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(Abstract)
Objectives: This study examined the perceptions and practice of gastroenterologists regarding shared decision-
making (SDM) in patients treated for Crohn’s disease. It then explored factors that could affect this practice.
Methods: In Japan, from December 2018 to January 2019, we conducted a nationwide online survey of
gastroenterologists who had treated patients with Crohn’s disease. We asked about the recognition, benefits,
barriers, methods, and important aspects of SDM-related treatment. We used a chi-square or Fisher’s exact
test, and multiple logistic regression, to analyze factors associated with practicing SDM.
Results: We analyzed data on 93 gastroenterologists, of whom 58% were familiar with SDM and 52% practiced
it. Respondents cited either a lack of time (91%) or tools (51%) as the main barriers to conducting SDM. Actual
practice was related to the surveyed gastroenterologists’ views concerning what aspects were important in
treatment decisions. The multiple logistic regression analyses identified that the surveyed gastroenterologists
regarded patients’ preferences or values as the most relevant factor in treatment-related SDM.
Conclusions: Over half of the surveyed gastroenterologists were familiar with SDM, and most used it when
making treatment decisions. Views regarding what was important in treatment decisions affected actual
practice of SDM. Healthcare professionals should examine the time required for SDM and develop useful

tools to promote its practice.
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I. Introduction

Crohn’s disease (CD) is an intractable
inflammatory bowel disease (IBD) of unknown
etiology. It is thought to result from a complex
interplay among genetic susceptibility,
environmental factors, and altered gut microbiota
that leads to dysregulated innate and adaptive
immune responses'”. Most patients develop the
condition at around 20 years old and require
lifelong medical treatment, going through periods
of relapse and remission. The prevalence of CD
has increased steadily in most regions worldwide?,
and in 2016, the number of Japanese patients with
CD was estimated above 40,000”.

Management of CD typically involves starting
patients on aminosalicylates, steroids, or thiopurine,
with escalation to other treatments only after these
options fail (i.e., step-up therapy). A novel “treat-to-
target” strategy was recently proposed; this
necessitates regular assessment of disease activity
by objective clinical and biological outcome
measures, with treatment adjustments made if
needed. The approach facilitates earlier use of
immunosuppression or combination therapy with

" Coupled with these

biologics in high-risk patients
changes in management, therapeutic options for
CD have expanded; thus, patients and healthcare
professionals may have difficulty deciding on
optimal treatments. Such choices could be on
whether to use an aggressive top-down approach
with biologics or use conventional step-up therapy.

Both patients’ and healthcare professionals’

. . 5'6
preferences affect treatment decisions™, and when
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coupled with the range of available options,
treatment decisions for CD are ideally suited to
shared decision-making (SDM). SDM is “an
approach where clinicians and patients share the
best available evidence when faced with the task of
making decisions, and where patients are supported
to consider options, to achieve informed
preferences”™. The SDM concept has permeated
mainstream clinical practice in Europe and North
America, with several decision aids now available
to structure its application when deciding on
treatment for patients with IBD®*?. An investigation
of U.S. gastroenterologists found that 80% had a
positive view of SDM for patients with CD, yet it
also showed only 12% actually practiced SDM™.

In a survey of Japanese patients with IBD, most
respondents felt SDM was very important'’. A
clear correlation was also found between the
extent to which patients and their doctors agreed
on decision-sharing and overall patient satisfaction
with treatment'®. Despite this, we were unable to
find any research on SDM or the decision methods
used by gastroenterologists in Japan who treat
patients with CD. Factors affecting Japanese
gastroenterologists’ use of each decision-making
method are also unknown. Charles et al.'?
suggested four key characteristics of SDM: (1) at
least two participants, (2) both parties share
information, (3) both parties take steps to build a
consensus about the preferred treatment, and (4)
agreement is reached on the treatment choice. If a
doctor does not actively seek to engage in SDM, a

patient’s wishes could be treated as irrelevant,
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which may reduce the standard of care.

SDM should become increasingly central to
treatment-related decisions given the growing
prevalence of CD in Japan and advances in both
new medications and treatment approaches. To
add to existing research on patient perceptions,
we therefore sought to investigate SDM-related
perceptions and practice of gastroenterologists in
treating patients with CD, and to explore the

factors that affect such practice.

O. Methods
1. Study design and participants

We conducted a nationwide online survey of
gastroenterologists in Japan who had managed
patients with CD. The survey was conducted from
December 2018 to January 2019 by the Nippon
Research Center, a specialist provider of online
surveys, and accessing a panel of registered
physicians. Using this panel introduced the risk of
preferentially including respondents from specific
medical institutions or who were more active
among physicians in sharing information. Such
risks may lead to biased results regarding
gastroenterologists’ perceptions and the practice of
SDM. To mitigate this, we generated a candidate
list of gastroenterologists who met certain
requirements. First, we performed an exhaustive
survey of 3,238 large-scale domestic hospitals that,

based on published results'

, provided medical
treatment for CD (=10 patients hospitalized
annually). We then confirmed whether each facility
had a practicing gastroenterologist and added these
facilities and gastroenterologists to our candidate
list. We also extracted candidates from a list of
doctors who treated patients in Japan, as recorded
on the Crohn’s and Colitis Foundation of Japan
website'. The final list included 247 facilities (223
hospitals and 24 clinics) comprising 647 candidate

participants (1-13 per facility). We set a maximum

of three candidates per facility to avoid bias toward

the practice results at specific institutions. We then
contacted the gastroenterologists by telephone
using information provided on each facility’s
website. Those who showed intent to participate
were emailed a link/URL for accessing the survey.
We collected and analyzed the results upon survey
completion.
2. Questionnaire

The survey questionnaire was created with
reference to that developed by Siegel et al'” and
comprised 17 items among seven modules: (1)
gastroenterologists’ characteristics, (2) recognition
of the term “shared decision-making,” (3)
agreement with SDM and its benefits, (4) barriers
to practicing SDM, (5) treatment decisions deemed
appropriate for SDM, (6) preferred decision-making
approach when treating CD, and (7) what
gastroenterologists viewed as important when
they were involved in treatment decisions for CD.
3. Statistical analysis

Descriptive statistics are shown as a number
(percentage) for categorical variables such as
respondents’ characteristics and perceptions of
SDM and decision-making methods. We used a
chi-square or Fisher’s exact test to analyze the
factors related to practicing SDM. We also used
multiple logistic regression analysis (forced entry)
to explore three independent variables that could
affect SDM: evidence about treatment risks,
evidence about treatment benefits, and patient
preferences or values. All analyses were
performed using IBM SPSS Version 25.0 for
Windows (IBM Corp., Armonk, NY, USA), with p
<0.05 considered statistically significant.
4. Ethical considerations

This study was approved by the ethics
committee of Mukogawa Women’s University (No.
18-23). The first page of the online survey
explained the study’s purpose, methods, data
handling (e.g., personal information), and contact

details to the participants. Only participants who
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read the document and clicked “I agree” could

then access the response pages.

. Results
1. Gastroenterologists’ characteristics

Of the 95 gastroenterologists who completed the
survey, two were excluded for not answering
questions on recognition of the term “SDM” or on
methods used when making treatment-related
decisions. Consequently, 93 respondents were
included in the final analyses (Table 1).

2. Perception of SDM

Of the surveyed gastroenterologists, 58% were
familiar with the term “SDM” (9% extremely
familiar, 11% familiar, and 38% somewhat familiar),
whereas 42% were not familiar (38% not at all
familiar and 4% not familiar) (Table 2).

The participants had a largely positive
perception of SDM and its benefits, with more
than 90% agreeing that SDM leads to increased
patient satisfaction (58% strongly agreed and 36%
somewhat agreed). Additionally, 85% agreed that

using SDM could lead to better clinical outcomes
(34% strongly agreed and 51% somewhat agreed),
and over 90% disagreed that patients were
unqualified to participate in treatment decisions
(86% strongly disagreed and 11% somewhat
disagreed). In contrast, fewer respondents (67%)
disagreed with the statement that SDM was not
worth the time it takes (19% strongly disagreed
and 48% somewhat disagreed) (Figure 1).

Lack of time (91%) was the most commonly
reported barrier to practicing SDM. All other
perceived barriers were mentioned, including the
lack of decision aids or tools to assist with SDM
(51%), belief there was insufficient evidence that
SDM would improve clinical outcomes (33%), lack
of reimbursement (28%), and lack of space in one’s
office or other practice setting (24%) (Table 2).

The respondents indicated that SDM was
appropriate in many situations, with most agreeing
it was useful when selecting a course of treatment
that may have significant risks and benefits (94%)

and in deciding on selective surgical procedures

Table 1 Surveyed gastroenterologists’ characteristics

Variables N =93
Gender n (%)
Male 83 (89)
Female 10 (11)
Age
< 39 years 15 (16)
40-49 years 35 (38)
50-59 years 33 (35)
60-69 years (10)
> 70 years 1 1)
Years' experience treating patients with Crohn’s disease
<9 years 23 (25)
10-19 years 32 (34)
> 20 years 38 41)
No. patients with Crohn’s disease seen in an average month
< 10 patients 28 (30)
11-25 patients 26 (28)
26-75 patients 25 (27)
> 76 patients 14 (15)
Main type of medical facility
Specialist hospital 34 37)

University hospital
General hospital
Clinics

(
17 (
31 (33)
11 (
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Shared decision-making leads to increased patient
satisfaction
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2

Shared decision-making leads to better clinical
outcomes

O Strongly disagree

[ Somewhat disagree

Patients are not qualified to participate in
traetment decisions

B Somewhat agree

M Strongly agree

Shared decision-making is not worth the time it
takes

Figure 1

(80%) (Table 2).
3. SDM practice

About half (52%) of the respondents reported
they decided on actual treatment together with
their patients irrespective of the patients’
preference toward or interest in decision-making
(ie., the SDM group). However, 39% reported they

decided on treatment with a patient only if the

20

40 60 80 100 (%)

Surveyed gastroenterologists’ perceptions of shared decision-making benefits

patient showed an interest in participating in the
decision-making. Meanwhile, 10% reported the
decision was to be made by the gastroenterologist
alone or in consultation with other healthcare
professionals. Evidence about treatment benefits
(77%) and reported disease severity (73%) were the
main factors considered important when making

treatment-related decisions. Evidence about

Table 2 Surveyed gastroenterologists’ perceptions of shared decision-making

Variables N=93
Recognition of SDM term n (%)
Not at all familiar 35 (38)
Not familiar 4 4)
Somewhat familiar 35 (38)
Familiar 11 (11)
Extremely familiar 8 )
The key barrier to practicing SDM (select all that apply)
Lack of time 85 91)
Lack of decision aids or tools 47 (51)
Insufficient evidence that SDM will improve clinical outcomes 31 (33)
Lack of reimbursement 26 (28)
Lack of space in their office or practice setting 22 (24)
Insufficient evidence that SDM will increase patient satisfaction 12 (13)
Fear of legal liability 5 ()]
What types of decisions that are appropriate for SDM (select all that apply)
Selecting a course of treatment that may have significant risks and benefits 87 (94)
Deciding on selective surgical procedures 74 (80)
Prescribing treatment for a chronic disease with several relatively low risk 45 48
treatment options 48)
Making critical, congequential decisions in life threatening circumstances when 43 (46)
there are several options
Routine, low risk medical interventions 27 (29)
Urgent, life-saving intervention 17 (18)
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treatment risks (49%), patient preferences or values
(46%), and patient characteristics and backgrounds
(30%) were other important considerations.
4. Factors affecting the practice of SDM
The chi-square test results showed the type of
medical facility at which the respondent worked
(X?=8.226, degrees of freedom [df]=3, p=0.042)
was the main characteristic associated with SDM
practice. Gastroenterologists working in universities
or specialized medical facilities tended to respond
that SDM informed their treatment decisions.
Additionally, those who regarded evidence about

treatment risks or methods as important did not
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tend to make SDM-informed treatment decisions
(X*=6.682, df=1, p=0.010; X*=9.195, df=1, p=
0.002), whereas those who regarded patient
preferences or values as important did tend to
make SDM-informed treatment decisions (X*=
9.322, df=1, p=0.002) (Table 3).

Finally, Table 4 details the multiple logistic
regression results. Whether gastroenterologists
regarded patient preferences or values as
important in treatment-related decision-making
(odds ratio=3.04; 95% confidence interval=1.21-
7.64; p=0.018) was the most strongly predictive
factor of practicing SDM.

Table 3 TFactors associated with methods used for treatment-related decisions

SDM élgﬁ/[ Total  X° df D

n (%) 48 (52) 45 (48) 93

Gender 0.316 1 0412"
Male 42 (51) 41 (49) 83
Female 6 (60) 4 (40) 10

Age 3.046 1 0.0817
<50 years 30 (60) 20 (40) 50
> 50 years 18 (42) 25 (58) 43

Years' experience treating patients with Crohn’s disease 1.216 1 0.270”
<20 years 31 (56) 24 (44) 55
> 20 years 17 (45) 21 (55) 38

No. patients with Crohn’s disease seen in an average month 0.134 1 0.714?
<25 patients 27 (50) 54
> 26 patients 21 (54) 18 (46) 39

Main type of medical facility 8.226 3 0.042”
Specialist hospital 19 (56) 15 (44) 34
University hospital 13 (77) 4 (23) 17
General hospital 13 (42) 18 (58) 31
Clinics 3(27) 8 (73) 11

Recognition of SDM 2.768 2 0.251%
Extremely familiar/ familiar 13 (68) 6 (32) 19
Somewhat familiar 16 (46) 19 (54) 35
Not at all familiar/ not familiar 19 (49) 20 (51) 39

What gastroenterologists view as important in treatment decision-making
Evidence about the treatment risks 17 (38) 28 (62) 45 6.682 1 0.010?
Evidence about the treatment benefits 37 (52) 34 (48) 71 0.030 1 0.862”
Severity of disease 37 (56) 29 (44) 66 1.801 1 0.180?
Treatment methods 2 (14) 12 (86) 14 9.195 1 0.002”
Treatment costs 5 (71) 2 (29) 7 1.190 1 0.245”
Patient’s characteristics and backgrounds 10 (37) 17 (63) 27 3237 1 0.072?
Patient’s preferences or values 29 (69) 13 (31) 42 9.322 1 0.002”

Data are presented as n (%).

Shared decision-making (SDM) indicates that healthcare professionals decide on treatments with all patients

regardless of the patients’ interest in that process.
? Chi-square test; ” Fisher’s exact test
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Table 4 Factors affecting surveyed gastroenterologists’ use of shared decision-making

OR 95% CI p value®
What gastroenterologists view as important in treatment decision-making (n = 93)
Evidence about the treatment risks 0.45 0.18-1.11 0.084
(reference do not view as important)
Evidence about the treatment benefits 1.46 0.52-4.07 0474
(reference do not view as important)
Patient’s preferences or values 3.04 1.21-7.64 0.018

(reference do not view as important)

Abbreviations: OR, odds ratio; CI, confidence interval; SDM, shared decision-making. *Multiple logistic
regression analysis (forced entry) was performed whether or not SDM was used as a dependent variable,

and the above three factors were independent variables.

IV. Discussion

This was the first nationwide survey in Japan
to detail gastroenterologists’ perceptions and
practice regarding SDM. In a U.S. study, 77% of
gastroenterologists were familiar with SDM'". In
the current study, 58% were familiar with it and
38% were not at all familiar with it, indicating
SDM has not fully permeated Japanese clinical
practice. The SDM concept was introduced in
medicine in the 1980s, at which time it drew upon
and deepened the principles of patient-centered
care'”. In North America, SDM is well-established,
with practical models having been developed and
revised for how to implement it in routine clinical
settings'™. The study and practice of SDM in
Japan, however, is in its relative infancy, with the
low recognition in the current study confirming
this nascent level.

In our survey results, most gastroenterologists
viewed SDM and its benefits positively, similar to

9 Tn both surveys,

the results in a US-based survey
selecting a course of treatment that may have
significant risks and benefits (94% in our survey,
87% in a U.S.-based survey'’) was the decision
considered most appropriate for SDM. Whitney et
al® demonstrated a model that placed medical
decisions along two axes—risk and certainty—with
SDM being most appropriate in uncertain situations
in which there were two or more clinically feasible

alternatives. Thus, SDM is compatible with selecting

a course of treatment that may have substantial

risks and benefits. Biologics provide an example for
which viable treatment choices (e.g., infliximab,
adalimumab, and ustekinumab) exist, and for which
the expected high efficacy must be weighed against
increased risks of, for example, lymphoma or serious
infection, that endanger the patient’s life. Use of
biologics for treating CD is increasing in Japan, with
approximately 50%-60% of patients receiving them?.
Ensuring patient involvement via SDM when
making treatment-related decisions should therefore
play an increasingly important role in the future.
Gastroenterologists in the United States perceived
lack of time (74%), lack of reimbursement (70%), and
lack of decision aids or tools (51%) as the main
barriers to SDM in clinical practice'”. Similarly, we
showed gastroenterologists in Japan perceived lack
of time (91%) and lack of decision aids or tools (51%)
as the main barriers. Of note is the higher
percentage of Japanese gastroenterologists’ citing
lack of time as an issue. This is also consistent with
a systematic review that found lack of time was the
most common barrier to healthcare professionals’
using SDM®. Another systematic review, on the
utility of decision aids, showed they added only a
median 2.6 minutes to the length of a typical

. 23)
consultation®

. We assert that many of the barriers
healthcare professionals perceive might be myths in
need of dispelling®. Further research is required to
evaluate the time needed to practice SDM and to
develop validated aids or tools for conducting SDM

in Japan.
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In our study, just over half (52%) of the surveyed
gastroenterologists reported basing their actual
treatment decisions on SDM. A previous survey
showed only 15% of general physicians at clinics in
Tokyo practiced SDM®. Compared with those
results, our study may indicate that
gastroenterologists may practice SDM more
actively than other physicians. Gastroenterologists’
work settings were also relevant to use of SDM,
with those working in universities or specialized
medical facilities tending to report SDM-informed
treatment decisions. Those working in general
hospitals or clinics, however, tended to respond
that SDM did not inform their treatment decisions.
Kuga et al® suggested that doctors who examined
patients from a generalist perspective tended to
unilaterally decide on treatment more often than
specialists who examined patients with specific
diseases. This may account for the difference in use
of SDM between the university or specialized
medical facilities and the general hospitals or clinics.

The gastroenterologists in our study regarded
evidence about treatment risks, treatment
methods, and patient preferences or values as
important toward treatment-related decisions and
strongly related with the practice of SDM. Those
who placed importance on evidence about
treatment risks or methods largely tended to not
practice SDM. Additionally, they saw clinically
appropriate treatment decisions as achievable
without SDM because evidence about treatment
risks and methods is available in articles and
guidelines. Gastroenterologists who regarded
patients’ preferences or values as important,
however, largely tended to practice SDM. Given
that only the patient can communicate these
preferences or values, this belief may lead to
better and more active communication with
patients, and thus result in SDM.

Several limitations should be noted when

interpreting the results of this study. All data were

collected via self-reported questionnaires, which can
affect data reliability. Respondents may also have
been more likely to have an interest in SDM or
patient-centered medicine, which could affect their
positive views regarding SDM and its benefits.
Nevertheless, we obtained informative responses
from a relatively large number of gastroenterologists
in Japan, including those from specialized, university,
and general hospitals. This latter point improves the
potential generalizability of our data.

The concept of SDM has recently expanded
beyond the physician-patient dyad to include the
interprofessional healthcare team®. Further
research is therefore still needed to examine
perceptions of SDM among other healthcare
professionals involved in the treatment of patients
with CD, with the aim of promoting an
interprofessional approach to SDM.

In conclusion, we examined the perceptions and
practices of gastroenterologists in Japan regarding
SDM for patients with CD. Our survey showed
SDM has yet to be fully applied among this
physician population, despite most practitioners
viewing it positively and about half using it
routinely. The results also showed that the work
setting and the views of gastroenterologists
concerning what aspects are important in

treatment decisions affected the practice of SDM.

Acknowledgments

We would like to thank all the gastroenterologists
who responded to our survey. This work was
supported by JSPS KAKENHI Grant Number
JP18K10372. We also thank Adam Goulston, MS,
ELS, from Edanz Group (https://en-author-services.
edanzgroup.com/ac) for editing the English text of

a draft of this manuscript.

References
1) Torres J, Mehandru S, Colombel JF, Peyrin-
Biroulet L: Crohn’s disease, Lancet, 29: 1741-



38

2)

3)

4)

5)

6)

7)

8)

9)

Aty - Al AR RS AT B L2 MRS

1755, 2017

Ananthakrishnan AN: Epidemiology and risk
factors for IBD, Nat Rev Gastroenterol Hepatol,
12: 205-217, 2015

Japan Intractable Diseases Information Center:
The number of the identification of recipient
owners of specific medical expenses
(designation incurable disease) at of the end of
2016, http://www.nanbyou.or.jp/upload_files/
kouhu20172.pdf (accessed 7 March 2019)
Serban ED: Treat-to-target in Crohn’s disease:
will transmural healing become a therapeutic
endpoint? World J Clin Cases, 26: 501-513, 2018
Byrne CM, Solomon M]J, Young JM, Selby W,
Harrison JD: Patient preferences between
surgical and medical treatment in Crohn’s
disease, Dis. Colon Rectum, 50: 586-597, 2007
Kariburyo MF, Xie L, Teeple A, Tan H,
Ingham M: Predicting pre-emptive discussions
of biologic treatment: Results from an openness
and preference survey of inflammatory bowel
disease patients and their prescribers, Adv
Ther, 34: 1398-1410, 2017

Elwyn G, Laitner S, Coulter A, Walker E,
Watson P, Thomson R: Implementing shared
decision making in the NHS, BM], 341: doi:
https://doi.org/10.1136/bmj.c5146, 2010
Almario CV, Keller MS, Chen M, Lasch K,
Ursos L, Shklovskaya ], Melmed GY, Spiegel
BMR: Optimizing selection of biologics in
inflammatory bowel disease: Development of
an online patient decision aid using conjoint
analysis, Am ] Gastroenterol, 113: 58-71, 2018
Cohan JN, Ozanne EM, Sewell JL, Hofer RK,
Mahadevan U, Varma MG, Finlayson E: A
novel decision aid for surgical patients with
ulcerative colitis: Results of a pilot study, Dis
Colon Rectum, 59: 520-528, 2016

10) Siegel CA, Lofland JH, Naim A, Gollins J,

Walls DM, Rudder LE, Reynolds C:

Gastroenterologists’ views of shared decision

11)

12)

13)

14)

15)

16)

17)

18)

19)

35(2), 2021 30-39

making for patients with inflammatory bowel
disease, Dig Dis Sci 60: 2636-2645, 2015
Morishige R, Nakajima H, Yoshizawa K,
Mabhlich ], Sruamsiri R: Preferences regarding
shared decision-making in Japanese
inflammatory bowel disease patients, Adv
Ther, 33: 2242-2256, 2017

Mahlich J, Matsuoka K, Sruamsiri R: Shared
decision making and treatment satisfaction in
Japanese patients with inflammatory bowel
disease, Dig Dis, 35: 454-462, 2017

Charles C, Gafni A, Whelan T: Shared
decision-making in the medical encounter:
What does it mean? (or it takes at least two to
tango), Soc Sci Med, 44: 681-692, 1997

Ministry of Health, Labour and Welfare: The
report on a result of “discharged patients’
investigation” to evaluate influence by DPC
introduction in 2016, https://www.mhlw.go.jp/
stf/shingi2/0000196043.html (accessed 19
November 2018)

Crohn’s and Colitis Foundation of Japan: List
of specialists in Japan (As of April 2018),
http://ccfj.jp/%E8%A8%BA%E7%99%82%ES
%8C%BB%E3%83%AA%E3%82%B9
%E3%83%88/ (accessed 7 October 2018)
Barry M]J, Edgman-Levitan S: Shared decision
making-pinnacle of patient-centered care,
New Engl ] Med, 366: 780-781, 2012

Elwyn G, Frosch D, Thomson R, Joseph-
Williams N, Lloyd A, Kinnersley P, Cording E,
Tomson D, Dodd C, Rollnick S, Edwards A,
Barry M: Shared decision making: A model
for clinical practice, J] Gen Intern Med, 27:
1361-1367, 2012

Makoul G, Clayman ML: An integrative model
of shared decision making in medical
encounters, Patient Educ Couns, 60: 301-312,
2006

Elwyn G, Durand MA, Song J, Aarts J, Barr
PJ, Berger Z, Cochran N, Frosch D, Galasinski



20)

21)

22)

23)

24)

25)

26)

Aty - Al AR RS AT B L2 MRS

D, Gulbrandsen P, Han PK]J, Harter M,
Kinnersley P, Lloyd A, Mishra M, Perestelo-
Perez L, Scholl I, Tomori K, Trevena L,
Witteman HO, Van der Weijden T: A three-
talk model for shared decision making:
Multistage consultation process, BM]J, 6: doi:
10.1136/bm;j.j4891, 2017

Whitney SN, McGuire AL, McCullough LB: A
typology of shared decision making, informed
consent, and simple consent, Ann Intern Med,
140: 54-59, 2004

Nakamura S, Hida N, Watanabe K, Miyazaki T,
Takagawa T, Yokoyama Y, Kamikozuru K,
Kawai M, Sato T, Fujimoto K, Koshiba R,
Kojima K: Current medical management for
Crohn’s disease, J Clin Surg, 73: 1327-1333, 2018
Légaré F, Ratté S, Gravel K, Graham ID:
Barriers and facilitators to implementing
shared decision-making in clinical practice:
Update of a systematic review of healthcare
professionals’ perceptions, Patient Educ
Couns, 73: 526-535, 2008

Stacey D, Légaré F, Lewis K, Barry M],
Bennett CL, Eden KB, Holmes-Rovner M,
Llewellyn-Thomas H, Lyddiatt A, Thomson R,
Trevena L: Decision aids for people facing
health treatment or screening decisions,
Cochrane Database Syst Rev, 12: doi:
10.1002/14651858.CD001431.pubb, 2017

Légaré F, Thompson-Leduc P: Twelve myths
about shared decision making, Patient Educ
Couns, 96: 281-286, 2014

Kuga S, Kachi Y, Inoue M, Kawada T:
Characteristics of general physicians who
practice shared decision making: a mail
survey of all clinics in 12 municipalities in
Tokyo, An official journal of the Japan
Primary Care Association, 39: 209-213, 2016
Schmitt MH: Supporting patients’ decision
making: interprofessional perceptions, J
Interprof Care, 25: 397-398, 2011

35(2), 2021 30-39

39



