Disparities in Shared Decision-Making Research
and Practice: The Case for Black American Patients

Yaara Zisman-Ilani, MA, PhD"*?
Shely Kbaikin®

Margot L. Savoy, MD, MPH**
Anuradba Paranjape, MD, MPH*
Daniel J. Rubin, MD, MSc*
Regina Jacob, MD, MSCE*
Thomas H. Wieringa, PhD°
Jobn Suarez, MA®

Jin Liu, MS, MPH?

Heather Gardiner, MA, MPH, PhD"
Sarab Bauerle Bass, MPH, PhD"
Victor M. Montori, MD’

Laura A. Siminoff, MA, PhD"

'College of Public Health, Temple University,
Philadelphia, Pennsylvania

2Division of Psychology and Language Sciences,

University College London, London, United
Kingdom

3Shared Decision Making Laboratory, Temple
University, Philadelphia, Pennsylvania

“Lewis Katz School of Medicine, Temple
University, Philadelphia, Pennsylvania

American Academy of Family Physicians, Wash-

ington, DC

SDepartment of Biomedical Data Sciences,
Leiden University Medical Center, Leiden, The
Netherlands

"Mayo Clinic, Rochester, Minnesota

v

VISUAL
ABSTRACT

Conflicts of interest: Dr Zisman-Ilani is a member of the
Patient-Centered Outcomes Research Institute (PCORI)
Advisory Panel on Clinical Effectiveness and Decision
Science. All other authors report none.

CORRESPONDING AUTHOR

Yaara Zisman-Ilani

Department of Social and Behavioral
Sciences, College of Public Health
Temple University

1700 North Broad St

Philadelphia, PA 19122

yaara@temple.edu

ABSTRACT

OBJECTIVE The extent of shared decision making (SDM) use in the care of Black patients is
limited. We explored preferences, needs, and challenges of Black patients to enhance SDM
offerings.

METHODS We performed interviews with 32 Black patients receiving type 2 diabetes care
in safety-net primary care practices caring predominantly for Black people.

RESULTS The following 4 themes emerged: preference for humanistic communication, need
to account for the role of family in decision making, need for medical information sharing,
and mistrust of clinicians.

CONCLUSION Given the dearth of research on SDM among ethnic and racial minorities,
this study offers patient-perspective recommendations to improve SDM offerings for Black
patients in primary care settings. To enhance SDM with Black patients, acknowledgment

of the importance of storytelling as a strategy, to place medical information in a context
that makes it meaningful and memorable, is recommended. Triadic SDM, in which family
members are centrally involved in decision making, is preferred over classical dyadic SDM.
There is a need to reconsider the universalism assumption underlying contemporary SDM
models and the relevancy of current SDM practices that were developed mostly without the
feedback of participants of ethnic, racial, and cultural minorities.
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INTRODUCTION

ype 2 diabetes (T2D) is especially prevalent among racial and ethnic minori-

ties."? Black and Hispanic Americans are at increased risk of T2D compared

with non-Hispanic White Americans,* and similar disparities exist in other
countries.*>7 Black persons with T2D often experience barriers related to health
disparities and social determinants of health such as the environmental conditions
in which they live, low socioeconomic status, and low health literacy. These factors
add unique and additional burdens to the daily effort of ongoing T2D manage-
ment,® which interfere with the quality of T2D treatment compared with White
individuals and are associated with high rates of T2D disengagement, treatment
nonadherence, and worse health outcomes.”?

Shared decision making (SDM) is a recommended practice to improve health
communication and decision making and is particularly recommended for patients
with T2D, for whom it has been evaluated in research and clinically offered to
patients for >2 decades.'*" Shared decision making is particularly important when
caring for medically underserved minority patients because it acknowledges the
various preferences, values, and barriers related to engagement in diabetes care
activities and can improve diabetes outcomes.'

Despite the promising results of SDM when applied to T2D care,'? its imple-
mentation and use with Black and other ethnic and racial minority patients is
limited, with few studies focused on SDM and ethnic and racial minorities with
T2D.""'® The limited scope of SDM studied in T2D with Black patients found that
patient-clinician power imbalances were exacerbated by race and served as a barrier
to initiating SDM."2° These findings stand in contrast to dominant SDM models
that assume universalism in patient-clinician communication; that each medical
discussion has the same communication principles regardless of diagnosis, patient,
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SDM DISPARITIES AMONG BLACK PATIENTS

or setting.?'?> Whereas such medical SDM models have
become the norm for SDM research and practice, they have
not advanced the implementation and use of SDM with eth-
nic and racial minorities and with Black patients in particular.
This is because studies involving Black individuals and SDM
are scant, particularly in T2D, unlike the rich volume and

scope of research on SDM and T2D with White and Western
participants from high-income countries.'¢232¢

To understand what prevents SDM from being broadly
implemented and used with Black patients, we investigated
the preferences, needs, and challenges around SDM as expe-
rienced by Black individuals with T2D, and offer possible
adaptations and modifications for SDM models, practice, and

research with Black communities.

METHODS

Setting and Context

During the period August 2019 to February 2020, we
recruited participants from the primary care practices at a
safety-net hospital serving medically underserved racial and
ethnic communities, most of whom are Black patients with
T2D (80%, an average of 3,000 patients a month). The clinics
are located in Philadelphia, Pennsylvania, one of the largest
cities in the United States and ranked fourth for diabetes
prevalence.?”?° More than 70% of the patients served by the
clinics are of low socioeconomic status and participate in fed-
eral health assistance programs. Eligible patients for the study
were Black individuals with T2D defined by International Clas-
sification of Diseases, 10th Revision, Clinical Modification Diag-
nosis Code E11.x, aged >18 years, English speakers, and who
had an established relationship with an attending primary
care physician (=1 appointment in the past year). This study
was approved by the Temple University Institutional Review
Board (protocol #25352).

Recruitment Procedures

We conducted an initial screening of potential participants
for eligibility criteria and contacted them via mail and tele-
phone. Patients who agreed to participate were invited for
an in-person interview. Informed consent and Health Insur-
ance Portability and Accountability Act authorizations were
obtained, and participants were offered $35 in cash after
completing the interview.

Data Collection Procedures

We developed an interview guide based on recommended
domains of SDM,3%3! on literature that addresses the com-
munication needs of patients from racial and ethnic minority

171932 on previous experience developing interview

groups,
guides for SDM studies,>>33-* and on personal experiences
of the research team members. The guide focused on par-
ticipants' familiarity with SDM and their attitudes toward
and feelings and thoughts about SDM in general and in the

context of T2D care. We also asked about unmet needs,

challenges, and facilitators related to SDM practice in their
care and about issues related to race, culture, racism, and dis-
parities (eg, cultural/gender discordance).

At the end of the interview, participants completed the
9-item Shared Decision Making Questionnaire (SDM-Q-
9),3¢ a self-reported measure of perceived experience of
SDM. When completing the SDM-Q-9, they were asked to
think of their most recent clinical T2D appointment. The
items describe different clinician behaviors, such as sharing
treatment options and asking the patient about their prefer-
ences, that represent the SDM process. The questionnaire
has been translated into 25 languages and has good psy-
chometric qualities.’” The Cronbach a in the original study
was 0.938,%¢ with similar results found for different samples,
in different countries, and in different languages.® For
each of the 9 items, participants responded using a 6-point
Likert scale ranging from “completely disagree” (1) to
“completely agree” (6). Summing all items yields a raw total
score of 0 to 45. Multiplication of the raw score by 20/9
provides a score transformed to range from 0 to 100, where
0 indicates the lowest possible level and 100 indicates the
highest extent of SDM.

Participants provided demographic information, and we
reviewed their medical records for diagnosis and/or comor-
bidities, prescribed medications, and glucose level. A trained
research assistant (J.S.) conducted recruitment procedures
and the in-person, semistructured interviews in a private
room in the clinics. Interviews were recorded and lasted 30 to
45 minutes.

Data Analysis

We coded interview transcripts using Dedoose, a web-
platform application for analyzing qualitative research. We
used IBM SPSS Statistics software version 24.0 for statistical
analyses. We conducted qualitative data analysis using the-
matic content analysis,*> which resulted in a rich description
of the data set. The first author (Y.Z.-1.) developed a cod-
ing manual iteratively to guide the thematic coding, ensure
ongoing reliability, and lead the qualitative analysis meetings.
Analysis was conducted independently by 2 trained research
assistants (J.S., J.L.) along with the first author (Y.Z.-1.). We
later organized themes as central themes and subthemes.*°
We discussed disagreements regarding assigned codes during
weekly team meetings, which were resolved by consensus.

RESULTS

Sample and Patient Characteristics

After a sufficient level of saturation based on the study’s aim
was achieved,*' the total sample included 32 Black patients,
men and women, with a T2D diagnosis. One-half of the
participants (n= 17: 53%) were women, and the sample
mean age was 59 = 11.9 years (Table 1). Patients exhibited a
range of glycemic control (mean [SD] glycated hemoglobin
[HbA,]=8.96% [2.7%]; range, 6%-14%).
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Qualitative Analysis

Four themes emerged, as follows: preference for humanistic
communication, a need to account for the central role of fam-
ily members in decision making, a need for medical informa-
tion, and mistrust of clinicians as a barrier to initiating the
SDM process. Each is discussed, along with subthemes that
suggest encouraged clinician behaviors (see Table 2 for perti-
nent quotations).

Preference for Humanistic Communication

Show empathy and build rapport. The most common
theme reflects participants' preferences for humanistic com-
munication. Participants wanted their physicians to express
empathy, concern, and compassion as part of the medical
appointment. Many participants wanted to be able to share
their personal story with the physician, even if not related to
T2D, and wanted the physician to show a general interest in
them as persons above and beyond their diabetes symptoms.

Table 1. Demographic and Clinical Characteristics
(N=32)

Variable Mean (SD) No. (%)

Age, y 59 (11.9)

18-39 3(9)

40-65 20 (63)

>65 9 (28)
Female 17 (53)
Black Americans 32 (100)
Marital status

Single 10 (31)

Married 13 (41)

Separated/divorced/widowed 9 (28)
Education, y

9-11 7 (22)

12 14 (44)

>13 11 (34)
Employment status

Full-time 6 (19)

Part-time 3 (9)

Irregular work/unemployed /other 23 (72)
Primary diagnosis

Type 2 diabetes 32 (100)
Total participants with comorbidities 26 (81)
Treatment regimen (n = 26)

Diet 14

Oral drugs and/or diet 11 (42)

Insulin 4 (15)

Oral drugs and/or insulin 7 (27)

Insulin and/or GLPTRA 3 (12)
HbA. (%) 8.96 (2.7)

GLP1RA = glucagon-like peptide-1 receptor agonist; HbA;. = hemoglobin A;.

Specifically, doctor-patient encounters in which the doctor
asked about the patient’s family matters and listened to stories,
daily experiences, or other health conditions and concerns
were remembered as helping in diabetes management and
were preferred by participants.

Use ice-breaker gestures. Almost all participants men-
tioned that ice-breaker gestures, such as the use of a first
name for the doctor and patient, hugs, and humor, are needed
to humanize the interaction and support successful clinician-
patient communication and SDM. A 61-year-old woman said,
“She [the doctor] come in with a handshake [to greet me].
[1It's] very important because [ feel as though I could have
confidence. It gives you confidence.”

Facilitate level-playing-field interaction. Participants
reported preferring that their doctor talk with them and not
at them, on a "“level playing field." For example, a 52-year-old
man said, “I don't like when some doctors bark at you, like,
You need to do this and that'...and so we [the doctor and |
need to] have discussions.”

Need to Account for the Central Role of Family Members
in Decision Making

Often, family members are involved in the management of
T2D and join the T2D appointments. A 65-year-old man
pointed out the importance of including his wife, “"Well, my
wife is very supportive [in my diabetes care] because she's
the one that has to cook and make sure I'm eating right.” Par-
ticipants also talked about the importance of incorporating
family members as part of T2D decision making to facilitate
adherence and engagement with the prescribed treatment.

Need For More Medical Information

Participants reported feeling that they do not know enough
about their T2D and cannot think of a way to ask their
doctor about it. Some reported seeking this information
themselves or reluctantly accepting the situation. A 69-year-
old woman said, “As a matter of fact, I didn't know what it
[HbA,.] was and [at first] didn't care.” Other participants
expressed dissatisfaction with the information provided about
their prescribed treatment and felt that they did not under-
stand why it was prescribed or what it does, but that there
was nothing they could do.

Mistrust of Clinicians
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. Half of
the participants reported experiencing negative communica-
tion. A 66-year-old man described, “[ The doctor] was just tell-
ing me stuff that I already knew, what to do, what not to do,
and what to eat. And I've been a diabetic | guess for 15 years.”
Decrease autopilot communication. Robotic communi-
cation, or on autopilot, led to miscommunication, enhanc-
ing mistrust, and making patients develop antagonism even
before the beginning of the appointment. The quotation in
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Table 2. Themes and Subthemes Suggesting Encouraged Clinician Behaviors and Pertinent Quotes

Preference for humanistic communication

Show empathy and [I like that] the doctor was a person that was a human being. She cared. She listens to you. She just don’t zoom in
build rapport like you're in a factory on the assembly line. She takes time out and listens to her patients. And she enthused me.
(59-year-old woman)

Use ice-breaker gestures  He [the doctor] laughed at my jokes. | mean, it weren’t like they weren’t funny, but he laughed at my jokes. | had
him cracking up. And that was when | was in a lot of pain. (52-year-old man)
Facilitate level-playing- My doctor never talking against me. He’s always talking with me. It's always what you really need to consider, what
field interaction you really need to do, what you need to really make happen right away. (66-year-old man)

Need to account for the central role of family members in decision making

He [the doctor] takes his time with us to talk because me and my mama come together [to the appointment] and he
talks to both of us. She had diabetes too. So however long it takes he’ll take his time with us. (59-year-old woman)

Need for more medical information

My doctor decided to give me medication. | had been on the borderline for like 2 years. And so | can't remember
exactly why he decided to prescribe medication, which I don’t fully understand. | don't feel that | need it, but he’s
a doctor, so | go along with it. But I still have in the back of my mind, why do | need medication?? Because usu-
ally, I take my sugar glucose. I'm supposed to do it twice a day, but | only do it once. But it's never beyond 120.
Usually the range it runs like 114, 104, below like 120. | never have a glucose reading of 150 or 200. | think it's
[supposed to be excessive in the] 200 range, 150 range or something. But | never had that, so | don't fully under-
stand. 1'm being treated because my doctor recommended with medication. That's when | got metformin. But |
don't fully understand it, but that's what he prescribes. So he’s a doctor. (77-year-old woman)
Mistrust of clinicians
Decrease autopilot He’ll [the doctor] come in and say “Good morning,” “"How is my day,” all these type of things, “What are you here
communication for today?” and | look like, Why did he ask me that? Ain‘t he supposed to know?? [...] | think that doctors don't
have to converse with you like, "How’s your kids or mom? Did you see the game yesterday?” or something like
that, but at least acknowledge that your patient isn't patient number 42. (61-year-old woman)
Be direct and open His [the doctor’s] approach is perfect, in my opinion. Somebody else, it may not fit. But he just straight with me, I'm
straight with him. Anything he ask, | blurt out. (52-year-old man)

Table 2 reflects the patient’s frustration. Whereas the clini- DISCUSSION

cian seems to have tried to initiate small talk with the patient Results of the present study offer insights and patient-perspec-
in an effort to break the ice, a step often recommended in the tive recommendations for SDM in T2D care with medically
SDM literature, the patient perceived the clinician's intention underserved Black patients. On the basis of the views and per-
negatively, which then affected their engagement in care. As ceptions of and the preferences for SDM among participants
the 61-year-old woman said, “If you leave your doctor's office in our sample, humanistic communication should be a basic

and you feel like he wasn't paying attention,

' i k th o
youre goims o be,,wéry to come back the Table 3. Distribution of SDM-Q-9 Items (N = 32, range 1-6)
next appointment.” Finally, patients preferred

direct and open communication. A 52-year- Mean (SD)
old man explained, "l want he just straight
. " Mean score 5.03 (0.57)
with me.
Sum score 80.5 (11.5)
Quantitative Analysis Individual items
1. My doctor makes clear that a decision needs to be made. 5.0 (0.92)

The quantitative self-report results of the
SDM-Q-9 showed high levels of SDM (mean 2. My doctor wants to know exactly how | want to be involved in 5.0 (0.6)

ki h ision.
[SD] score, 5.03[0.57]; sum score, 80.5[11.5]) , mMa 'ggtt etdenc's'onth diferent ontions for treat 491 (0.96)
‘ . My doctor tells me there are different options for treating my . .
(Table 3). However, a deeper look at the dis-

. £ th ] o b : medical condition.
tribution of the 9 items comprising the scale 4. My doctor precisely explains the advantages and disadvantages of 5.05 (0.67)

showed lower means for items 3 ("“My doctor the treatment options.

tells me there are different options for treat- 5. My doctor helps me understand all the information. 5.25 (0.51)
ing my medical condition”), 6 ("My doctor 6. My doctor asks me which treatment option | prefer. 4.72 (0.51)
asks me which treatment option [ prefer”), 7. My doctor and | thoroughly weigh the different treatment options. 4.72 (1.28)
and 7 ("“My doctor and I thoroughly weigh 8. My doctor and | select a treatment option together. 5.13 (0.83)
the different treatment options”), which 9. My doctor and | reach an agreement on how to proceed. 5.16 (0.77)

address the sharing component of the SDM

. th 1 SDM-Q-9 = 9-item Shared Decision Making Questionnaire.>®
process in the scale.
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strategy for SDM.*? In the participants’ views, humanistic
communication includes honest expression of empathy and
rapport building; use of ice-breaker gestures such as humor,
smiles, and handshakes; and a level-playing-field dynamic, in
which the doctor talks with the patient, rather than at the
4345 3 strategy that
places medical information in a context that renders it mean-

patient. Making room for storytelling,

ingful and memorable, can overcome some of the cultural
barriers to addressing emotional issues with Black Americans.
Our findings also point to the need to prioritize a triadic
SDM approach,*® whereby family members take substantial
part in the decision making, over the classic dyadic SDM that
involves just 2 participants, a patient and a clinician. Because
the family often plays a central role in T2D management for
Black individuals,*** more consideration and attention should
be given to expanding SDM to a 3-way discussion.

Our findings also highlight which clinician behaviors to
avoid. Impersonalized care and an autopilot communica-
tion mode are highly discouraged because they increase
the patient's mistrust of the clinician. Direct and open com-
munication is preferred, perhaps even the blunt sharing of
the difficulty experienced by the clinician to break the ice
over any artificial robotic attempt to communicate. Finally,
perhaps one of the most disturbing findings is related to lack
of information sharing about T2D and care options. Informa-
tion exchange is a basic principle in any SDM model and

30,31

guidelines.3*3' However, information is not always shared

with patients who are members of racial/ethnic minorities,
and they often feel discouraged from asking questions.2+4%°°
This leads to an unintentional disparity in offering and using
SDM.2¢ Our quantitative results, measured by the SDM-Q-9,
provide additional support. Whereas the overall score showed
a good level of self-reported SDM, a detailed observation of
the distributions of the 9 items showed lower levels for items
addressing information sharing (item 3), elicitation of prefer-
ences (item 6), and deliberation (item 7).

Practice Implications

As identified in our sample of Black Americans with T2D,
our findings have higher-order implications for the need

to address disparities in engagement methods, particularly

in SDM research and clinical offerings for chronic condi-
tions.>*?¢ According to the Purposeful SDM approach,®'*?
common SDM tools assume universalism in patient-clinician
communication; that each medical discussion uses the same
communication principles regardless of diagnosis, patient, or
setting. A recent systematic review of SDM tools found that
common tools for T2D (ie, decision aids) focus on discussing
medical options (risks and benefits) but neglect contextual
factors, such as social determinants of health, race, ethnicity,
culture, socioeconomic status, and racism, in health care.”
This situation is not unique to T2D; it is also observed in the
context of other health conditions.”* This is a serious draw-
back of existing SDM tools,* especially for Black Americans,
who often experience high levels of the above-mentioned

barriers.2%32°%57 For example, Black patients with T2D
reported that their need to share information and to be heard
by their clinician exceeds mere symptom reporting and medi-
cal advice," which might explain the limited offering, use,
and effectiveness of SDM and other communication tools
among this group. In the field of mental health, for example,
this weakness of SDM limits its dissemination, and some
SDM interventions in mental health include additional fac-
tors, other than medical or clinical, that affect medical dis-
cussions.’*%:%* Therefore, there is an urgent need to expand
SDM offerings and use for Black, Indigenous, and people of
color (BIPOC), who could benefit the most from culturally
sensitive SDM.

The present study has several strengths. First, we con-
ducted it in primary care clinics that predominantly serve
BIPOC. These clinics are part of a safety-net hospital that
serves one of the most marginalized populations, which are
often medically underrepresented in research, particularly in
SDM research. Second, our team is diverse, and BIPOC and
other minority members were involved throughout the study
including during data collection, interpretation, analysis, and
writing. Third, we used a formative qualitative approach that
allowed us to gain in-depth insights into the perspectives,
preferences, and views of the study participants.

Nonetheless, study limitations include the fact that par-
ticipants were residents of Philadelphia; hence, our findings
might not be generalizable to Black individuals with T2D liv-
ing in rural areas and/or other US cities or to other ethnora-
cial groups. We did not document the number or length of
appointments with primary care clinicians, which could affect
SDM because a major barrier to good SDM is short appoint-
ment times.®' In addition, whereas we did not collect data
on the gender, race, and ethnicity of the clinicians for each
of the 32 participants, there were slightly more women than
men clinicians in the participating clinics, and clinicians were
overwhelmingly (>85%) White.

To summarize, addressing unconscious/conscious biases
and differences in care delivery that lead to inequitable health
outcomes is critical for the ability to move forward toward
better health care for all. Our findings offer meaningful and
needed insights into, and recommendations for, future use
and adaptations to make SDM more valuable in the care of
Black patients and other ethnoracial minorities. Future studies
should focus on enhancing and adjusting current SDM tools
and practices for marginalized communities that experience
ineffective communication with their clinicians and worse
health outcomes, and on developing new strategies for cul-
turally sensitive and meaningful SDM. Taking into account
clinician demographics, future research directions should also
focus on the interaction of clinician-patient ethnicity and race
on SDM and communication outcomes.

% Read or post commentaries in response to this article.

Submitted April 12, 2022; submitted, revised October 12, 2022; accepted Octo-
ber 19, 2022.

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG

e 5 Jdi


https://doi.org/10.1370/afm.2943

SDM DISPARITIES AMONG BLACK PATIENTS

Key words: shared decision making; health disparities; Black/African Americans;
type 2 diabetes

Disclaimers: The authors confirm that all patient/personal identifiers have been
removed or disguised so that the patient/person(s) described are not identifiable
and cannot be identified by the details of the story.

Funding support: This work was supported by funding from a Temple Univer-
sity Grant-in-Aid Program and the NIMH (award R34 MH-128497). The contents
are solely the responsibility of the authors and do not necessarily represent

the official views of Temple University or the National Institutes of Health, and
endorsement by the federal government should not be assumed.

Previous presentations: American Diabetes Association 81st Scientific Sessions;
June 25-29, 2021; virtual.

References

—

N

w

~

]

()]

~

@

©

1

=

. Mathur R, Farmer RE, Eastwood SV, Chaturvedi N, Douglas I, Smeeth L. Eth-

nic disparities in initiation and intensification of diabetes treatment in adults
with type 2 diabetes in the UK, 1990-2017: a cohort study. Mauricio D, ed.
PLoS Med. 2020;17(5):e1003106. 10.1371/journal.pmed.1003106

. Pham TM, Carpenter JR, Morris TP, Sharma M, Petersen I. Ethnic differences

in the prevalence of type 2 diabetes diagnoses in the UK: cross-sectional
analysis of the Health Improvement Network Primary Care Database. Clin
Epidemiol. 2019;11:1081-1088. 10.2147/CLEP.S227621

. Zhu Y, Sidell MA, Arterburn D, et al. Racial/ethnic disparities in the preva-

lence of diabetes and prediabetes by BMI: Patient Outcomes Research To
Advance Learning (PORTAL) multisite cohort of adults in the U.S. Diabetes
Care. 2019;42(12):2211-2219. 10.2337/DC19-0532

. Centers for Disease Control and Prevention. National Diabetes Statistics Report,

2017. Estimates of Diabetes and Its Burden in the United States. Published 2017.
Accessed Jan 10, 2023. https://dev.diabetes.org/sites/default/files/2019-06/
cdc-statistics-report-2017.pdf

. Alharbi TJ, Constantino MI, Molyneaux L, et al. Ethnic specific differences in

survival of patients with type 2 diabetes: analysis of data collected from an
Australian multi-ethnic cohort over a 25 year period. Diabetes Res Clin Pract.
2015;107(1):130-138. 10.1016/j.diabres.2014.09.037

. Ballotari P, Caroli S, Ferrari F, et al. Differences in diabetes prevalence and

inequalities in disease management and glycaemic control by immigrant
status: a population-based study (Italy). BMC Public Health. 2015;15:87.
10.1186/512889-015-1403-4

Meeks KA, Freitas-Da-Silva D, Adeyemo A, et al. Disparities in type 2 dia-
betes prevalence among ethnic minority groups resident in Europe: a sys-
tematic review and meta-analysis. Intern Emerg Med. 2016;11(3):327-340.

10.1007/511739-015-1302-9

. Cannon A, Handelsman Y, Heile M, Shannon M. Burden of illness in type

2 diabetes mellitus. ] Manag Care Spec Pharm. 2018;24(9-a Suppl):S5-S13.
10.18553/jmcp.2018.24.9-a.55

. Labrador Barba E, Rodriguez de Miguel M, Hernandez-Mijares A, et al.

Medication adherence and persistence in type 2 diabetes mellitus: perspec
tives of patients, physicians and pharmacists on the Spanish health care
system. Patient Prefer Adherence. 2017;11:707-718. 10.2147/PPA.S122556

. Gerber BS, Cho YI, Arozullah AM, Lee SYD. Racial differences in medication

adherence: a cross-sectional study of Medicare enrollees. Am J Geriatr Phar-
macother. 2010;8(2):136-145. 10.1016/j.amjopharm.2010.03.002

. Johnson PJ, Ghildayal N, Rockwood T, Everson-Rose SA. Differences in

diabetes self-care activities by race/ethnicity and insulin use. Diabetes Educ.
2014;40(6):767-777. 10.1177/0145721714552501

. Shiyanbola 00, Brown CM, Ward EC. “I did not want to take that medicine”:

African-Americans’ reasons for diabetes medication nonadherence and per-
ceived solutions for enhancing adherence. Patient Prefer Adherence. 2018;12:
409-421. 10.2147/PPA.S152146

. Tamhane S, Rodriguez-Gutierrez R, Hargraves |, Montori VM. Shared

decision-making in diabetes care. Curr Diab Rep. 2015;15(12):112. 10.1007/
s11892-015-0688-0

. Zolnierek KB, Dimatteo MR. Physician communication and patient adher-

ence to treatment: a meta-analysis. Med Care. 2009;47(8):826-834. 10.1097/
MLR.0b013e31819a5acc

15.

16.

18.

20.

2

22.

23.

24.

25.

26.

2

<

28.

29.

30.

3

32.

33.

34.

Wang MJ, Hung LC, Lo YT. Glycemic control in type 2 diabetes: role of
health literacy and shared decision-making. Patient Prefer Adherence. 2019;
13:871-879. 10.2147/PPA.S202110

Perez Jolles M, Richmond J, Thomas KC. Minority patient preferences, bar-
riers, and facilitators for shared decision-making with health care providers
in the USA: a systematic review. Patient Educ Couns. 2019;102(7):1251-1262.
10.1016/j.pec.2019.02.003

. Peek ME, Quinn MT, Gorawara-Bhat R, Odoms-Young A, Wilson SC, Chin MH.

How is shared decision-making defined among African-Americans with diabe-
tes? Patient Educ Couns. 2008;72(3):450-458. 10.1016/j.pec.2008.05.018

Campbell JA, Egede LE. Individual-, community-, and health system-level
barriers to optimal type 2 diabetes care for inner-city African Americans: an
integrative review and model development. Diabetes Educ. 2020;46(1):11-27.
10.1177/0145721719889338

. Peek ME, Wilson SC, Gorawara-Bhat R, Odoms-Young A, Quinn MT, Chin

MH. Barriers and facilitators to shared decision-making among African-
Americans with diabetes. J Gen Intern Med. 2009;24(10):1135-1139. 10.1007/
s11606-009-1047-0

Peek ME, Odoms-Young A, Quinn MT, Gorawara-Bhat R, Wilson SC, Chin MH.
Race and shared decision-making: perspectives of African-Americans with
diabetes. Soc Sci Med. 2010;71(1):1-9. 10.1016/).SOCSCIMED.2010.03.014

. Elwyn G, Frosch D, Thomson R, et al. Shared decision making: a model for

clinical practice. J Gen Intern Med. 2012;27(10):1361-1367. 10.1007/511606-
012-2077-6

Elwyn G, Durand MA, Song J, et al. A three-talk model for shared decision
making: multistage consultation process. BMJ. 2017;359:j4891. 10.1136/BM].
4891

Bravo P, Harter M, McCaffery K, Giguére A, Hahlweg P, Elwyn G. Editorial:
20 years after the start of international shared decision-making activities: is
it time to celebrate? Probably.... Z Evid Fortbild Qual Gesundhwes. 2022;171:
1-4. 10.1016/).ZEFQ.2022.05.009

Zisman-llani Y, Chmielowska M, Dixon LB, Ramon S. NICE shared decision
making guidelines and mental health: challenges for research, practice and
implementation. BJPsych Open. 2021;7(5):e154. 10.1192/BJ0.2021.987

Zisman-llani Y, Obeidat R, Fang L, Hsieh S, Berger Z. Shared decision
making and patient-centered care in Israel, Jordan, and the United States:
exploratory and comparative survey study of physician perceptions. JMIR
Form Res. 2020;4(8):e18223. 10.2196/18223

Treichler E, Zisman-llani Y. Addressing disparities in treatment engagement
models. Psychiatr Serv. 2022;73(8):841-841. 10.1176/APPI.PS.22073008

. Philadelphia Department of Public Health. Diabetes Prevalence and Impact on

Philadelphia. Published Jul 2019. Accessed Jan 10, 2023. https://www.phila.
gov/media/20190702120959/chart-v4e5-edit2.pdf

The Pew Charitable Trusts. Philadelphia 2018. The State of the City. Pub-
lished Apr 5, 2018. Accessed Jan 10, 2023. https://www.pewtrusts.org/en/
research-and-analysis/reports/2018/04/philadelphia-2018-the-state-of-the-city

Philadelphia Department of Public Health. Community Health Assessment.
Published May 2014. Accessed Jan 10, 2023. https://www.phila.gov/media/
20181105154446/CHAreport_52114_final.pdf

Charles C, Gafni A, Whelan T. Shared decision-making in the medical encoun-
ter: what does it mean? (or it takes at least two to tango). Soc Sci Med. 1997;
44(5):681-692. 10.1016/5s0277-9536(96)00221-3

. Charles C, Gafni A, Whelan T. Decision-making in the physician-patient

encounter: revisiting the shared treatment decision-making model. Soc Sci
Med. 1999;49(5):651-661. 10.1016/50277-9536(99)00145-8

Peek ME, Odoms-Young A, Quinn MT, Gorawara-Bhat R, Wilson SC, Chin MH.
Racism in healthcare: its relationship to shared decision-making and health
disparities: a response to Bradby. Soc Sci Med. 2010;71(1):13-17. 10.1016/
j.socscimed.2010.03.018

Barr PJ, Forcino RC, Dannenberg MD, et al. Healthcare Options for People
Experiencing Depression (HOPE*D): the development and pilot testing of an
encounter-based decision aid for use in primary care. BMJ Open. 2019;9(4):
€025375. 10.1136/bmjopen-2018-025375

Zisman-llani Y, Gorbenko KO, Shern D, Elwyn G. Comparing digital vs paper
decision aids about the use of antipsychotic medication: client, clinician,
caregiver and administrator perspectives. International Journal of Person Cen-
tered Medicine. 2017;7(1):21-30. 10.5750/1JPCMV.V711.618

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG

e - Jdi


http://doi.org/10.1093/schbul/sbv059 
http://doi.org/10.1371/journal.pmed.1003106 
http://doi.org/10.2147/CLEP.S227621 
http://doi.org/10.2337/DC19-0532
https:// dev.diabetes.org/sites/default/files/2019-06/cdc-statistics-report-2017.pdf 
https:// dev.diabetes.org/sites/default/files/2019-06/cdc-statistics-report-2017.pdf 
http://doi.org/10.1016/j.diabres.2014.09.037 
http://doi.org/10.1186/S12889-015-1403-4 
http://doi.org/10.1007/S11739-015-1302-9 
http://doi.org/10.18553/jmcp.2018.24.9-a.s5 
http://doi.org/10.2147/PPA.S122556 
http://doi.org/10.1016/j.amjopharm.2010.03.002 
http://doi.org/10.1177/0145721714552501 
http://doi.org/10.2147/PPA.S152146 
http://doi.org/10.1007/s11892-015-0688-0 
http://doi.org/10.1007/s11892-015-0688-0 
http://doi.org/10.1097/MLR.0b013e31819a5acc 
http://doi.org/10.1097/MLR.0b013e31819a5acc 
http://doi.org/10.2147/PPA.S202110 
http://doi.org/10.1016/j.pec.2019.02.003 
http://doi.org/10.1016/j.pec.2008.05.018 
http://doi.org/10.1177/0145721719889338 
http://doi.org/10.1007/s11606-009-1047-0 
http://doi.org/10.1007/s11606-009-1047-0 
http://doi.org/10.1016/J.SOCSCIMED.2010.03.014 
http://doi.org/10.1007/s11606-012-2077-6 
http://doi.org/10.1007/s11606-012-2077-6 
http://doi.org/10.1136/BMJ.J4891 
http://doi.org/10.1136/BMJ.J4891 
http://doi.org/10.1016/J.ZEFQ.2022.05.009 
http://doi.org/10.1192/BJO.2021.987 
http://doi.org/10.2196/18223 
http://doi.org/10.1176/APPI.PS.22073008 
https://www.phila.gov/media/20190702120959/chart-v4e5-edit2.pdf
https://www.phila.gov/media/20190702120959/chart-v4e5-edit2.pdf
https:// www.pewtrusts.org/en/research-and-analysis/reports/2018/04/philadelphia-2018-the-state-of-t
https:// www.pewtrusts.org/en/research-and-analysis/reports/2018/04/philadelphia-2018-the-state-of-t
https:// www.phila.gov/media/20181105154446/CHAreport_52114_final.pdf 
https:// www.phila.gov/media/20181105154446/CHAreport_52114_final.pdf 
http://doi.org/10.1016/s0277-9536(96)00221-3 
http://doi.org/10.1016/s0277-9536(99)00145-8 
http://doi.org/10.1016/j.socscimed.2010.03.018 
http://doi.org/10.1016/j.socscimed.2010.03.018 
http://doi.org/10.1136/bmjopen-2018-025375 
http://doi.org/10.5750/IJPCM.V7I1.618 

SDM DISPARITIES AMONG BLACK PATIENTS

35.

36.

3

J

38.

39.

40.

4

=

42.

43.

44,

45,

46.

47.

Zisman-llani Y, Shern D, Deegan P, et al. Continue, adjust, or stop antipsy-
chotic medication: developing and user testing an encounter decision aid
for people with first-episode and long-term psychosis. BMC Psychiatry. 2018;
18(1):142. 10.1186/512888-018-1707-x

Kriston L, Scholl I, Holzel L, Simon D, Loh A, Harter M. The 9-item Shared
Decision Making Questionnaire (SDM-Q-9). Development and psychometric
properties in a primary care sample. Patient Educ Couns. 2010;80(1):94-99.
10.1016/j.pec.2009.09.034

. Doherr H, Christalle E, Kriston L, Harter M, Scholl I. Use of the 9-item Shared

Decision Making Questionnaire (SDM-Q-9 and SDM-Q-Doc) in interven-
tion studies—a systematic review. PLoS One. 2017;12(3):e0173904. 10.1371/
journal.pone.0173904

Harter M; shared-decision-making.org. SDM-Q-9/SDM-Q-DOC. The 9-item
Shared Decision Making Questionnaire. Accessed August 2, 2022. https://
www.patient-als-partner.de/index.php?article_id=20&clang=2

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101. 10.1191/1478088706gp0630a

Patton MQ. Enhancing the quality and credibility of qualitative analysis.
Health Serv Res. 1999;34(5 Pt 2):1189-1208.

. LaDonna KA, Artino AR Jr, Balmer DF. Beyond the guise of saturation: rigor

and qualitative interview data. J Grad Med Educ. 2021;13(5):607-611. 10.4300/
JGME-D-21-00752.1

Kunneman M, Gionfriddo MR, Toloza FJK, et al. Humanistic communication
in the evaluation of shared decision making: a systematic review. Patient
Educ Couns. 2019;102(3):452-466. 10.1016/j.pec.2018.11.003

Akindana A, Owens-Gary M, Williams A. When it all gets to be too much:
addressing diabetes distress in African Americans. AADE Pract. 2016;4(4):
44-49. 10.1177/2325160316654671

Williams 1C, Utz SW, Hinton I, Yan G, Jones R, Reid K. Enhancing diabetes
self-care among rural African Americans with diabetes: results of a two-year
culturally tailored intervention. Diabetes Educ. 2014;40(2):231-239. 10.1177/
0145721713520570

Palacios JF, Salem B, Hodge FS, Albarrdn CR, Anaebere A, Hayes-Bautista
TM. Storytelling: a qualitative tool to promote health among vulnerable pop-
ulations. J Transcult Nurs. 2015;26(4):346-353. 10.1177/1043659614524253

Laidsaar-Powell RC, Butow PN, Bu S, et al. Physician-patient-companion
communication and decision-making: a systematic review of triadic medical
consultations. Patient Educ Couns. 2013;91(1):3-13. 10.1016/J.PEC.2012.11.007

Routh B, Hurt T, Winham D, Lanningham-Foster L. Family legacy of diabe-
tes-related behaviors: an exploration of the experiences of African American
parents and adult children. Glob Qual Nurs Res. 2019;6:2333393619852343.
10.1177/2333393619852343

48.

49.

50.

5

52.

53.

54.

55.

56.

57.

58.

59.

60.

6

Baig AA, Benitez A, Quinn MT, Burnet DL. Family interventions to improve
diabetes outcomes for adults. Ann N Y Acad Sci. 2015;1353(1):89-112. 10.1111/
NYAS.12844

Matthews EB, Savoy M, Paranjape A, et al. Shared decision making in pri-
mary care based depression treatment: communication and decision-making
preferences among an underserved patient population. Front Psychiatry.
2021;12:681165. 10.3389/fpsyt.2021.681165

Matthews EB, Savoy M, Paranjape A, et al. Acceptability of health information
exchange and patient portal use in depression care among underrepresented
patients. J Gen Intern Med. 2022;37:3947-3955. 10.1007/511606-022-07427-2

. Hargraves IG, Montori VM, Brito JP, et al. Purposeful SDM: a problem-based

approach to caring for patients with shared decision making. Patient Educ
Couns. 2019;102(10):1786-1792. 10.1016/j.pec.2019.07.020

Hargraves I, LeBlanc A, Shah ND, Montori VM. Shared decision making: the
need for patient-clinician conversation, not just information. Health Aff (Mill-
wood). 2016;35(4):627-629. 10.1377/hlthaff.2015.1354

Wieringa TH, Rodriguez-Gutierrez R, Spencer-Bonilla G, et al. Decision aids
that facilitate elements of shared decision making in chronic illnesses: a sys-
tematic review. Syst Rev. 2019;8(1):121. 10.1186/s13643-019-1034-4

Zisman-llani Y, Barnett E, Harik J, Pavlo A, O'Connell M. Expanding the
concept of shared decision making for mental health: systematic search and
scoping review of interventions. Mental Health Review Journal. 2017;22(3):
191-213. 10.1108/MHRJ-01-2017-0002

Beach MC, Callon W, Boss E. Patient-centered decision-making. Patient Educ
Couns. 2019;102(1):1-2. 10.1016/J.PEC.2018.11.005

Peek ME, Gorawara-Bhat R, Quinn MT, Odoms-Young A, Wilson SC, Chin
MH. Patient trust in physicians and shared decision-making among African-
Americans with diabetes. Health Commun. 2013;28(6):616-623. 10.1080/104
10236.2012.710873

Peek ME, Harmon SA, Scott SJ, et al. Culturally tailoring patient education
and communication skills training to empower African-Americans with diabe-
tes. Transl Behav Med. 2012;2(3):296-308. 10.1007/s13142-012-0125-8

Zisman-llani Y, Lysaker PH, Hasson-Ohayon I. Shared risk taking: shared
decision making in serious mental illness. Psychiatr Serv. 2021;72(4):461-463.
10.1176/appi.ps.202000156

Zisman-llani Y, Roth RM, Mistler LA. Time to support extensive implementa-
tion of shared decision making in psychiatry. JAMA Psychiatry. 2021;78(11):
1183-1184. 10.1001/jamapsychiatry.2021.2247

Zisman-llani Y, Roe D, Elwyn G, et al. Shared decision making for psychiatric
rehabilitation services before discharge from psychiatric hospitals. Health
Commun. 2019;34(6):631-637. 10.1080/10410236.2018.1431018

. Yahanda AT, Mozersky J. What's the role of time in shared decision making?

AMA | Ethics. 2020;22(5):E416-E422. 10.1001/AMAJETHICS.2020.416

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG

e ' Jdi


http://doi.org/10.1186/s12888-018-1707-x 
http://doi.org/10.1016/j.pec.2009.09.034
http://doi.org/10.1371/journal.pone.0173904 
http://doi.org/10.1371/journal.pone.0173904 
https://www.patient-als-partner.de/index.php?article_id=20&clang=2
https://www.patient-als-partner.de/index.php?article_id=20&clang=2
http://dx.doi.org/10.1191/1478088706qp063oa
http://doi.org/10.4300/JGME-D-21-00752.1 
http://doi.org/10.4300/JGME-D-21-00752.1 
http://doi.org/10.1016/j.pec.2018.11.003 
http://doi.org/10.1177/2325160316654671 
http://doi.org/10.1177/0145721713520570
http://doi.org/10.1177/0145721713520570
http://doi.org/10.1177/1043659614524253 
http://doi.org/10.1016/J.PEC.2012.11.007 
http://doi.org/10.1177/2333393619852343 
http://doi.org/10.1111/NYAS.12844 
http://doi.org/10.1111/NYAS.12844 
http://doi.org/10.3389/fpsyt.2021.681165 
http://doi.org/10.1007/s11606-022-07427-2 
http://doi.org/10.1016/j.pec.2019.07.020 
http://doi.org/10.1377/hlthaff.2015.1354 
http://doi.org/10.1186/s13643-019-1034-4 
http://doi.org/10.1108/MHRJ-01-2017-0002 
http://doi.org/10.1016/J.PEC.2018.11.005 
http://doi.org/10.1080/10410236.2012.710873 
http://doi.org/10.1080/10410236.2012.710873 
http://doi.org/10.1007/s13142-012-0125-8 
http://doi.org/10.1176/appi.ps.202000156 
http://doi.org/10.1001/jamapsychiatry.2021.2247 
http://doi.org/10.1080/10410236.2018.1431018 
http://doi.org/10.1001/AMAJETHICS.2020.416

