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Abstract: (1) Shared decision making (SDM) has been advocated as a way of improving prudency in
healthcare and has been linked to self-efficacy and empowerment of service users. The evaluation
of its use in musculoskeletal (MSK) physiotherapy has been vague, but articles suggest that trust
and communication are integral. (2) ENTREQ guidelines informed this systematic review and
thematic synthesis. PRISMA recommendations steered a systematic literature search of AHMED,
CINAHL, MEDLNE, EMBASE and Cochrane databases from inception to September 2021. COREQ
was used for quality appraisal of articles alongside critical discussions. Analysis and synthesis
included five stages: outlining study characteristics, coding of data, development of descriptive
themes, development of analytical themes and integration and refinement. The review aim was to
explore people’s experiences of SDM in MSK physiotherapy and to inform our understanding of the
conditions needed for successful SDM. (3) Out of 1508 studies, 9 articles were included. Four main
themes (trust, communication, decision preferences and decision ability) demonstrated that the
majority of people want to participate in decision-making. As described in the capacity and capability
model, three core conditions were needed to facilitate someone’s’ ability to participate. (4) People
want to be involved in SDM in MSK physiotherapy. For successful SDM, physiotherapists should
look to develop mutual trust, utilise two-way communication and share power.

Keywords: shared decision-making; decision-making; patient involvement; patient experience;
musculoskeletal physiotherapy; communication

1. Introduction

Shared decision making (SDM) can be understood by fundamental values [1] rather
than an agreed definition [2]. Three principles have been identified: (a) a collaborative
relationship between healthcare professionals and those accessing healthcare, including
their caregivers [2], (b) a recognition that both parties influence the decision-making
process [2,3] and (c) the values and preferences of the person accessing healthcare should be
central to decision-making, underpinned by support to allow an informed understanding
of the available options [4,5].

SDM has long been advocated by policy makers [6,7] to facilitate prudent healthcare [8]
and reduce health inequalities [9]. SDM can positively impact people’s satisfaction of
healthcare [10,11] and may also be linked to deeper concepts such as self-efficacy, autonomy
and empowerment [2,12]. While research into SDM has grown exponentially in recent
years [12], the majority is focussed on primary care [1]. Further research is needed on its
use in other areas including physiotherapy [13], particularly in underserved specialities
such as musculoskeletal (MSK) physiotherapy.
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Research that has been published in this area often focusses on clinician viewpoints
or observer perceptions as opposed to the perspective of patients [13–15], despite the
suggestion that understanding public views is essential if SDM is to be fully embedded
in healthcare [16]. Initial research that has focussed on MSK physiotherapy patients has
shown that SDM may enhance trust, satisfaction and empowerment to participate in
decision-making [17,18], but these findings are vague and varied [18–20]. Other studies
use quantitative methods to investigate this phenomena [21], which may misrepresent
findings and therefore our understanding of this complex phenomena [21,22]. Analysing
the available data in a systematic review would provide clarity and an opportunity to
identify associations between themes and concepts into a model, beyond the understanding
of the original studies [23]. To the best of the authors’ knowledge, there are no current
reviews that have done this.

Given the above, the aim of this review is to systematically search and thematically syn-
thesise peoples’ experiences of SDM in MSK physiotherapy, to understand the conditions
needed for successful SDM.

2. Materials and Methods

A subtle realist paradigm informed the review’s approach [24]. This allowed for
subjective exploration and understanding of experiences, which could go on to have
implications for the wider population [25]. A thematic synthesis was undertaken [23],
which involved 3 phases:

1. A systematic search and data extraction;
2. An appraisal of qualitative literature;
3. A synthesis of qualitative data.

The review was written in line with the ENTREQ guidelines [26].

2.1. Literature Search

Following a scoping literature review [27], a comprehensive, pre-planned systematic
literature search was undertaken up to 8 September 2021 [28]. Electronic databases includ-
ing AHMED, CINAHL, MEDLNE, EMBASE and Cochrane were searched using key terms
pertinent to the phenomena and population in question. Search terms were translated from
the research question [29] and informed by the eligibility criteria. They were ‘shared deci-
sion making’, ‘person centred care’, ‘patient centred care’ and ‘physiotherapy’ or ‘physical
therapy’. Standard Boolean and proximity operators including ‘AND’, ‘OR’ and ‘NEAR’
were employed.

Targeted reference list checking of systematic reviews in related areas was com-
pleted [30,31], as well as reference list checking of included articles. Searches using Google
Scholar and FinditBham search engines, and Grey literature searches of relevant websites
including the Chartered Society of Physiotherapy, Choosing Wisely and the Health Founda-
tion were also completed. The key authors’ catalogues of publications were also explored.
Titles and abstracts were screened for relevance, then full text articles were scrutinised for
their eligibility (see Supplementary File S1).

Eligibility criteria was refined using the SPIDER acronym [32].

• S: individuals who have experienced MSK physiotherapy. Studies relating to other
specialities within physiotherapy were excluded.

• PI: studies must have included at least 1 paragraph of explicit reference to SDM.
Articles were accepted if this was contained within broader phenomena such as
person-centred care or satisfaction. Articles were accepted as referencing SDM when
the following could be identified, as discussed in the principles of SDM above: (a) a
relationship between physiotherapist and person accessing physiotherapy, (b) a col-
laborative approach to discussions about rehabilitation options and (c) a discussion of
the person’s preferences for rehabilitation.
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• D: a broad range of qualitative types were included, whilst quantitative research,
conference proceedings and pilot studies were excluded.

• E: exploration of people’s experiences of SDM in MSK physiotherapy. Studies must
report first-hand experiences of people, as opposed to perceptions of healthcare pro-
fessionals. If an article included both perspectives, clear distinction between clinicians’
and people’s views was required.

• R: all qualitative research types were included in the search. As SDM is a complex
intervention likely affected by multiple factors [12], the intention to fully understand
context is integral, and quantitative research limited to numerical data may mis-
represent findings [22]. Moreover, as the aim of this review is to understand the
patient’s perspective, retaining narratives presented through qualitative research is
fundamental, resulting in the exclusion of quantitative methodologies.

• Other: date of publication was not limited, as a scoping literature search demonstrated
no known systematic reviews published previously. Language was limited to English
as the primary language understood by the review team.

2.2. Study Selection and Data Extraction

Author JG searched for articles and applied the eligibility criteria during the title and
abstract screening. If the eligibility criteria were not clear, full texts were retrieved and
screened. The included articles were reviewed by JG, where data extraction was performed
and recorded in a standardised form (see Table S1).

2.3. Critical Appraisal

While determining quality in qualitative research remains contentious [33], reviewing
whether research has been explicit and transparent in its reporting is still useful in deter-
mining trustworthiness [33]. The consolidated guidelines for reporting qualitative research
(COREQ) were used [34] to inform the quality assessment. This has questions split into
3 domains, resulting in a score out of 32. Author JG completed the COREQ for each study,
and any articles that scored lower than 20 were critically discussed with author AS to assess
their trustworthiness and value (see Supplementary File S2).

2.4. Analysis and Synthesis

Analysis and synthesis consisted of 5 stages. The first involved identifying study
characteristics and participant demographics (see Table S2). The second stage involved
coding of all relevant data from the studies’ results and discussions. Mind mapping was
used to develop and group descriptive themes in stage three, where data was grouped
inductively, and novel themes were created iteratively where needed [22] (see Table S3).
Analytical themes were then developed through integration of contextual factors, in order to
develop novel concepts, which built on the preliminary studies [35] in stage 4 (see Table S4),
and thematic refinement and integration occurred in stage 5 (see Supplementary File S3).

3. Results

Of the 1508 articles found, 1499 were excluded, meaning 9 studies were included.
Despite including all design types in the literature search, all included studies were of
qualitative design as a result of the remaining eligibility criteria. The full search strategy is
represented in the PRISMA diagram (Figure 1) [36].

3.1. Study Characteristics

Two hundred and thirty-two participants were included across the nine studies.
One study did not comment on age [37], but those that did demonstrated a range be-
tween 18 to 81 years old. Four studies did not report symptom duration [37–40], but those
that did reported a range of less than three weeks to 40 years. Education background and
employment status were varied throughout the studies. Eight of the studies took place in
the USA and Europe [19,37–43] and one took place in Egypt [20].
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Figure 1. The PRISMA flow diagram.

3.2. Critical Appraisal

The quality of the studies was varied. Those that had a COREQ score under 20 [19,37,39,40]
generally did so because they did not report on reflexivity and transparency. However, during
critical appraisal discussions, the authors felt that as the focus of this review was on data
development and conceptual saturation [44], a greater weighting was placed on assessing
how robust the approach to data analysis and synthesis was, with less weighting on
reflexivity. Despite the low COREQ scores, all studies were deemed by the authors to have
trustworthy, plausible results [19] or provide a unique insight into thematic synthesis [37]
and so were included in this review (see Supplementary File S2).

3.3. Synthesis

Four main themes were identified with eight subthemes. The development of mutual
trust, two-way communication, and a collaborative approach to sharing power all facilitated
SDM and is discussed further below.

3.4. Theme 1: Trust

The development of trust was cited by almost all of the studies. It resulted in both
positive and negative outcomes in relation to SDM.

3.4.1. The Development of Trust

People felt that trust was fostered by perceived passion, personal competence, communica-
tion skills and empathic personality traits demonstrated by the physiotherapist [20,38,39,41–43].
Trust could be fostered solely because the physiotherapist was deemed an ‘expert’ [20,40,43].

3.4.2. The Positive Impact of Trust

Trust often resulted in a positive experience and could be mutual [37], also improving
engagement [42] and reducing fear [37,41]. People felt the physiotherapist would choose
what was best for the individual [20,37,43], especially if they were unsure of their own
preferences [43].

3.4.3. The Negative Impact of Trust

Unilateral trust in the physiotherapist was cited as a reason to defer involvement in
SDM [19,20,37,38,42,43]. Some were content that the ‘expert’ physiotherapist would make
the right decision [38,40,42]. One participant commented that the ‘therapist knows best’
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(p. 216, [37]). However, this perceived ‘expertise’ was not always welcomed and ‘know it
all’ physiotherapists misunderstanding people’s preferences led to dissatisfaction and an
inability to participate in SDM (p. 217, [37]).

3.5. Theme 2: Communication

Communication was common across all studies in relation to SDM. People needed
information provision from the physiotherapist and to be listened to, meaning two-way
communication was essential.

Two-Way Communication Is Essential for Collaboration

People wanted information on diagnosis, prognosis, treatment and self-management
strategies [19,20,38,40–43]. It had to be presented in an understandable way [41] because
when it was not, people reported a negative experience [20,38,40]. Conversely, being
offered appropriate information led to a positive experience [38,40,43], the ability to have
fears allayed [19] and empowerment to make informed decisions [20,43]. People felt it
was integral to have their preferences heard [37,41–43] even if they were divergent to the
physiotherapist’s [42]. Decisions should not be made without being listened to [42] and
a therapist demonstrating empathy resulted in greater satisfaction and trust [38,40,41,43].
Being listened to enabled people to participate in decision-making [43] and scenarios
that actively encouraged questions facilitated this [38,43]. Collaborative communication
was integral for a good experience [40], whereas didactic communication was perceived
negatively [37,40].

3.6. Theme 3: Decision Preferences

Across the studies, people’s motivation to be involved in decision-making varied.
Whilst some wanted involvement, others did not, and the reasons for this were multifactorial.

3.6.1. Preferences for Involvement in Decision-Making

Preference for involvement in SDM varied [19,37,38,42,43]; some people were passive
and some completely autonomous but the majority wanted to share responsibility for
decision-making to some degree [37,42]. Some people wanted to be involved in decision-
making throughout the rehabilitation process [20,37,42,43] even if they did not make the
actual decision [42]. Some wanted their preferences to be taken into account [37,40] and wanted
choice [38]. Some people were empowered to collaborate and make decisions [42], and
someone said if they could have made all the decisions they would have [37]. In contrast,
some were happy to defer decisions to the physiotherapist [19,20,38,42,43]. Satisfaction
with involvement was divided; some were happy with their level of involvement in
decision-making, whilst others were dissatisfied [37].

3.6.2. Factors Which Influence Involvement

Empowerment enabled people to participate in decision-making [42]. People’s pref-
erences for involvement could vary based on each decision, and this could be due to
the perceived level of associated risk [19,37]. Reasons for opting out of SDM included
the perception that the physiotherapist was the expert and knew the person’s prefer-
ences [19,20,38,42], because of the fear of making the wrong decision [19,20], if the explana-
tion of the option was good [38] and if the decision was ‘minor’ [19]. Some felt it was the
clinician’s role to make the decision in the best interest of the person, and the person’s role
to listen [19,20,37,38,42]. One study showed variation could be due to cultural, social and
economic factors [37].

3.7. Theme 4: Decision Ability

The ability to participate in SDM was affected by individual experience, confidence
and knowledge, as well as the environment created by the physiotherapist.
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3.7.1. People Are Not Involved in Decision-Making

Some physiotherapists laid out options then chose what they thought best [42] or chose
the treatment completely independently of the person [19,37,40,43]. Other times, there were
no or only some treatment options laid out [38,43]. At times, the physiotherapist ignored the
person’s preferences entirely, leading to a negative, sometimes emotional, experience [38].
Some said if they had more involvement, it could have improved concordance with a
program [37,38,40].

3.7.2. The Power Struggle

More knowledge and experience resulted in a greater ability to participate in decision-
making and to self-manage [19,20,38,42,43]. Positive previous experience led to increased
self-confidence [40,43] and a greater ability to ask questions [19,40,43]. Lack of confidence
led to an inability to challenge the physiotherapist when more involvement was wanted [19].
Knowledge could be gained from information provision from the therapist leading to
empowerment [20,42,43], whilst a perceived lack of knowledge left people unable to
challenge the physiotherapist, and unable to help themselves [19]. Negatively in some cases,
physiotherapists exerted ‘power’ over the relationship [40] and people were told what to
do [19]. If this opposed the person’s beliefs, it impacted the experience negatively [19,38,40].

The results of this review depict three central conditions that impact someone’s ca-
pacity and capability to participate in SDM in MSK physiotherapy. The three conditions
were: (a) mutual trust, defined as reciprocal confidence in both parties’ abilities and exper-
tise, (b) two-way communication, categorised as information sharing between both parties
where the physiotherapist imparts knowledge, and the person voices their preferences and
(c) sharing power, where the clinician relinquishes sole control over the relationship to
allow the person to actively engage in decision-making.

The cyclical model above (Figure 2) describes the central conditions impacting some-
one’s ability to participate in SDM, but also demonstrates the interrelationships between the
conditions. Two-way communication enabled people to challenge the physiotherapist to
share power [20,42,43] and empathic communication strategies used by the physiotherapist
helped to positively develop trust [20,38,39,41–43]. This, in turn, allayed people’s fears,
and made them more likely to participate in SDM. Although split into distinct themes, each
condition benefitted from the presence of the next.

Figure 2. The capacity and capability (CAC) model for enhanced SDM.
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4. Discussion

As the first systematic review and thematic synthesis in this area, this study shows
new understanding into the experiences of SDM in MSK physiotherapy, and also gives
novel insight into the barriers and facilitators of successful SDM in this setting, directly
from those experiencing it. Most people want to be involved in decision-making, and
in order to achieve collaboration, people need the capacity to participate and confidence
in their own skills. Both can be cultivated as a result of mutual trust, the presence of
two-way communication and a willingness from the physiotherapist to share power within
the relationship.

4.1. Trust

Trust was fostered in the physiotherapist due to personality traits and competence,
but also because the clinician was perceived to be an expert. This phenomenon is mirrored
across healthcare [45] and has been shown to be both a facilitator and barrier to SDM [31].
Trust in the clinician can improve people’s confidence to participate in SDM but can also
lead people to defer decision-making to the expert [16]. The development of mutual trust,
where the person is encouraged to recognise their own expertise, may well negate the
negative impact that unidirectional trust in the clinician can have on influencing people to
defer decision-making [31]. Furthermore, the notion that a healthcare professional knows
best [46], and the desire for people to conform to societal norms about how a ‘good’ patient
behaves, are well documented phenomena [47,48]. Studies have even shown that people
fear the quality of care will be affected if their beliefs diverge from a doctor’s [49]. However,
the current results reveal that some people resisted a perceived need to conform, which
could represent dissatisfaction with traditional patient roles in MSK physiotherapy.

4.2. Communication

Information provision is essential for effective collaboration to enable people to par-
ticipate in unfamiliar forums [16,50,51]. In this review, appropriate, understandable in-
formation allayed people’s fears and empowered them to make decisions, highlighting
the need for clinicians to share knowledge in an accessible way if collaboration is the
goal [2]. However, unidirectional information provision alone is not infallible. In this
review, two-way communication, which allowed people to be listened to and have their
preferences impact decision-making, had wider reaching benefits; not only did it facilitate
SDM, it also improved satisfaction and fostered mutual trust. Improved quality of care
resulting from a person-centred approach has been previously evidenced [41] and environ-
ments that support people to ask questions have been shown to be integral for SDM [52,53].
Overall, physiotherapists should continue to engage and activate the public [54], not only
to facilitate SDM, but to ensure a positive therapeutic experience [38,39,43].

4.3. Decision Preferences

In this review, the desire to participate in SDM was individual, with some wanting to
be involved and others wishing to defer decisions. This reflects decision-making preferences
elsewhere in healthcare, where the majority of people want to participate and fewer wish
to opt out [55,56], suggesting common values and behaviours towards SDM. In this review,
preference for involvement in decision-making could vary with each decision [20,38],
meaning that flexibility and reflexivity is needed from both parties for successful SDM [16].

Reasons for wishing to defer decision-making to the physiotherapist were broad.
Fear of making the ‘wrong’ decision was cited [19,20], suggesting that people are more
likely to opt out of high-risk decisions, although other participants were happy to delegate
‘minor’ decisions [19]. Comparatively, a study found that ‘significant decisions’ around
cancer treatments could be both a barrier and facilitator to participation in SDM [57]. This
means that instead of being solely risk sensitive, decision preference is personal, and likely
based on individual values. Fear of making the wrong decision could also come from a
perception that the person lacks medical knowledge, especially when compared with a
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clinician [46,58]. To negate this, people need awareness of the expertise they bring in terms
of their preferences, values and beliefs, which is dependent on the clinician highlighting
this [31]. Additionally, fear of making the wrong decision also implies that if the decision
is deferred to a physiotherapist, the clinician would have responsibly for a potentially
negative outcome. Instead, the attitude needs to move towards an acceptance that decisions
are rarely good and bad, but the most appropriate decision for that person at that time [45],
especially given that treatments that are 100% successful and 100% side effect free rarely
exist in MSK physiotherapy.

One study showed decision preference may be impacted by cultural, social and
economic factors [37], which is also reflected in other healthcare settings [31]. Whilst these
demographics are fixed, the resultant behaviour has been shown to be modifiable if a
person is offered the right decision support [31]. Therefore, regardless of background,
people have the capacity to change their attitudes and behaviours towards SDM, if the
appropriate support is provided.

4.4. Decision Ability

People were often prevented from participating in SDM by the physiotherapist and
elsewhere in healthcare, clinicians have been known to present options in an inherently
biased way [47]. Importantly, it may then not be true to say that people do not want to
participate in SDM in MSK physiotherapy but that they cannot, something which is echoed
in other settings [31]. Whilst collaboration has been shown to be challenging between
people and physiotherapists [30], for SDM to occur, dedicated clinicians need to facilitate
the sharing of power [52].

These results show that some felt the physiotherapist exerted excessive power over
the relationship, resulting in a didactic, paternalistic approach which was negatively
received, and has been shown to block participation in SDM [47]. This may be due to the
clinician seeing their role as the decision-maker, acting as an advocate for their patients [16].
Another study demonstrated that physiotherapists often misjudge people’s preferences for
involvement in decision-making [21], denoting that whilst often well-meaning, therapists
might avoid using SDM due to the assumption that patients do not want to participate [16].
For collaboration to occur, there needs to be a change in clinician attitudes and behaviours.

As well as the physiotherapist sharing power, there is also a need to build people’s
capacity and capability to participate in SDM. In this review, a lack of knowledge and confi-
dence left people unable to challenge the physiotherapist and unable to help themselves,
resulting in dependency and disempowerment. An inability to participate due to lack of
information, confidence or an absence of an environment that encourages collaboration,
should not be confused with not wanting to participate [18,59]. This could be as simple
as giving explicit permission for people to be involved [46] or as complex as challenging
attitudes and behaviours at the individual and societal level [60].

4.5. Limitations

There is the likelihood of language bias as a result of limiting the search to En-
glish language studies, which may limit the applicability of findings outside of English-
speaking settings.

There is always a need to consider subjectivity and bias in qualitative research, and
whilst the authors’ approach to analysis and thematic synthesis was systematic [61], it is still
individual and subject to personal values and beliefs. However, the aim of this review is to
create new interpretations and perspectives of findings from previous studies [62], instead
of claiming that the synthesis of those findings is superior to the studies themselves [63].
Throughout the process, the authors maximised reflexivity and transparency by using
collaborative reflection, reflexivity logs and audit trails [64] (see Supplementary File S4).

The quality of the studies included in this review was judged to be varied. Some
had low COREQ scores, generally due to an absence of reporting on research team
reflexivity [19,37,39,40]. This lack of transparency in subjectivity should make the reader
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challenge the credibility of the research findings [65] and could therefore have an effect on
the trustworthiness of the findings of this review. However, none of the low scoring studies
demonstrated any findings that were anomalous to the other studies included, allowing for
a degree of confidence in their results, despite having methodological flaws.

4.6. Implications

The results of this review highlight clear conditions that influence people’s capacity
and confidence to participate in SDM in MSK physiotherapy. The development of mutual
trust, two-way communication which facilitates the sharing of information and allowing
people to be heard, and the sharing of power within the relationship are all conditions which
enable people to participate in decision-making. If SDM is the goal, physiotherapists have
a responsibility to address these conditions utilising open and empathic communication
strategies alongside approaches which look to increase people’s activation. Future research
should focus on establishing how these approaches work best in MSK physiotherapy; this
could be through exploration of accepted SDM models [66] or through novel approaches
which relate to the specific relationship and contextual setting.

5. Conclusions

This review provides a novel perspective of people’s experiences of SDM in MSK
physiotherapy and shows that, generally, people want to be involved in decision-making. It
demonstrates people’s perceptions of the key conditions required if SDM is to be successful.
The main barriers to collaborative decision-making were a lack of opportunity, confidence
and capability on the person’s part, which were impacted by the attitudes and behaviours
of the physiotherapist. For successful SDM, clinicians need to provide decision support
through two-way communication, sharing their expertise in an understandable way, and
listening to and acting on peoples’ preferences. Mutual trust needs to be developed to
enable people to feel comfortable to participate. Lastly, physiotherapists must be aware of
their influence as the healthcare professional and accept responsibility to create an envi-
ronment that actively encourages peoples’ participation, self-efficacy and empowerment,
through the sharing of power.

Supplementary Materials: The following are available online at https://www.mdpi.com/article/
10.3390/bs12010012/s1, Supplementary File S1: Search strategy audit trail, Supplementary File S2:
Critical Appraisal discussions, Supplementary File S3: Analysis, synthesis and refinement,
Supplementary File S4: Reflexivity Biography, Table S1: Data extraction, Table S2: Study charac-
teristics, Table S3: Descriptive themes, Table S4: Analytical themes.

Author Contributions: Conceptualization, J.G.; methodology, J.G. and A.S.; formal analysis, J.G.
and A.S.; investigation, J.G.; resources, J.G. and A.S.; data curation, J.G.; writing—original draft
preparation, J.G.; writing—review and editing, J.G. and A.S.; supervision, A.S.; project administration,
J.G. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: The Supplementary File includes data that was used throughout the
stages of analysis. Full data is obtainable from the original articles.

Conflicts of Interest: The authors declare no conflict of interest.

https://www.mdpi.com/article/10.3390/bs12010012/s1
https://www.mdpi.com/article/10.3390/bs12010012/s1


Behav. Sci. 2022, 12, 12 10 of 12

References
1. Légaré, F.; Adekpedjou, R.; Stacey, D.; Turcotte, S.; Kryworuchko, J.; Graham, I.D.; Lyddiatt, A.; Politi, M.C.; Thomson, R.;

Elwyn, G.; et al. Interventions for increasing the use of shared decision making by healthcare professionals. Cochrane Database
Syst. Rev. 2018, 7. [CrossRef] [PubMed]

2. Légaré, F.; Stacey, D.; Pouliot, S.; Gauvin, F.P.; Desroches, S.; Kryworuchko, J.; Dunn, S.; Elwyn, G.; Frosch, D.; Gagnon, M.P.; et al.
Interprofessionalism and shared decision-making in primary care: A stepwise approach towards a new model. J. Int. Care 2011,
25, 18–25. [CrossRef] [PubMed]

3. Towle, A.; Greenhalgh, T.; Gambrill, J.; Godolphin, W. Framework for teaching and learning informed shared decision making.
Competencies for informed shared decision making. Proposals based on too many assumptions. BMJ 1999, 319, 766–771.
[CrossRef] [PubMed]

4. Elwyn, G.; Edwards, A.; Kinnersley, P. Shared decision-making in primary care: The neglected second half of the consultation. Br.
J. Gen. Pract. 1999, 49, 477–482. [PubMed]

5. Towle, A.; Bainbridge, L.; Godolphin, W.; Katz, A.; Kline, C.; Lown, B.; Madularu, I.; Solomon, P.; Thistlethwaite, J. Active patient
involvement in the education of health professionals. Med. Educ. 2010, 44, 64–74. [CrossRef] [PubMed]

6. Härter, M.; van der Weijden, T.; Elwyn, G. Policy and practice developments in the implementation of shared decision making:
An international perspective. Z. Evidenz Fortbild. Qual. Gesundh. 2011, 105, 229–233. [CrossRef] [PubMed]

7. National Institute for Health and Care Excellence (NICE). Shared Decision Making Collaborative. A Consensus Statement. 2016.
Available online: https://www.nice.org.uk/Media/Default/About/what-we-do/SDM-consensus-statement.pdf (accessed on 2
April 2020).

8. Mulley, A.G.; Trimble, C.; Elwyn, G. Stop the silent misdiagnosis: Patients’ preferences matter. BMJ 2012, 345, e6572. [CrossRef]
9. Wennberg, J.E. Practice variation: Implications for our health care system. Manag. Care 2004, 13, 3.
10. Stacey, D.; Légaré, F.; Lewis, K.; Barry, M.J.; Bennett, C.L.; Eden, K.B.; Holmes-Rovner, M.; Llewellyn-Thomas, H.; Lyddiatt, A.;

Thomson, R.; et al. Decision aids for people facing health treatment or screening decisions. Cochrane Database Syst. Rev. 2017,
4, CD001431. [CrossRef]

11. Brody, D.S. The patient’s role in clinical decision-making. Ann. Intern. Med. 1980, 93, 718–722. [CrossRef]
12. Härter, M.; Moumjid, N.; Cornuz, J.; Elwyn, G.; van der Weijden, T. Shared decision making in 2017: International accomplish-

ments in policy, research and implementation. Z. Evidenz Fortbild. Qual. Gesundh. 2017, 123, 1–5. [CrossRef]
13. Josefsson, K.A.; Andersson, A.C. The co-constructive processes in physiotherapy. Cog. Med. 2017, 4, 1290308. [CrossRef]
14. Dierckx, K.; Deveugele, M.; Roosen, P.; Devisch, I. Implementation of shared decision making physical therapy: Observed level of

involvement and patient preference. Phys. Ther. 2013, 93, 1321–1330. [CrossRef] [PubMed]
15. Sam, S.; Sharma, R.; Corp, N.; Igwesi-Chidobe, C.; Babatunde, O.O. Shared decision making in musculoskeletal pain consultations

in low-and middle-income countries: A systematic review. Int. Health 2020, 12, 455–471. [CrossRef]
16. Joseph-Williams, N.; Lloyd, A.; Edwards, A.; Stobbart, L.; Tomson, D.; Macphail, S.; Dodd, C.; Brain, K.; Elwyn, G.;

Thomson, R. Implementing shared decision making in the NHS: Lessons from the MAGIC programme. BMJ 2017, 357, j1744.
[CrossRef] [PubMed]

17. Kidd, M.O.; Bond, C.H.; Bell, M.L. Patients’ perspectives of patient-centredness as important in musculoskeletal physiotherapy
interactions: A qualitative study. Physiotherapy 2011, 97, 154–162. [CrossRef] [PubMed]

18. Stenner, R.; Palmer, S.; Hammond, R. What matters most to people in musculoskeletal physiotherapy consultations? A qualitative
study. Musc. Sci. Pract. 2018, 35, 84–89. [CrossRef] [PubMed]

19. Stenner, R.; Swinkels, A.; Mitchell, T.; Palmer, S. Exercise prescription for non-specific chronic low back pain (NSCLBP): A qualita-
tive study of patients’ experiences of involvement in decision making. Physiotherapy 2016, 102, 339–344. [CrossRef] [PubMed]

20. Ali, N.; May, S. A qualitative study into Egyptian patients’ satisfaction with physiotherapy management of low back pain.
Physiother. Res. Int. 2017, 22, e1647. [CrossRef]

21. Hausheer, A.C.; Suter, L.C.; Kool, J. Shared decision-making in physical therapy: A cross-sectional observational study. Eur. J.
Physiother. 2020, 23, 368–376. [CrossRef]

22. Sutton, A.; Clowes, M.; Preston, L.; Booth, A. Meeting the review family: Exploring review types and associated information
retrieval requirements. Health Inf. Libr. J. 2019, 36, 202–222. [CrossRef] [PubMed]

23. Thomas, J.; Harden, A. Methods for the thematic synthesis of qualitative research in systematic reviews. BMC Med. Res. Methodol.
2008, 8, 45. [CrossRef] [PubMed]

24. Maxwell, J.A. A Realist Approach for Qualitative Research; Sage: London, UK, 2012.
25. Duncan, E.A.; Nicol, M.M. Subtle realism and occupational therapy: An alternative approach to knowledge generation and

evaluation. Br. J. Occup. Ther. 2004, 67, 453–456. [CrossRef]
26. Tong, A.; Flemming, K.; McInnes, E.; Oliver, S.; Craig, J. Enhancing transparency in reporting the synthesis of qualitative research:

ENTREQ. BMC Med. Res. Methodol. 2012, 12, 181. [CrossRef] [PubMed]
27. Pawson, R.; Greenhalgh, T.; Harvey, G.; Walshe, K. Realist review-a new method of systematic review designed for complex

policy interventions. J. Health Serv. Res. Policy 2005, 10, 21–34. [CrossRef]
28. Salvador-Oliván, J.A.; Marco-Cuenca, G.; Arquero-Avilés, R. Errors in search strategies used in systematic reviews and their

effects on information retrieval. J. Med. Libr. Assoc. 2019, 107, 210. [CrossRef]

http://doi.org/10.1002/14651858.CD006732.pub4
http://www.ncbi.nlm.nih.gov/pubmed/30025154
http://doi.org/10.3109/13561820.2010.490502
http://www.ncbi.nlm.nih.gov/pubmed/20795835
http://doi.org/10.1136/bmj.319.7212.766
http://www.ncbi.nlm.nih.gov/pubmed/10488010
http://www.ncbi.nlm.nih.gov/pubmed/10562751
http://doi.org/10.1111/j.1365-2923.2009.03530.x
http://www.ncbi.nlm.nih.gov/pubmed/20078757
http://doi.org/10.1016/j.zefq.2011.04.018
http://www.ncbi.nlm.nih.gov/pubmed/21620313
https://www.nice.org.uk/Media/Default/About/what-we-do/SDM-consensus-statement.pdf
http://doi.org/10.1136/bmj.e6572
http://doi.org/10.1002/14651858.CD001431.pub5
http://doi.org/10.7326/0003-4819-93-5-718
http://doi.org/10.1016/j.zefq.2017.05.024
http://doi.org/10.1080/2331205X.2017.1290308
http://doi.org/10.2522/ptj.20120286
http://www.ncbi.nlm.nih.gov/pubmed/23641024
http://doi.org/10.1093/inthealth/ihz077
http://doi.org/10.1136/bmj.j1744
http://www.ncbi.nlm.nih.gov/pubmed/28420639
http://doi.org/10.1016/j.physio.2010.08.002
http://www.ncbi.nlm.nih.gov/pubmed/21497250
http://doi.org/10.1016/j.msksp.2018.03.005
http://www.ncbi.nlm.nih.gov/pubmed/29550697
http://doi.org/10.1016/j.physio.2015.08.005
http://www.ncbi.nlm.nih.gov/pubmed/26549600
http://doi.org/10.1002/pri.1647
http://doi.org/10.1080/21679169.2020.1772869
http://doi.org/10.1111/hir.12276
http://www.ncbi.nlm.nih.gov/pubmed/31541534
http://doi.org/10.1186/1471-2288-8-45
http://www.ncbi.nlm.nih.gov/pubmed/18616818
http://doi.org/10.1177/030802260406701006
http://doi.org/10.1186/1471-2288-12-181
http://www.ncbi.nlm.nih.gov/pubmed/23185978
http://doi.org/10.1258/1355819054308530
http://doi.org/10.5195/jmla.2019.567


Behav. Sci. 2022, 12, 12 11 of 12

29. McGowan, J.; Sampson, M.; Salzwedel, D.M.; Cogo, E.; Foerster, V.; Lefebvre, C. PRESS peer review of electronic search strategies:
2015 guideline statement. J. Clin. Epidemiol. 2016, 75, 40–46. [CrossRef]

30. Schoeb, V.; Bürge, E. Perceptions of patients and physiotherapists on patient participation: A narrative synthesis of qualitative
studies. Physiother. Res. Int. 2012, 17, 80–91. [CrossRef]

31. Joseph-Williams, N.; Elwyn, G.; Edwards, A. Knowledge is not power for patients: A systematic review and thematic synthesis of
patient-reported barriers and facilitators to shared decision making. Patient Educ. Couns. 2014, 94, 291–309. [CrossRef]

32. Cooke, A.; Smith, D.; Booth, A. Beyond PICO: The SPIDER tool for qualitative evidence synthesis. Qual. Health Res. 2012,
22, 1435–1443. [CrossRef] [PubMed]

33. Eakin, J.M.; Mykhalovskiy, E. Reframing the evaluation of qualitative health research: Reflections on a review of appraisal
guidelines in the health sciences. J. Eval. Clin. Pract. 2003, 9, 187–194. [CrossRef] [PubMed]

34. Tong, A.; Sainsbury, P.; Craig, J. Consolidated criteria for reporting qualitative research (COREQ): A 32-item checklist for
interviews and focus groups. Int. J. Qual. Health Care 2007, 19, 349–357. [CrossRef] [PubMed]

35. Thorne, S.; Jensen, L.; Kearney, M.H.; Noblit, G.; Sandelowski, M. Qualitative metasynthesis: Reflections on methodological
orientation and ideological agenda. Qual. Health Res. 2004, 14, 1342–1365. [CrossRef]

36. Moher, D.; Liberati, A.; Tetzlaff, J.; Altman, D.G.; Prisma Group. Preferred reporting items for systematic reviews and meta-
analyses: The PRISMA statement. PLoS Med. 2009, 6, e1000097. [CrossRef]

37. Payton, O.D.; Nelson, C.E.; Hobbs, M.S. Physical therapy patients’ perceptions of their relationships with health care professionals.
Physiother. Theory Pract. 1998, 14, 211–221. [CrossRef]

38. Cooper, K.; Smith, B.H.; Hancock, E. Patient-centredness in physiotherapy from the perspective of the chronic low back pain
patient. Physiotherapy 2008, 94, 244–252. [CrossRef]

39. Potter, M.; Gordon, S.; Hamer, P. The physiotherapy experience in private practice: The patients’ perspective. Aus. J. Physiother.
2003, 49, 195–202. [CrossRef]

40. Wikman, A.; Fältholm, Y. Patient empowerment in rehabilitation: “Somebody told me to get rehabilitated”. Adv. Physiother. 2006,
8, 23–32. [CrossRef]
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