Dommelen P Van, Buuren S Van. Towards a 
measurement instrument for deteminants of innovations. Int J Qual Heal Care 
2014;26:501–10. https://doi.org/10.1093/intqhc/mzu060 

[45] Joseph-Williams N, Elwyn G, Edwards A. Knowledge is not power for patients: a 
systematic review and thematic synthesis of patient-reported barriers and fa-
cilitators to shared decision making. Patient Edu Coun. 2014;94:291–309. 
https://doi.org/10.1016/j.pec.2013.10.031 

[46] Légaré F, Turcotte S, Stacey D, Ratté S, Kryworuchko J, Graham ID. Patients’ 
perceptions of sharing in decisions: a systematic review of interventions to 
enhance shared decision making in routine clinical practice. Patient 
2012;5:1–19. https://doi.org/10.2165/11592180-000000000-00000 

[47] Scholl I, LaRussa A, Hahlweg P, Kobrin S, Elwyn G. Organizational- and system- 
level characteristics that influence implementation of shared decision-making 
and strategies to address them - a scoping review. Implement Sci 2018;13:40. 
https://doi.org/10.1186/s13012-018-0731-z 

H. van Veenendaal, H.R. Voogdt-Pruis, D.T. Ubbink et al. Patient Education and Counseling xxx (xxxx) xxx–xxx 

13 

https://doi.org/10.1056/NEJMp1109283
https://doi.org/10.1016/j.zefq.2017.05.024
https://doi.org/10.1016/j.zefq.2017.05.024
https://doi.org/10.1136/bmjopen-2017-016360
https://doi.org/10.1186/1472-6947-13-S2-S14
https://doi.org/10.1016/j.pec.2015.06.022
https://doi.org/10.1016/j.pec.2015.06.022
https://doi.org/10.1111/j.1369-7625.2010.00626.x
https://doi.org/10.1111/j.1369-7625.2010.00626.x
https://doi.org/10.3322/caac.21245
https://doi.org/10.3109/0284186X.2015.1068447
https://doi.org/10.1007/s00520-008-0505-2
https://doi.org/10.1186/1748-5908-8-95
https://doi.org/10.1111/j.1365-2753.2010.01515.x
https://doi.org/10.1111/j.1365-2753.2010.01515.x
https://doi.org/10.1016/j.pec.2009.06.009
https://doi.org/10.1097/CCO.0b013e328354b2f6
https://doi.org/10.1016/j.pec.2011.02.004
http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L70552909
http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L70552909
http://www.embase.com/search/results?subaction=viewrecord&from=export&id=L70552909
https://doi.org/10.1188/11.CJON.320-323
https://doi.org/10.1016/j.pec.2019.08.004
https://doi.org/10.1016/j.pec.2015.05.004
https://doi.org/10.1016/j.pec.2015.05.004
https://doi.org/10.1016/j.zefq.2017.05.006
https://doi.org/10.1016/j.zefq.2017.05.006
https://doi.org/10.1016/j.zefq.2017.05.024
https://doi.org/10.1016/j.zefq.2017.05.024
https://doi.org/10.1016/j.pec.2018.06.021
https://doi.org/10.1136/bmj.j1744
https://doi.org/10.1136/bmj.l6762
https://doi.org/10.1007/s11606-014-3074-8
https://doi.org/10.1007/s11606-014-3074-8
https://doi.org/10.1016/j.pec.2008.07.018
https://doi.org/10.1016/j.pec.2008.07.018
https://doi.org/10.1377/hlthaff.2012.1078
https://doi.org/10.1093/acprof:oso/9780199316649.003.0002
https://doi.org/10.1093/acprof:oso/9780199316649.003.0002
https://doi.org/10.1016/j.zefq.2011.04.005
https://doi.org/10.1002/14651858.CD001431.pub5
https://doi.org/10.1002/14651858.CD006732.pub3
https://doi.org/10.1002/14651858.CD006732.pub3
https://doi.org/10.1016/j.pec.2016.06.008
https://doi.org/10.1016/j.pec.2016.06.008
https://doi.org/10.1016/j.breast.2015.12.007
https://doi.org/10.1002/14651858.CD006732.pub4
https://doi.org/10.1002/14651858.CD006732.pub4
https://doi.org/10.1186/s12913-019-4761-2
https://doi.org/10.1016/j.pec.2017.06.022
https://doi.org/10.1159/000126073
https://doi.org/10.1186/s13012-014-0152-6
https://doi.org/10.1186/s13012-018-0740-y
https://doi.org/10.1136/bmjopen-2016-014023
http://refhub.elsevier.com/S0738-3991(21)00334-7/sbref40
http://refhub.elsevier.com/S0738-3991(21)00334-7/sbref40
http://refhub.elsevier.com/S0738-3991(21)00334-7/sbref40
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1186/s12913-018-2868-5
https://doi.org/10.1186/s12913-018-2868-5
https://doi.org/10.1093/intqhc/mzh030
https://doi.org/10.1093/intqhc/mzu060
https://doi.org/10.1016/j.pec.2013.10.031
https://doi.org/10.2165/11592180-000000000-00000
https://doi.org/10.1186/s13012-018-0731-z


[48] Elwyn G, Hutchings H, Edwards A, Rapport F, Wensing M, Cheung WY, et al. The 
OPTION scale: measuring the extent that clinicians involve patients in decision- 
making tasks. Heal Expect 2005;8:34–42. https://doi.org/10.1111/j.1369-7625. 
2004.00311.x 

[49] Shepherd HL, Barratt A, Trevena LJ, McGeechan K, Carey K, 
Epstein RM, et al. Three questions that patients can ask to improve 
the quality of information physicians give about treatment options: a 
cross-over trial. Patient Educ Couns 2011;84:379–85. https://doi.org/10.1016/j. 
pec.2011.07.022 

[50] Guest G, Namey E, Chen M. A simple method to assess and report thematic 
saturation in qualitative research. PLoS One 2020;15:0232076https://doi.org/10. 
1371/journal.pone.0232076 

[51] STZ, CBO, IQ Healthcare , Institute for Healthcare Improvement Boston, IMAGINE 
project. (Accessed 2 January 2017). https://www.stz.nl/download/ 
0327e14d8ac31607953d01740716ebac1478.pdf: 2014. 

[52] Green J, Thorogood N. Qualitative methodology and health research. Qualitative 
methods for health research. 2004. 

[53] Patton MQ. Qualitative evaluation and research methods. SAGE Publications; 
2002. https://doi.org/10.1002/nur.4770140111 

[54] Van den Eertwegh V, Van Dalen J, Van Dulmen S, Van der Vleuten C, Scherpbier 
A. Residents’ perceived barriers to communication skills learning: comparing 
two medical working contexts in postgraduate training. Patient Educ Couns 
2014. https://doi.org/10.1016/j.pec.2014.01.002 

[55] Gifford KA, Fall LH. Doctor coach: a deliberate practice approach to teaching and 
learning clinical skills. Acad Med 2014. https://doi.org/10.1097/ACM. 
0000000000000097 

[56] Ericsson KA. Deliberate practice and acquisition of expert performance: a general 
overview. Acad Emerg Med 2008. https://doi.org/10.1111/j.1553-2712.2008.00227.x 

[57] Pieterse AH, Stiggelbout AM, Montori VM. Shared decision making and the im-
portance of time. JAMA J Am Med Assoc 2019:25–6. https://doi.org/10.1001/ 
jama.2019.3785 

[58] Elwyn G, Frosch DL, Kobrin S. Implementing shared decision-making: consider 
all the consequences. Implementation Science Springer; 2016. p. 114. https://doi. 
org/10.1186/s13012-016-0480-9  

H. van Veenendaal, H.R. Voogdt-Pruis, D.T. Ubbink et al. Patient Education and Counseling xxx (xxxx) xxx–xxx 

14 

https://doi.org/10.1111/j.1369-7625.2004.00311.x
https://doi.org/10.1111/j.1369-7625.2004.00311.x
https://doi.org/10.1016/j.pec.2011.07.022
https://doi.org/10.1016/j.pec.2011.07.022
https://doi.org/10.1371/journal.pone.0232076
https://doi.org/10.1371/journal.pone.0232076
https://www.stz.nl/download/0327e14d8ac31607953d01740716ebac1478.pdf
https://www.stz.nl/download/0327e14d8ac31607953d01740716ebac1478.pdf
http://refhub.elsevier.com/S0738-3991(21)00334-7/sbref51
http://refhub.elsevier.com/S0738-3991(21)00334-7/sbref51
https://doi.org/10.1002/nur.4770140111
https://doi.org/10.1016/j.pec.2014.01.002
https://doi.org/10.1097/ACM.0000000000000097
https://doi.org/10.1097/ACM.0000000000000097
https://doi.org/10.1111/j.1553-2712.2008.00227.x
https://doi.org/10.1001/jama.2019.3785
https://doi.org/10.1001/jama.2019.3785
https://doi.org/10.1186/s13012-016-0480-9
https://doi.org/10.1186/s13012-016-0480-9

	Evaluation of a multilevel implementation program for timeout and shared decision making in breast cancer care: a mixed meth...
	1. Introduction
	2. Methods
	2.1. Study design
	2.2. Study setting
	2.3. Implementation program
	2.3.1. Innovation (the implementation of SDM)
	2.3.2. Users of the innovation (clinicians and patients)
	2.3.3. Organizational context
	2.3.4. Socio-political context
	2.3.4.1. Patient involvement

	2.4. Participants
	2.5. Questionnaires and interviews
	2.6. Data analysis

	3. Results
	3.1. Participating hospitals
	3.2. Study population
	3.3. Evaluation of the SDM implementation program
	3.3.1. 1. Innovation
	3.3.2. 2. Users
	3.3.3. 3 and 4. Organizational and Socio-political context
	3.3.4. 5. Role of the research team

	3.4. Adaptations to the implementation program

	4. Discussion and conclusion
	4.1. Discussion
	4.1.1. Strengths and limitations

	4.2. Conclusions
	4.3. Practice implications

	Ethics approval and consent to participate
	Funding
	CRediT authorship contribution statement
	Data sharing
	Transparency
	Conflict of interests
	Acknowledgments
	Appendix A. 
	References




