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A B S T R A C T

Objective: The lack of a clear and unified definition of shared decision-making (SDM) may hinder its effective 
application in oncology care. This study aims to clarify the concept of SDM specifically in the context of early- 
stage breast cancer treatment through an evolutionary concept analysis.
Methods: A systematic search was conducted across PubMed, CINAHL, PsycINFO, Cochrane, and EMBASE da
tabases for articles published from January 2015 to December 2024. Using keywords “shared decision-making” 
and “breast cancer,” relevant studies were identified, and key attributes of SDM were extracted and synthesized. 
Sixteen studies met the inclusion criteria.
Results: SDM for early-stage breast cancer treatment was characterized by 10 attributes spanning three levels: 1) 
Patient perspective: involvement in decision-making, values and preferences regarding treatment options, and 
deliberative thinking to achieve choice certainty; 2) Healthcare professional perspective: provision of individ
ualized information, psychological support, consultation focused on patients’ best interests, collaborative part
nerships with patients, coordinated care delivery, and promotion of person-centered, informed choices; 3) 
Healthcare system level: fostering a patient-centered healthcare culture.
Conclusions: These findings provide a comprehensive conceptual framework to guide the development of detailed 
SDM guidelines tailored for early-stage breast cancer patients. Enhanced understanding of SDM can support 
nurses and healthcare professionals in facilitating collaborative and optimal decision-making processes within 
oncology care. Furthermore, this study lays the groundwork for developing measurement tools and disease- 
specific interventions to advance SDM implementation in early-stage breast cancer treatment.
Systematic review registration: PROSPERO (CRD42024587218)

Introduction

Breast cancer was the most prevalent cancer in women worldwide.1

Advancements in diagnostic testing allow for 90% of breast cancers to be 
detected at an early stage. Early-stage breast cancer (EBC), classified as 
Stages 0–III, is highly treatable and shows higher cure and long-term 
survival rates than other types of cancer.2 Given the favorable prog
nosis of EBC, treatment and follow-up are crucial. However, no standard 
guidelines or protocols are available on providing optimal follow-up 
care for patients with EBC.3 Unlike patients with advanced breast can
cers, individuals with EBC have multiple treatment options including 
immunotherapy, hormone therapy, and neoadjuvant therapy.4,5 Pa
tients’ overall health and their preferences determine different types of 
treatment.3,6 Therefore, decision-making for optimal treatment of EBC 
requires careful consideration throughout the illness trajectory.6

The term shared decision-making (SDM) emerged in the early 1980s, 
highlighting the importance of interaction between patients and 
healthcare professionals, reflecting a shift to patient-centered from 
disease-centered care.7 In existing literature, SDM is often used inter
changeably with terms such as ‘informed decision-making,’ ‘clinical 
decision-making,’ and ‘mutual decision-making’,8,9 however, the key 
attributes that distinguish SDM from these related concepts remain 
unclear. SDM is generally recognized as a collaborative process centered 
on communication and partnership between patients and healthcare 
professionals.10,11 SDM is grounded in the exchange of information, 
integration of patient values and preferences, and the formulation of 
optimal decisions informed by the best available evidence.8,12,13

International clinical guidelines for breast cancer emphasize the 
implementation of SDM.3,14 However, a lack of consensus on the defi
nition of SDM limits its systematic implementation in clinical practice, 
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and the tools to measure SDM for breast cancer are insufficient.15 Given 
the unclear definition of SDM in patients with EBC, discussions on 
effective implementation strategies and outcomes remain unresolved.3

Current studies have examined SDM in various settings, such as breast 
cancer screening within the oncology field, specifying decision settings 
(e.g., primary care, emergency department, and oncology), and types of 
decisions (e.g., treatment, diagnostics, and surveillance).16–18 Recent 
updates in international clinical guidelines for breast cancer emphasize 
the implementation of SDM.3,14 Existing literature emphasize that SDM 
in EBC involves preference-sensitive decisions among multiple viable 
treatment options.19,20 In the context of EBC treatment, SDM occurs 
when healthcare professionals actively interact with their patients, and 
patients proactively express their personal values and priorities.8,21–23

To date, previous studies on EBC have focused on surgical treatment, 
demonstrating that decision-making process is influenced by individual 
level factors (e.g., patients' understanding, clinicians' support, 
clinician-patient interaction factors) and healthcare system-level factors 
(e.g., personalized care, continuity of care, characteristics of the 
healthcare environment etc.).5,24 SDM has benefits in improving deci
sion regret and enhance psychosocial and physical outcomes, quality of 
life, and patient's trust in their healthcare professionals, and their 
satisfaction with healthcare.8,21,22,25

However, a unified conceptual definition of SDM within the context 
of EBC treatment is still lacking,15,17,26,27 and the tools to measure SDM 
are insufficient.15 Ambiguous definitions make it difficult to implement 
SDM systematically in clinical practice and assess its outcomes, high
lighting the need for a clear conceptual analysis.17,27 Hence, establishing 
a consensus on a clear conceptual definition of SDM within the context 
of patients with EBC is expected to help implement evidence-based SDM 
in clinical settings.3 Clarifying the concept's attributes, antecedents, and 
consequences can enhance effective decision-making and communica
tion between EBC patients and healthcare providers. An integrated 
conceptual framework can serve as a foundation to support the devel
opment and clinical implementation of interventions based on patient 
preferences and values.28 In detail, recognizing this concept may help 
patients and clinicians work together to determine their respective roles 
and responsibilities in implementing SDM, based on communication 
that is tailored to the patient's abilities, expectations, and needs — 
positioning the patient as an active decision-making agent in mutual 
respect.29 Furthermore, this study could provide insights into inspiring 
comprehensive strategies and activating SDM interventions, ultimately 
fostering EBC patients' health outcomes and quality of life.”

Therefore, this study aimed to analyze the concept of SDM through a 
systematic literature review on SDM in patients with EBC. Hence, our 
study investigated (1) the surrogate and related terms, (2) core attri
butes, antecedents, consequences of SDM among female patients with 
EBC to enhance the understanding of conceptual clarity.

Methods

Study design

We used Rodgers’ evolutionary concept analysis method to analyze 
the concept of SDM in patients with EBC.30 This method was deemed 
suitable because the SDM concept has evolved, particularly considering 
the importance of social and cultural contexts.30 This study was per
formed in accordance with the PRISMA guidelines.31 The study protocol 
was registered with PROSPERO (CRD42024587218).

Search strategy

We conducted a systematic literature review using PubMed, 
CINAHL, PsycINFO, Cochrane Library, and Embase databases to identify 
studies published between 2015 and 2024. This timeframe was selected 
to capture contemporary perspectives, applications, and research find
ings related to SDM in clinical contexts, particularly in oncology.19,32–35

Accordingly, the search was limited to the past decade to focus on the 
recent conceptualization of SDM in oncology healthcare.35 The search 
strategy included Medical Subject Headings terms, free-text words, and 
Boolean operators. The detailed search strategies used for each database 
are presented in Supplementary Table S1 to ensure transparency and 
reproducibility.

Inclusion criteria for the review included studies that: (1) conducted 
with women (age ≥ 18 years) diagnosed with EBC (Stage ≤ III); (2) 
aimed to address the attributes, antecedents, consequences, and the
matic relevance of the SDM concept; (3) published in peer-reviewed 
journals; and (4) written in English. The exclusion criteria were (1) 
studies with the full text unavailable and (2) conference presentation 
posters, book chapters, reports, protocols, and gray literature.

Screening

Two researchers (CHM and JHJ) conducted a rigorous literature 
selection and review. The initial literature search produced 2520 arti
cles. During the screening stage, duplicates (n = 213) and non-English 
articles (n = 9) were removed, resulting in 2298 articles that under
went title and abstract screening. Subsequently, 52 studies were selected 
based on the eligibility criteria. Of these, 36 were excluded for the 
following reasons: involved non- EBC patients (n = 29), were unrelated 
to SDM (n = 1), were discussion papers or literature reviews (n = 5), or 
were duplicates (n = 1). Finally, 16 articles were included (Fig. 1).

Disagreements between the two researchers during data extraction 
were resolved through group discussions, with a third researcher (SYJ) 
providing arbitration when necessary.

Quality appraisal

We performed a quality appraisal of the included studies using the 
Mixed-Methods Appraisal Tool36 displayed in Supplementary Table S2. 
This tool evaluates five study types: qualitative studies, quantitative 
descriptive studies, quantitative randomized and non-randomized 
controlled trials, and mixed-methods studies. Each study type has five 
evaluation criteria rated as “yes,” “no,” or “cannot tell.” The total score 
for each study was calculated based on the proportion of “yes” re
sponses, ranging from 0% to 100%. Two reviewers (CHM and JHJ) 
independently and critically assigned the quality assessment scores.

Among the 16 included studies,8,9,21–23,25,37–46 14 scored above 80%, 
indicating high methodological quality. However, two randomized 
controlled trials demonstrated relatively low-quality scores. Considering 
that this was a concept analysis intended to clarify the definition of SDM, 
we focused on including all relevant studies, regardless of the quality 
assessment, to facilitate a deep understanding of the concept.

Data extraction and analysis

Two researchers (CHM and JHJ) independently extracted the data, 
including the basic information of each study (e.g., first author, publi
cation year, country, research objectives, participants' age, gender, 
sample size, and reason for SDM). Thematic analysis was applied to 
extract surrogate terms, related terms, antecedents, attributes, and 
consequences of the main concept from the literature review.30 Re
searchers identified patterns repeated throughout the text, recurring 
patterns were coded. Similarities and differences among the codes were 
examined, analyzed, and grouped into distinct categories, which were 
then assigned appropriate labels as main themes. We linked these main 
themes to the concepts’ antecedents, attributes and consequences for 
providing comprehensive understanding of SDM in EBC context.

To ensure the study's rigor, we rechecked whether the extracted data 
were consistently integrated into the categories and accurately reflected 
the themes. We ensured reliability throughout the categorization pro
cess by holding discussions and reaching a consensus by involving a 
third researcher (SYJ) whenever disagreements occurred.
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Results

Characteristics of included studies

The current analysis included quantitative (n = 8), qualitative (n = 6), 
and mixed-methods studies (n = 2). Most studies were conducted in high- 
income countries (e.g., France, the USA, the Netherlands, Japan, Australia, 
Germany, and Denmark). Table 1 presents detailed information on indi
vidual studies, including authors, publication year, country, research 
design and objectives, participant characteristics, and sample size.

Surrogate and related terms

Surrogate terms are synonyms or substitutes for the original concept. 
The studies included surrogate terms, such as mutual SDM, informed 
SDM, and preference-sensitive decision-making.8,9 Related terms are 
concepts closely linked to SDM but include only some attributes; thus, 
they do not fully encompass the concept. For example, clinical deci
sion-making,31 and healthcare decision-making21 represent only the 
physician's role in decision-making and exclude patient participation, 
lacking the “shared” attribute. Additionally, terms such as treatment 
decision-making25 and surgical decision-making21,25 are limited to 
specific aspects of SDM and do not encapsulate all attributes of the 
concept.

Antecedents, attributes, and consequences of SDM for EBC treatment

The antecedents, attributes, and consequences of SDM in patients 
with EBC are summarized in Table 2. More information about these 
antecedents, attributes, and consequences is presented with specific 
references in Supplementary Table S3.

Antecedents
Antecedents are factors or causes that necessitate SDM in patients 

with EBC. These were classified into five patient-related, two healthcare 
professional-related, and two healthcare system-related factors.

Regarding patient-related factors, SDM in patients with EBC may be 
affected by health literacy, autonomy, information needs, responsibility 

for healthcare, and psycho-emotional distress. Health literacy is linked 
to patients' competency in processing disease-related information, and 
decision-making.22,25 Autonomy represents the ability of patients to 
choose their preferred treatment method while holding fundamental 
decision-making power concerning their therapeutic options.23,25,46

Information needs reflect the desire of patients to acquire unmet infor
mation regarding prognosis, treatment options, and potential benefits 
and harms of each treatment.8,21 Responsibility for healthcare is related 
to patients’ willingness and capacity to restore their body to the best 
possible state of health.9,23 Finally, psycho-emotional distress typically 
occurs before SDM.22 Patients diagnosed with EBC may lack compre
hensive knowledge about their disease and treatment, confronting 
complexity and ambiguity, resulting in psycho-emotional instability.25

Regarding healthcare professional-related factors, attitudes toward 
and competence in SDM were revealed as antecedents of SDM in EBC 
treatment. Paternalism refers to the traditional attitude of healthcare 
professionals, which is characterized by the implicit persuasion of pa
tients to consent to their treatment recommendations.22 This attitude, in 
which healthcare professionals dominate treatment decisions, may act 
as a barrier to SDM. Furthermore, healthcare professionals’ competence 
in SDM can help them actively participate in treatment decisions and 
facilitate effective communication with patients.9,22

For healthcare system factors, healthcare institutions provided 
adequate resources, such as sufficient healthcare personnel,22 adequate 
consultation time to reach decisions,21 and training programs for 
healthcare professionals.22 In addition, respect for patient autonomy 
should be established as part of the institutions’ organizational 
culture.9,25

Attributes
Attributes are characteristics that demonstrate how a particular 

phenomenon manifests. In this study, the defining attributes identified 
were divided into three categories and 10 attributes, as follows.

Perspective of patients. Once the SDM process begins, patients with EBC 
receive comprehensive information on their disease, treatment options, 
complications, and follow-up care.21 Accordingly, patients' “active 
involvement in decision-making” is essential to thoroughly understand 

Fig. 1. Flow diagram illustrating the original process of screening and identification of studies.
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the information and select treatment and follow-up options that align with 
their preferences.8,21 Patients' decisions on various types of treatment are 
significantly influenced by their values and preferences because of the 
clinical equipoise inherent in treatment and follow-up care for EBC.41

Accordingly, “patients’ values and preferences on treatment options” 
should be considered and expressed through value clarification.21,23

“Deliberation thinking for choice certainty” was identified as another 
attribute from the patient perspectives. Deliberation by patients with 

EBC involves taking sufficient time before making a decision to select 
the treatment or follow-up options that provide clear benefits while 
simultaneously aligning with their values, preferences, and individual 
circumstances.21,23

Perspective of healthcare professionals. Providing “individualized infor
mation” for EBC patients is one attribute of SDM pertaining to health
care professionals.23,47 Individualized information to patients including 

Table 1 
Descriptives of studies included in this concept analysis (N = 16).

Authors (Year)/ 
Country 
[reference]

Study aims Study 
design

Participants (sample size, 
n) /Age (mean, year)

Reason of SDM Type of decision aids

Durif-Bruckert 
et al. (2015)/ 
France21

To explore the understanding of patient 
perceptions on SDM in the doctor-patient 
discussions regarding surgical treatment for 
EBC.

MMR • Survey Patients (n =
132)/ Age (59)

• Interview and 
observation Patients 
(n = 73)/ Age (NR)

Surgery: Tumorectomy, 
mastectomy

Chart-based patient 
decision aid

Alam et al. (2016)/ 
USA22

To assess the acceptability and feasibility of 
encounter decision aids tailored for women 
with low socioeconomic status and low 
literacy in EBC.

MMR • Survey Patients (n =
249)/ Age (NR) HCP 
(n = 5)

• Interview Patients (n 
= 10)/ Age (56.8) HCP 
(n = 5)

Surgery: Lumpectomy with RT, 
Mastectomy

Paper-based & Web- 
based patient decision aid

Engelhardt et al. 
(2016)/ 
Netherlands23

To evaluate implicit persuasion's role as a 
barrier to SDM in adjuvant cancer treatment.

Cross- 
sectional

• Patients (n = 105)/ 
Age (59)

• HCP (n = 18)

Non-surgical: Chemotherapy, 
endocrine therapy

N/A

Hawley et al. 
(2016)/USA24

To develop and assess a web-based decision 
aid for locoregional breast cancer treatment 
that differs from existing breast cancer patient 
information or decision aids.

RCT • Patients IG (n = 51), 
CG (n = 50) /Age (53)

Surgery: BCT, mastectomy Web-based patient 
decision aid

Osaka & 
Nakayama 
(2017)/Japan25

To evaluate the impact of a decision aid with 
patient narratives on decisional conflict in 
surgery choice.

RCT • Patients IG 1 (n = 58), 
IG 2 (n = 61), CG (n =
55) / Age (49.5)

Surgery: BCT, then RT or, 
mastectomy or, breast 
reconstruction & mastectomy

Paper-based patient 
decision aid

Herrmann et al. 
(2017)/ 
Australia26

To examine women's use of and perceived 
benefits from a decision aid in helping them 
make decisions about NAST.

Qualitative • Patients (n = 20) / Age 
(52)

Surgery Paper-based & Web- 
based patient decision 
aids

Aminaie et al. 
(2019)/Iran27

To assess the level of participation in decision- 
making regarding surgery among women with 
EBC.

Cross- 
sectional

• Patients (n = 328) / 
Age (45.7)

Surgery N/A

Berger-H€oger et al. 
(2019)/ 
Germany28

To examine whether an informed SDM 
intervention for women with ductal carcinoma 
in situ improves the mutual SDM behavior of 
patients and healthcare providers.

RCT • Patients IG (n = 36) / 
Age (58.3) CG (n = 28) 
/ Age (57.8)

Primary treatment Paper based patient 
decision aid

Gruß & McMullen 
(2019)/USA29

To evaluate how clinicians incorporate 
patients' goals and values into breast cancer 
surgery consultations within an integrated 
healthcare system.

Qualitative • Patients (n = 23) / Age 
(59.3)

• HCP (n = 14)

Surgery: Mastectomy, 
lumpectomy

SDM conversation tool 
for physicians (not 
specified paper or web- 
based)

Engelhardt et al. 
(2020)/ 
Netherlands30

To examine the relationship between SDM, as 
assessed by independent observers or 
perceived by patients, and patients' trust in 
their oncologist.

Cross- 
sectional

• Patients (n = 101) / 
Age (60.6)

Non-surgical: Adjuvant 
systematic treatment including 
chemotherapy, endocrine 
therapy or both

N/A

Raphael et al. 
(2020)/ 
Netherlands10

To determine key attributes in radiotherapy 
decision-making for the development of a 
breast cancer patient decision aid.

Qualitative • Patients (n = 15) / Age 
(59)

• HCP (n = 15)

Non-surgical: RT Web-based patient 
decision aids

Durand et al. 
(2021)/USA31

To explore ways to support women of diverse 
socioeconomic statuses in making breast 
cancer surgery decisions.

RCT • Patients (n = 616) / 
Age (59.7)

Surgery: Lumpectomy with RT, 
Mastectomy

Paper-based patient 
decisions aids

Tang et al. (2023)/ 
China32

To investigate the factors influencing 
perceived participation in primary surgery 
decision-making among Chinese patients with 
EBC.

Cross- 
sectional

• Patients (n = 222) / 
Age (NR)

Surgery: Lumpectomy, 
mastectomy

N/A

Ankersmid et al. 
(2024)/ 
Netherlands33

To assess the effectiveness of implementing 
the Breast Cancer Surveillance Decision Aid.

Qualitative • Patients (n = 507) / 
Age (62)

Follow-up after surgery Web-based patient 
decision aids

Pan et al. (2024)/ 
China9

To examine breast cancer patients' 
perspectives and requirements concerning the 
use of web-based surgical decision aids.

Qualitative • Patients (n = 16) / Age 
(50)

Surgery Web-based patient 
decision aids

Søndergaard et al. 
(2024)/ 
Denmark34

To explore oncologists' and nurses' experiences 
with SDM using the Decision Helper, a 
decision aid utilized during consultations.

Qualitative • HCP (n = 20) Non-surgical: Adjuvant RT after 
BCT

Paper-based patient 
decision aids

BCT, Breast conserving therapy; CG, Control group; EBC, early-stage breast cancer; HCP, Healthcare Professionals; IG, Intervention group; MMR, Mixed method 
research; N/A, Not applicable; NAST, Neoadjuvant systemic therapy; NR, Not reported; RT, Radiation therapy; RCT, Randomized controlled trials; SDM, Shared 
decision making; SES, Socioeconomical status.
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the disease, treatment, complications, and follow-up examinations 
should be reliable and of high quality within the breast cancer treat
ment.24,47,48 Furthermore, this information should comprehensively 
cover the benefits, harms, and potential consequences of each treatment 
option and adequately reflect the patients’ values and preferences.

In terms of “consultation regarding patients’ best interests,” health
care professionals should provide high-quality evidence-based treat
ment options considering the best interests of the patient.47 This may 
enable patients to make rational decisions as active participants in the 
decision-making process.22 “Psychological support” from healthcare 
professionals can help patients to alleviate their emotional burdens, 
such as anxiety, stress, and fear, before selecting the most appropriate 
treatment.22,25

In the context of EBC treatment, SDM involves a “collaborative 
partnership with the patient”.22,46 Before deciding on treatment or 
post-treatment surveillance, patients become aware that various options 
are being considered from diverse professional perspectives to foster 
trust, emotional stability, and active participation.22 Thus, healthcare 
professionals should acknowledge patients’ experience and knowledge 
to achieve common healthcare goals, which can positively affect SDM 
implementation.18,46

“Provision of coordinated care” involves collaboration among 
healthcare professionals from multiple disciplines, including nurses, 
radiation oncologists, breast surgeons, plastic surgeons, and hemato
logical oncology specialists.22,46 The integration of a wide range of 
knowledge, skills, and up-to-date information through coordinated care 
between healthcare professionals from different specialties can enable 
them to provide the best treatment options for patients with EBC.8,22

If a “person-centered, informed choice” is made during SDM, patients 
can express their decisions clearly to healthcare professionals.9 Finally, 
it can facilitate the selection of the best treatment options that meet 
patients’ priorities and preferences.9,22

Healthcare system level. Creating “a patient-centered healthcare culture” 
is an attribute of SDM at the healthcare system level.47 Healthcare in
stitutions must establish a culture that facilitates effective communica
tion and provides integrated healthcare services that align with patients’ 
personal goals, values, and preferences.24 In addition, healthcare in
stitutions should foster a patient-centered approach and encourage 
multidisciplinary teamwork, utilization of decision-support tools, and 
development of SDM protocols.46,48

Consequences
The consequences of SDM are the outcomes or events resulting from 

this concept. These consequences were classified into three patient- 
related, three healthcare professional-related, and two healthcare 
system-related factors.

First, effective SDM from the perspective of patients with EBC can 
lead to better knowledge about treatment22 and improve their confi
dence in and satisfaction with communication with healthcare pro
fessionals.22,25 In addition, successful SDM can improve patients' 
perceptions regarding their short- and long-term quality of life.8,21

Second, optimal SDM implementation can promote healthcare pro
fessionals’ positive experiences including reduced time and burden and 
increased job satisfaction,23 potentially enhancing team cooperation.47

In contrast, suboptimal SDM implementation may be related to decision 
conflict.38 With respect to healthcare system-related factors, effective 
SDM can lead to better care quality.46,47 Furthermore, SDM can promote 
health equity by facilitating healthcare access for vulnerable pop
ulations with limited health literacy or low socioeconomic status.22

Empirical referents

Existing SDM tools for patient self-report questionnaires include the 
SDM-9 Questionnaire.49 The Observing Patient Involvement in SDM 
(OPTION)-12 Scale was developed as a self-report questionnaire for 
healthcare professionals.50 Others include the Observer OPTION-5,51

and Multifocal Approach to the Sharing in SDM inventory.52 Unfortu
nately, these scales are generic SDM tools rather than tailored specif
ically to capture the attributes of SDM in patients with EBC.

Discussion

Main findings

The defining attributes of SDM identified in this study are as follows: 
(1) three patient-related attributes, including “involvement in decision- 
making,” “values and preferences about treatment options,” and 
“deliberative thinking for choice certainty”; (2) six healthcare 
professional-related attributes, including “individualized information,” 
“consultation regarding patients’ best interests,” “psychological sup
port,” “collaborative partnership with patients,” “provision of coordi
nated care,” and “person-centered, informed choice”; and (3) one 
healthcare system-related attribute, which is “patient-centered health
care culture.”

Notably, in this study, caregiver involvement in SDM did not emerge 
as an attribute of SDM in patients with EBC compared with those of SDM 
in patients with advanced breast cancer. Patients with advanced breast 
cancer often face physical frailty, cognitive decline, emotional distress, 
or difficulty accepting the reality of the disease and treatment,53 high
lighting the critical role of family caregivers during treatment and dis
ease progression. Moreover, active involvement in treatment decisions is 
challenging for patients with terminal cancer approaching the end of 

Table 2 
Antecedents, attributes, and consequences of SDM in EBC treatment.

Category Antecedents Attributes Consequences

Perspective of patients - Health literacy
- Autonomy
- Information needs
- Responsibility for healthcare
- Psycho-emotional distress

- Involvement in decision-making
- Values and preferences about treatment options
- Deliberative thinking for choice certainty

- Knowledge about treatment
- Decision satisfaction or conflicts
- Quality of life

Perspective of healthcare professionals - Attitudes toward SDM
- Competence in SDM

- Individualized information
- Consultation regarding patients' best interests
- Psychological support
- Collaborative partnerships with patients
- Provision of coordinated care
- Person-centered, informed choice

- Positive experience
- Job satisfaction
- Team cooperation

Healthcare system level - Healthcare resources
- Respecting patient autonomy

- Patient-centered healthcare culture - Care quality
- Health equity

EBC, Eary-stage breast cancer; SDM, Shared decision making.
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life26 and those with pediatric cancer who lack or have diminished 
rational decision-making capabilities.

Adequate deliberation time was found to be a key attribute of SDM in 
patients with EBC. Thus, decision aids for patients and decision coaching 
from healthcare professionals may be useful to ensure that informed, 
patient-centered treatment decisions are made.23 Moreover, the attributes 
of SDM identified within the context of patients with EBC, such as “pro
vision of coordinated care,” “psychological support,” and “collaborative 
partnership with patients,” differed from those previously identified in 
systematic reviews conducted in the screening or oncology nursing or 
chronic illness context.54,55 Our study has expanded the attributes of SDM 
to encompass the patient–clinician relationship towards the professional 
responsibilities of healthcare professionals and healthcare culture in 
which SDM occurs, thereby guiding SDM practices based on this refined 
concept within the EBC context. The initial conceptualization of SDM was 
predominantly defined from a medical perspective, emphasizing the role 
of clinicians in serving patients’ best interests and focusing on the 
patient–clinician relationship.56 Conversely, analyses of studies from the 
past decade on SDM in patients with EBC have revealed the increased 
significance of multidisciplinary healthcare collaboration.8,23

Our concept analysis emphasized collaborative partnerships with 
patients and coordinated care between multidisciplinary healthcare 
professionals.8,23 However, the reviewed studies did not extensively 
provide detailed information on how to collaborate with patients and 
the specific roles of various healthcare professionals. Therefore, more 
qualitative studies on the perspectives of multiple healthcare pro
fessionals regarding SDM are required to clarify the concept of SDM in 
the context of EBC treatment.

SDM in patients with EBC is influenced primarily by modifiable 
factors associated with patients, healthcare professionals, and health
care institutions. Patient-related factors include health literacy, auton
omy, information needs, responsibility for healthcare, and psycho- 
emotional distress. Healthcare professional-related factors include atti
tudes and competencies regarding SDM, along with healthcare resources 
and an institutional environment that respects patient autonomy. Spe
cifically, patients’ limited health literacy, inadequate information- 
sharing, and heightened psycho-emotional distress may restrict their 
choices regarding treatment or surveillance options, thereby adversely 
affecting their health outcomes.22 Hence, it is crucial to understand the 
psychological and emotional distress patients experience when making 
treatment decisions and provide tailored counseling and interventions 
aimed at emotional stabilization.

Healthcare professionals’ attitudes toward SDM and their compe
tencies were identified as significant influencing factors. When healthcare 
professionals demonstrate openness toward SDM, supported by profes
sional knowledge and effective communication skills, they can effectively 
implement high-quality patient-centered care. Therefore, enhancing these 
competencies through targeted training is essential. Finally, healthcare 
institutions should structurally support the activation of SDM by ensuring 
adequate human and material resources and providing educational pro
grams for healthcare professionals.57 Additionally, healthcare institutions 
must foster an environment that explicitly respects patient autonomy and 
only allow individuals whose involvement has been explicitly consented 
to or requested by the patient.

Successful SDM can help patients with EBC obtain sufficient 
knowledge, decisional satisfaction, and improved quality of life. 
Furthermore, it can lead to healthcare professionals’ positive experience 
and job satisfaction, as well as good team cooperation. However, these 
consequences are commonly limited to self-reported outcomes. There
fore, more studies are required to identify objective outcomes, such as 
treatment adherence, treatment consequences, and consultation time, 
when implementing optimal SDM for patients undergoing treatment for 
EBC. Furthermore, from a healthcare system level, the findings 
demonstrated improvements in care quality and health equity.58 Our 
findings suggest that optimal SDM is not solely dependent on the indi
vidual competencies of healthcare professionals or patients.

Currently, no instruments are specifically tailored to measure SDM in 
patients with EBC.59 Although existing instruments include attributes 
similar to those identified in this study, such as “involvement in deci
sion-making” and “individualized information,” they lack attributes that 
reflect the relationships among patients and multidisciplinary health
care teams or integrated approaches, such as “provision of coordinated 
care,” “deliberative thinking for choice certainty,” and “psychological 
support.” Therefore, future research should focus on developing mea
surement tools that incorporate these attributes to implement SDM 
effectively in patients with EBC in clinical practice and accurately 
evaluate the associated outcomes.60

Implications for nursing practice and research

Clarifying the concept of SDM within the specific context of patients 
with EBC will facilitate its consistent use in clinical practice and 
research. Our findings provide foundational data for developing tailored 
SDM interventions for patients with EBC. Furthermore, the development 
of specific tools to evaluate SDM in patients with EBC could enable the 
scientific evaluation of implementation benefits, thereby offering prac
tical implications for protocol development and regular monitoring in 
clinical practice. Healthcare professionals should activate SDM by 
cooperating closely with patients using multidisciplinary healthcare 
approaches.

Limitations

This study had some limitations. First, although the literature search 
was systematically conducted using major databases, relevant studies 
published in journals that were not indexed by the selected databases 
may have been omitted. Second, as most of the included studies were 
based on healthcare systems in high-income Western countries, such as 
the Netherlands, Denmark, and the USA, the findings may reflect spe
cific cultural and systemic characteristics inherent to these healthcare 
systems. In addition, this study included only female patients with EBC; 
therefore, the generalizability of these findings to other populations is 
limited. Therefore, caution is needed when generalizing the results to 
female patients with EBC in low-income or non-Western countries, 
considering that healthcare contexts differ significantly worldwide. 
Nevertheless, our findings can be a cornerstone of implementing SDM in 
EBC context. Further research is needed to address the underrepresented 
populations, including men and individuals identifying as Lesbian, Gay, 
Bisexual, Transgender, Queer or Questioning (LGBTQ) to support the 
comprehensive implementation of SDM across diverse breast cancer 
populations and cultural healthcare contexts. Such efforts will offer 
valuable insights in cultural variations in the implementation of SDM 
among individuals with EBC population.61

Finally, as most of the analyzed studies primarily focused on in
teractions between patients and healthcare professionals, concepts 
related to broader healthcare systems might be insufficiently captured. 
Future research should include diverse patients, caregivers, and 
healthcare professionals from various healthcare institutions to better 
reflect the evolving attributes of SDM for EBC treatment across different 
periods and environments.

Conclusions

This study identified 10 key attributes of SDM related to treatment 
decisions in patients with EBC, encompassing perspectives from pa
tients, healthcare professionals, and healthcare systems. Utilizing 
Rodgers’ evolutionary concept analysis, we have clarified and refined 
the definition of SDM within the context of EBC treatment, thereby 
advancing the understanding of its core attributes. Establishing this 
conceptual clarity can help clinicians, nurses, and other healthcare 
providers enhance their awareness and implementation of SDM in 
clinical practice for EBC patients. Building on these findings, future 

H. Chae et al. Asia-Pacific Journal of Oncology Nursing 12 (2025) 100775

6 



research should focus on developing disease-specific SDM measurement 
tools and designing tailored SDM interventions that address the unique 
needs of patients undergoing EBC treatment.
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