
Shared Decision Making Among Racially 
and/or Ethnically Diverse Populations in Primary Care: 
A Scoping Review of Barriers and Facilitators

ABSTRACT
PURPOSE Disparities in the use of shared decision making (SDM) affect minoritized patients. 
We sought to identify the barriers and facilitators to SDM among diverse patients.

METHODS We conducted a scoping review in adherence to the Joanna Briggs Institute’s 
methodologic framework. Our search of 4 databases—PubMed, Scopus, CINAHL Plus with 
Full Text, and PsycINFO—used controlled vocabulary and key word terms related to SDM in 
the care of racially and/or ethnically diverse adults in the primary care setting. We included 
peer-reviewed studies conducted in the United States or Canada that evaluated the process 
of decision making and that had populations in which more than 50% of patients were 
from racial and/or ethnic minorities. Unique records were uploaded to a screening platform 
for independent review by 2 team members. We used grounded theory to guide our induc-
tive approach and completed a thematic analysis.

RESULTS A total of 39 studies met all inclusion criteria. We identified 5 overarching themes: 
(1) factors regarding the decision-making process during the clinical encounter, (2) clinician 
practice characteristics, (3) trust in the clinician/health care system, (4) cultural congruence 
between clinician and patient, and (5) extrinsic factors affecting the decision-making process. 
Barriers of SDM included cultural and language discordance; prejudice, bias, and stereo-
types; mistrust; and clinician time constraints. Facilitators of SDM included cultural concor-
dance between clinician and patient; clinician language competence; and clear, honest, and 
humanistic communication with patients having the ability to ask questions.

CONCLUSIONS We identified a set of potentially modifiable factors that facilitate or impede 
SDM. Our findings can help inform strategies and interventions to improve SDM among 
racially and/or ethnically diverse patient populations.

Ann Fam Med 2025;23:108-116. https://doi.org/10.1370/afm.10.1370/afm.240087

INTRODUCTION

Shared decision making (SDM) is a dynamic process whereby patients and cli-
nicians collaborate to exchange information, explore treatment options, and 
consider patient values and preferences to arrive at medical decisions that are 

not only clinically effective but also acceptable to patients, fostering personalized 
health care strategies.1-3 Although SDM holds great potential for centering clinical 
decision making around patient values, especially in underserved populations, exist-
ing literature exposes concerning disparities in the prevalence and quality of its use, 
particularly in the context of minoritized patients.4-6 Ethnic minority populations 
consistently report receiving insufficient information about their health conditions 
and a lack of respect for their treatment preferences.1,7-9 African American patients 
have reported fewer participatory health care visits compared with their White 
counterparts.4 The consequences of these disparities in the implementation of SDM 
principles are profound: patients who perceive a lack of respect or involvement in 
the decision-making process are prone to lose trust in their clinicians and therefore 
experience increased risk for poorer health outcomes.5,8,10

We used a scoping review methodology to examine the body of literature 
assessing how minoritized patients experience SDM within primary care visits.11 
Our review examined literature evaluating the process of SDM in the primary care 
setting, specifically focusing on the dynamics between racially and/or ethnically 
diverse patients and their clinicians. Our objectives were to examine how clinical 
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SHARED DECISION MAKING AMONG DIVERSE PRIMARY CARE POPULATIONS 

decisions are made and what factors affect the decision-mak-
ing process, all within a primary care encounter. We included 
studies focusing on varied medical conditions and looked in 
depth at how patients and clinicians made decisions and com-
municated about making those decisions. The majority of the 
studies had a qualitative design,5,12-43 yielding rich insight into 
cognitive and behavioral influences. 

Our aim was to shed light on the barriers and facilitators 
that shape the quality and extent of SDM experiences among 
diverse patients in order to improve care within outpatient 
primary care visits. Understanding the factors affecting the 
SDM process in this context is crucial to developing targeted 
interventions to improve the overall quality of health care 
delivery in a more inclusive manner. Insights gained from 
this study can inform strategies to enhance SDM and reduce 
racial and ethnic health care disparities in patient-clinician 
relationships and communication.

METHODS
We undertook a scoping review following the 
Joanna Briggs Institute’s methodologic frame-
work44 and, herein, we report on the review in 
accordance with the Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses exten-
sion for Scoping Reviews checklist (PRISMA-
ScR).45 This framework provides a systematic 
approach to mapping evidence on a particular 
topic, including identifying research gaps, syn-
thesizing evidence, and ensuring comprehensive 
reporting through the PRISMA-ScR guidelines.

Search Strategy
Our team’s research librarian (L.C.) developed and 
executed a comprehensive search of the literature, 
combining controlled vocabulary and key word 
terms related to SDM in the care of racially, eth-
nically, and/or culturally diverse patients in the 
primary care setting. We searched 4 databases 
from their inception to present on May 8, 2023: 
PubMed, Scopus (Elsevier), CINAHL Plus with 
Full Text (EBSCO), and PsycINFO (EBSCO). 
(Full search strategies in Supplemental Appendix.) 
No language, publication type, or other filters 
were used, and no restrictions on publication 
dates were applied. Results were downloaded to 
EndNote citation management software (Clari-
vate) and underwent manual de-duplication by 
the research librarian. Unique records were 
uploaded to a screening platform (Covidence) 
for review by team members. Records were also 
identified by searching the references of studies 
identified for inclusion in the review. No study 
registries or other online resources were searched, 
and no additional studies or data were sought by 

contacting authors. Given that one of our inclusion criteria 
(described below) required that studies be peer-reviewed stud-
ies, we did not search or include gray literature sources (such 
as conference abstracts, conference proceedings, dissertations, 
and research reports).

Study Selection
Our inclusion and exclusion criteria were iteratively enhanced 
during the process of reviewing studies to increase specific-
ity to the target topic of SDM with a focus on the process 
of decision making (Supplemental Table 1). We included 
peer-reviewed studies with original data on SDM specific to a 
medical decision among adults, but excluded those limited to 
decision aid testing and decision interventions.

We also excluded studies from countries other than the 
United States and Canada because of potential differences in 

Figure 1. PRISMA Flow Diagram

PRISMA = Preferred Reporting Items for Systematic Reviews and Meta-Analyses.

9,509 Records retrieved from database search

 2,453 PubMed

 4,153 Scopus

 2,069 CINAHL

 834 PsycINFO

5,524 Records screened on title/abstract

5,246 Excluded

278 Full-text articles reporting 
studies assessed for eligibility

239 Excluded:

Wrong study design

Wrong setting

Wrong outcome

Outside United States or Canada

No original data

≤50% Patients from racial/
ethnic minorities

Tested decision aid/decision 
intervention

Duplicate record

39 Studies included in analysis

3,987 Duplicates removed 
before screening

2 Additional records 
from cited references

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 23, NO. 2 ✦ MARCH/APRIL 2025

109

https://www.annfammed.org/lookup/suppl/doi:10.1370/afm.240087/-/DC1
https://www.annfammed.org/lookup/suppl/doi:10.1370/afm.240087/-/DC1


SHARED DECISION MAKING AMONG DIVERSE PRIMARY CARE POPULATIONS 

approaches to clinician-patient communication and decision 
making. To focus on the process of SDM in a primary care 
setting, we excluded studies that took place in specialty clin-
ics or hospitals. To focus on racial and ethnic diversity, we 
excluded studies whose populations were diverse solely on 
gender. Moreover, in keeping with this goal, we included only 
studies that had populations in which more than 50% of par-
ticipants were from racial and/or ethnic minorities.

Two of the 3 authors (D.D., S.S., Y.A.) screened each title 
and abstract for eligibility. The same authors then reviewed 
each full-text article for relevance to the topic of the deci-
sion-making process using the inclusion and exclusion criteria. 
We resolved conflicts through direct discussion among the 3 
clinical members of the study team (D.D., S.S., Y.A.).

Data Extraction
Two of the 3 authors (D.D., S.S., Y.A.) conducted data extrac-
tion for each included study using a custom data collection 
form created in Covidence by the study team. We collected 
study characteristics (country, study aim, topic of medical deci-
sion, study design, number and race and ethnicity of partici-
pants) and text from study results and discussion that captured 

study findings. Data were imported into an Excel spreadsheet 
(Microsoft Corp), where we summarized the study designs, 
populations, decision topic, and broad findings.

Data Synthesis and Analysis
This scoping review used a grounded theory framework to 
derive ideas from the data and thematic analysis as a method to 
identify themes within studies looking at the process of deci-
sion making in primary care encounters.46,47 Grounded theory 
was used as an inductive approach to exploring themes within 
the studies included and generating a theoretical framework 
grounded in the data rather than testing an existing theory.

We coded the results of each study, searched for themes, 
and then reviewed the themes, looking for internal homoge-
neity of the data and external heterogeneity of the themes. 
Two researchers (S.S., Y.A.) agreed on the theme designa-
tions. The data were organized by themes and subthemes 
and also by barriers and facilitators for SDM. Further analysis 
grouped themes based on their temporal relationship to the 
visit (before, during, or after).

RESULTS
Study Selection and Characteristics
Our literature search retrieved 9,509 records (Figure 1). After 
removing duplicates, we screened the titles and abstracts of 
5,522 records for eligibility. Two additional records were 
identified through searching the references of studies identi-
fied for inclusion in the review and underwent screening. We 
thus screened 5,524 records.

Ultimately, 39 studies met all of the inclusion crite-
ria.5,12-43,48-53 Their characteristics are summarized in Table 1 
and detailed in Supplemental Table 2. Thirty-eight of the 
studies were conducted in the United States; 1 was conducted 
in Canada.28 Most had a qualitative study design.5,12-43 Fully 35 
studies focused on decision making among African American/
Black and Latino/x/e patients.5,12,13,15-27,29-43,48-50,53 Ten per-
tained to decision making on the management of chronic 
illnesses,20,26,32,34-37,39,40,49 8 to decision making about cancer 
screening,12-14,21-24,33,41,43,53 6 to contraceptive decision mak-
ing,15,16,18,19,30,48 and 3 to mental health treatment.17,23,38 

Main Themes
We identified 5 overarching themes of SDM in diverse popu-
lations during our review: factors regarding the decision-mak-
ing process during the clinical encounter, clinician practice 
characteristics, trust in the clinician and health care system, 
cultural congruence, and extrinsic factors affecting the deci-
sion-making process. These themes and related subthemes are 
detailed in Table 2 and discussed further below.

Factors Regarding the Decision-Making Process Encounter
Many of the studies described factors that affected the use of 
SDM during a clinical encounter (Table 2). Patients discussed 
their ability to participate in the decision-making process 

Table 1. Summary Characteristics of the 39 Studies

Characteristic Studies, No.

Country
United States 38
Canada 1

Study design
Qualitative study 33
Cohort study 3
Systematic or scoping review 3

Predominant racial or ethnic population
African American/Black 24
Asian American 1
Latino/x/e 10
Native American 1

Number of participants
≤100 27
101-500 7
501-1,000 1
≥1,001 1
Not applicable 3

Topic of the medical decision
Chronic illnessa management 10
Cancer screening 8
Contraception 6
Mental health treatment 3
Otherb 12

Note: Refer to Supplemental Table 2 for detailed characteristics.

a Diabetes, asthma, hypertension, chronic pain, fibroids.

b Immunizations, end-of-life planning, and pre-exposure prophylaxis, among others.

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 23, NO. 2 ✦ MARCH/APRIL 2025

110

https://www.annfammed.org/lookup/suppl/doi:10.1370/afm.240087/-/DC1
https://www.annfammed.org/lookup/suppl/doi:10.1370/afm.240087/-/DC1


SHARED DECISION MAKING AMONG DIVERSE PRIMARY CARE POPULATIONS 

with the clinician.18,30,31,38,40,41,49,50,52-54 Specific factors that 
affected ability to participate included the way in which the 
clinician shared information,16,25,30,31,34,35,37,49,50 whether the 
clinician made a recommendation,18 and how the clinician 
encouraged the patient to share information.32,34,37 Patients 
also prioritized the ability to ask questions that enhanced 
their self-efficacy within the clinical visit.30,31,35

Clinician Practice Characteristics
Several studies discussed the role that various aspects 
of clinician-patient communication play in SDM (Table 
2).5,20,30,34,35,37,50-52 The importance of humanistic commu-
nication was frequently described, as was clear and honest 
communication.5,20,51,52 In one study, effective communica-
tion, described as a relationship in which the clinician seeks 

to know and understand the patient and family, was foun-
dational to tailored communication and decision making.53 
Clinician time constraints were a barrier to SDM.17,18,20,51,52 
Studies additionally highlighted how clinicians disliked being 
questioned, how they became impatient or dismissive when 
the patient attempted to ask questions, and how patients 
reported making accommodations for the clinician, prioritiz-
ing harmony with the clinician over their own care.17,28,36,52

Trust in the Clinician and Health Care System
Trust and factors impacting trust were often mentioned 
in the studies reviewed (Table 2). Facilitators of patient 
trust in SDM included clinician interpersonal skills; hon-
esty and information sharing; promoting of patient sharing; 
medical skills and technical competence; and a balance of 

Table 2. Overarching Themes and Subthemes, and Examples From Studies

Themes and 
subthemes Studies Examples

Decision-making 
process encounter

Partnership/par-
ticipation in decision 
making

Information sharing

Patient encouraged to 
share

Clinicians making 
recommendations

Ability to ask 
questions

Self-efficacy

Lazenby et al,30 Dehlendorf 
et al,18 Peek et al,37 Peek 
et al,34 Norful et al,32 Peek 
et al,35 Mhaimeed et al,50 
Chang et al,49 McNulty 
et al,31 Jones et al,25 Perez 
Jolles et al,51 Cicerchia 
et al,16 Williams et al,53 
Progovac et al,38 Riggan 
et al,40 Tan et al,52 Torke 
et al,41 Williams et al54

About one-half of patients reported that their clinician expressed a specific preference 
or suggestion, which influenced their choice.18 This was mostly received positively or 
neutrally; patients expressing negative attitudes stated they wanted facts, not their 
clinician’s opinions.

Patients mentioned how the role of a trusting, long-term relationship with a clinician 
was critical to opening up about discussions of mental health treatment and continu-
ing to try different treatment modalities.38

The vast majority of African American patients with diabetes reported a preference 
for SDM, although the preference was primarily based on an SDM definition that 
emphasized information sharing rather than decision-making sharing.34 Information 
sharing from both physicians and patients was the most frequently discussed. Physi-
cian information sharing was primarily defined as having clear and understandable 
communication “in laymen’s terms.” Patient information sharing was defined as being 
able to “tell their story.”

Information sharing, a collaborative patient-clinician partnership, and supported agency 
in decision making could increase self-efficacy and satisfaction with the treatment 
decision.31

Clinician practice 
characteristics

Interpersonal skills

Communication skills/
clear communication

Humanistic commu-
nication: empathy, 
concern, compas-
sion, courtesy

Clinician honesty/full 
disclosure

Medical skills/
competence

Clinician time/time 
constraints

Clinician accessibility/
availability

Peek et al,35 George et al,20 

Cortes et al,17 Perez Jolles 
et al,51 Tan et al,52 Dehlen-
dorf et al,18 Peek et al,37 Zis-
man-Ilani et al,5 Mhaimeed 
et al,50 Peek et al34

The most common theme was the preference for humanistic communication.5 Patients 
wanted their physicians to express empathy, concern, and compassion as part of the 
medical appointment. Ice breaker gestures (use of first names for the physician and 
patient, hugs, humor) were needed to humanize the interaction and support success-
ful communication and SDM.

Participants wanted PCPs to frankly discuss risks of suboptimal use of inhaled corticoste-
roids, particularly highlighting the risk of death.20 They believed that they needed to 
be reminded of the risks and that PCPs avoided honest discussions out of concern for 
raising patients’ anxiety.

Interpersonal skills, honesty, and medical skills/technical competence were reported as 
facilitators of trust.37

Patients across 6 studies highlighted clinicians’ time constraints as impacting their care. 
Nonetheless, patients were respectful of their clinicians’ limited time. Some simply 
refrained from asking questions as they felt bad taking up more of the clinician’s 
time. Others stated they would find other ways to get information, solve the issue 
themselves, or wait for another opportunity to ask their questions.52

Barriers to quality asthma care reported by patients included long wait times and short 
visits.20

continues

PCP = primary care physician; SDM = shared decision making.
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Table 2. Overarching Themes and Subthemes, and Examples From Studies (continued)

Themes and 
subthemes Studies Examples

Trust in the clinician/
health care system

Imbalance vs balance 
of power

Mistrust/suspicion vs 
trust in health care 
system

Perceived prejudice/
bias/stereotypes

Invalidation vs 
validation

Assertiveness/question-
ing authority

Health care system 
prioritized White 
patients

Passmore et al,33 Peek 
et al,36 Cortes et al,17 Kowal 
et al,28 Tan et al,52 Mhai-
meed et al,50 Peek et al,35 
McNulty et al,31 Carvajal 
et al,48 Norful et al,32 

George et al,20 Perez Jolles 
et al,51 Canales and Geller,14 
Allen et al,13 Peek et al,37 
Progovac et al,38 Zisman-
Ilani et al5

Trust affected the patient-clinician relationship. Within trusting relationships, patients 
felt comfortable speaking up and asking questions.35

African American women discussed mistrust of clinician motives more often and per-
ceived that women needed to advocate for themselves by preparing themselves with 
information.13

Patients voiced their suspicion of their prescribed medication, including its effects on 
their overall health and their clinicians’ intent when prescribing the medication.32

Clinician mistrust was commonly reported. This seemed to occur when the physician was 
on autopilot or the patient felt unseen or not really “known” to the clinician or staff.5

Barriers to SDM identified by Black patients included invalidation of Black patients’ ill-
ness experiences.50

Patients valued contraceptive counseling that focused on their preferences and disfa-
vored race/ethnicity-based prejudgement and/or discrimination.48 Discussing contracep-
tive preferences with clinicians and avoiding race/ethnicity-based judgement from clini-
cians during contraceptive counseling were associated with consistent use for patients.

Patients often reported making accommodations for the clinician to maintain a good 
patient-clinician relationship.52 Some prioritized preserving harmony with their clini-
cian over their own care. Some women reported refraining from asking questions or 
seeking clarifications when they felt the clinician was too busy or not in a good mood.

Patients commonly thought of the clinician as an all-knowing authority figure.17 The 
intervention taught patients how to actively ask more questions while maintaining 
respect for the clinician’s expertise and authority. Some patients were still hesitant 
to question authority; this was most commonly found in the transcripts of Spanish-
speaking patients.

Cultural congruence

Language compe-
tence/concordance 
vs barriers

Cultural competence/
humility

Cultural discordance vs 
concordance

Peek et al,36 Peek et al,37 Cor-
tes et al,17 McNulty et al,31 

Carvajal et al,15 Dehlendorf 
et al,18 Riffin et al,39 Kowal 
et al,28 Perez Jolles et al,51 
Tan et al52

Many patients felt that the language barrier impeded them from engaging meaning-
fully in SDM.52 Many mentioned the lack of interpreters in their clinic. Even when 
translators were provided, some did not take the time to fully or accurately translate 
everything the physician said.

For Spanish-speaking patients, language barriers often impeded in-depth treatment 
discussions during medical visits.39 Respondents described the need for improved lan-
guage competence by their American physicians. Patients lamented the lack of high-
quality interpreter services.

Patients described barriers to developing a relationship with their clinician: the relation-
ship was too short (not enough visits), the clinician did not share ethnic/racial/cultural/
social background, and there was a lack of time to ask questions.17

Physician racial bias and cultural discordance negatively impacted patients’ trust in 
clinicians.37

Extrinsic factors 
affecting the 
decision-making 
process

Decisions occur out-
side of the clinical 
encounter

Role of friends’/fami-
ly’s experiences with 
similar conditions/
treatment

Incorporating family

Zisman-Ilani et al,5 Kelley 
et al,27 Riffin et al,39 Katz 
et al,26 Williams et al,54 
Allen et al,13 Peek et al,34 
McNulty et al,31 Tan et al52

Patients described the decision-making process as the physician offering a treatment 
plan and the patient responding to the recommendation verbally (following the 
recommendation or agreeing or disagreeing with the recommendation based on 
personal preferences) or behaviorally (deciding to adhere or not adhere to the recom-
mendation once at home).34 “Noncompliance” with treatment plans therefore was 
often perceived as appropriate and “decisions” about care often occurred outside of 
the clinical encounter.

Patients talked about the importance of incorporating family members as part of type 2 
diabetes decision making to facilitate adherence and engagement with the prescribed 
treatment.5

Family members played a central role in decision making, with patients sometimes 
deferring to their spouses or children for the final decision.52 Many were upset if their 
family members (spouse, children) were not able to be present during the consultation 
or when making the decision.

Hispanic patients were more likely to comment that adverse prior treatment experiences 
of friends/family made them less inclined to choose a particular treatment.26

PCP = primary care physician; SDM = shared decision making.
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power.35,37,50,51 Barriers to patient trust included physician 
racial bias, cultural discordance between the clinician and 
patient, experiencing prejudice from the clinician, past 
experiences of health care discrimination, and invalidation 
of illness experiences and concerns.31,37,38,50 Mistrust (of the 
medical profession generally and of clinicians specifically) was 
an additional factor that affected SDM, as was suspicion of 
the effect of recommended medications on health, of clinician 
motives and intent, and of clinicians overall.20,32,50,51

Cultural Congruence
Studies described how not sharing racial, ethnic, cultural, and/or 
social background with one’s clinician was a barrier to develop-
ing patient-clinician SDM relationships, whereas having a clini-
cian with similar lived experiences or sharing the same racial 
and/or ethnic identity promoted relationship building (Table 
2).17,31,36,37 In addition, patients valued having culturally sensitive 
clinicians and interactions.39 Language barriers between patients 
and clinicians were identified as a barrier to engaging meaning-
fully in SDM.39,51,52 Patients noted the need for improved lan-
guage competence by their clinicians and lamented the lack of 
high-quality interpreter services.39 Language bar-
riers impeded in-depth treatment discussions, and 
patients indicated that translators did not always 
fully or accurately translate.28 39,52

Extrinsic Factors Affecting the Decision-
Making Process
Factors outside of the encounter and clinician-
patient relationship, including family members’ 
or peers’ past experiences with similar conditions 
or treatments, also affected SDM (Table 2). Sev-
eral studies described the importance of family 
members in the decision-making process during 
or outside the visit.5,27,52 Some patients valued 
input of their family on health care–related deci-
sions, and others added that incorporating family 
could facilitate adherence and engagement.5,27,52 
Studies described how decisions about care occur 
subsequent to the encounter, whereby a patient 
responded to a clinician’s recommended treat-
ment plan behaviorally, by adhering or not adher-
ing to the recommendations.31,34 For patients, 
what could be viewed as nonadherence by clini-
cians was appropriate decision making about care 
occurring outside of the clinical encounter based 
on incorporating information gained through dis-
cussions with family and friends.34

Thematic Framework
In total, our analysis identified 8 barriers and 15 
facilitators for SDM (Table 3). All have implica-
tions for clinical practice, and most can be modi-
fied with strategies and interventions at the clini-
cian and/or health system level, seen in the table.

The overall thematic framework for our findings is shown 
in Figure 2. This framework outlines the 3 phases of the 
decision-making process (previsit, visit, and postvisit) at 
which barriers and facilitators can impact the SDM process 
and relationship for better or worse.

DISCUSSION
Summary of the Evidence
This scoping review on factors influencing SDM with racially 
and/or ethnically diverse populations in primary care settings 
analyzed 39 studies. We categorized themes as barriers or 
facilitators for SDM and organized them based on the phase 
at which they come into play. Before and during the visit, 
SDM is affected by the clinician-patient relationship, pres-
ence of trust in the dyad, and cultural concordance. Clinician 
characteristics that facilitate SDM include clear communica-
tion, availability, respect, and focus on joint information shar-
ing and decision making. Factors that impact SDM after the 
visit include consultation with family members and friends 
throughout the decision-making process. Our study illustrates 

Table 3. Barriers and Facilitators for Shared Decision Making 
and Their Practice Implications

Category Practice implications

Barrier

Cultural discordance

Language barriers

Health care system prioritized White patients

Perceived prejudice/bias/stereotypes

Imbalance/balance of power

Mistrust/suspicion in health care system

Clinician time/time constraints

Clinicians making recommendations

Facilitator

Cultural concordance

Cultural competence/humility

Language competence

Clinician honesty/full disclosure

Medical skills/competence

Clinician accessibility/availability

Interpersonal skills

Communication skills/clear communication

Humanistic communication: empathy, con-
cern, compassion, courtesy

Partnership/participation in decision making

Information sharing

Patient encouraged to share

Ability to ask questions

Self-efficacy

Assertiveness/questioning authority

Health care systems can focus on 
hiring and retaining a workforce 
that can meet the cultural concor-
dance and language concordance 
needs of their patient population.

Clinicians can actively work to 
identify, understand, and unlearn 
implicit bias. Resources that clini-
cians can leverage are available 
online (https://www.aafp.org/
pubs/fpm/issues/2019/0700/
p29.html).

Health systems can support cli-
nicians in enabling sufficient 
encounter time for patients 
to share their stories and ask 
questions.

Clinicians can focus on clear, empa-
thetic, honest, compassionate, and 
courteous communication.

Clinicians can engage patients in 
decision making by encourag-
ing information sharing, eliciting 
questions from the patient, and 
encouraging patients to communi-
cate their preferences.
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that although there is diversity in preferences across diverse 
individuals, using commonsense communication strategies 
will facilitate SDM, whereas experiences of prejudice, bias, 
clinician impatience, and insufficient time for questions and 
discussion will impede SDM.

Recommendations to Improve SDM With Diverse 
Populations
Clinician-Patient Communication
Patients desire clear, understandable, humanistic communica-
tion that conveys empathy, concern, and compassion from 
their clinician.5,34 They also desire the ability to “tell their 
story,” to be heard, and to be validated, however.34,50 Patients 
value information sharing, supported agency in decision 
making, and having the ability and the time to ask ques-
tions.25,34,49,50,52 Clinicians can prioritize patients’ desire to feel 
heard by asking them what is important to them about the 
specific decision being made during the visit.

Trust
Trust in the health care system and in one’s primary care cli-
nician can substantially impact the relationship. Our review 

highlights that trust is a facilitator in SDM and that various 
factors can promote or inhibit trust and trusting relationships 
between clinicians and patients. For example, in one study on 
mental health, a trusting relationship was critical to being open 
to treatment discussions and willingness to try different treat-
ment modalities, including those outside patients’ originally 
stated treatment preferences.38 Patients who had experienced 
health care discrimination, however, faced greater challenges 
to forming trusting relationships with clinicians to engage in 
SDM.38 To promote trust, clinicians can communicate honestly, 
give more information, encourage patient sharing and question 
asking, validate individual experiences, and promote a balance of 
power through consideration of patient preferences.20,34,35,37,50,52 
Patient and engaging communication, whereby clinicians talk 
with patients rather than at patients, will promote trusting SDM 
relationships with diverse patient populations.5

Cultural Congruence
Cultural and language congruence between clinicians and 
patients was a theme that also arose frequently, whereby con-
cordance was a facilitator and discordance was a barrier to 
SDM. Health care systems can focus on hiring and retaining 

Figure 2. Thematic Framework for Shared Decision Making 
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a workforce that is diverse in race, ethnicity, and cultural 
identity as well as social background, so that patients can have 
access to clinicians with similar lived experiences with whom 
they can develop the trusting clinician-patient relationships 
essential for SDM. Ensuring a language-capable workforce is 
similarly needed in light of negative patient experiences with 
interpreters that impeded SDM in the studies reviewed.51,52 
Clinicians who do not share cultural (and language) congru-
ence with patients can still promote therapeutic relationships 
with patients by ensuring in-depth treatment discussions, pro-
viding time to ask questions, and avoiding invalidation, race- 
and ethnicity-based judgements, and discrimination.38,48,50,52

Inclusion of Family Members in the Decision-Making 
Process
Clinicians should elicit patients’ preferences regarding family 
member participation and ensure their inclusion if the patient 
requests their input. Respecting the importance of family 
involvement may enhance the trust that the patient has in the 
clinician and the health care system and may help improve 
adherence to agreed-on interventions. Clinicians and health 
systems can welcome family involvement in decision-making 
visits. Clinicians can also recognize that patients may talk to 
people outside of the visit about their decision and should ask 
patients who helps them with decision making.

Limitations
This study was limited by the inclusion and exclusion param-
eters that we chose. We excluded studies from countries out-
side of the United States and Canada, which may have limited 
the information collected. We also focused on the patient-
clinician interaction within a primary care office visit, poten-
tially missing out on informative data from studies conducted 
in specialty clinics or in hospitals. Our study is also limited 
by the original study populations, which were predominantly 
African American and Hispanic/Latino/x/e, and therefore by 
underrepresentation of other racial and ethnic groups.

Conclusions
Our analysis shows that focusing on clear, honest, and 
compassionate clinician communication that enables and 
encourages patient information sharing and question ask-
ing will facilitate SDM in racially and/or ethnically diverse 
populations. Health systems can promote SDM by ensuring 
a language-capable and culturally diverse clinician workforce 
that is accessible and enables visits in which patients have 
sufficient time and opportunity to ask questions and tell their 
illness story. Above all, when caring for patients, as individu-
ally based preferences are likely, avoiding assumptions and 
eliciting personal preferences is paramount.
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