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Abstract

Background Shared decision-making (SDM) is widely endorsed in international guidelines for the treatment of val-
vular heart disease (VHD). Despite evidence that the process improves outcomes and does not increase the burden
of consultations, SDM has not been adopted as a standard of care across regions and diverse health systems.

Methods We conducted a 3-phase study co-led by clinicians and people with lived experience using an inte-

grated knowledge translation approach guided by the knowledge-to-action framework. In a preparatory phase,

we conducted exploratory semi-structured interviews with 19 international and diverse experts to identify barriers
and enablers to SDM in VHD; we used thematic analysis to identify the major issues to inform project development.
We convened an in-person meeting of patients and patient advocates (n=9), clinicians (n=11) and researchers (n=3)
from 10 countries to build joint recommendations. Lastly, we conducted a series of local and international meetings
to validate the findings and inform future initiatives.

Results Challenges identified included (1) concerns about clinicians'availability and time requirements, (2) uncer-
tainty about how to practice SDM and (3) absence of regional data to evaluate SDM in VHD. The joint recommenda-
tions clustered on five global areas of focus and six sets of recommendations tailored to regional contexts and cultural
norms. Final recommendations on (1) preparing patients and carers, (2) training healthcare teams and (3) creating

a supportive system were further enhanced by VHD knowledge users’input in various regional settings.

Conclusions This first report co-led by diverse stakeholders offers a practice and policy-ready roadmap to strengthen
the implementation and evaluation of SDM in VHD.
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Introduction

Patients facing a decision about the treatment of their val-
vular heart disease experience a complex journey of care
from diagnosis to one or more treatments, and a lifetime
of management. From the perspective of patients and
people who support them, this pathway can be uncertain,
challenging and inequitable [1, 2]. International advocacy
and clinical and policy efforts are under way to improve
the detection, diagnosis and timely treatment of valvular
heart disease to address these barriers to access to timely
treatment [3, 4]. In parallel, efforts are required to change
the culture of care to strengthen the partnership between
patients and their healthcare providers to achieve high-
quality treatment decisions [5-7]. Recent guidelines have
widely endorsed shared decision-making as an essential
component to achieve optimal outcomes in the rapidly
evolving domain of clinical care of valvular heart disease
[8, 9]. However, implementing agreements and processes
in clinical practice and health policy remains difficult for
multiple reasons, preventing this approach from becom-
ing a standard of care across regions.

Shared decision-making (SDM) is the relatively sim-
ple concept of a bi-directional and collaborative process
of information exchange between patients and clinicians
to reach a considered and beneficial decision about treat-
ment options informed by, and based on individuals’ val-
ues and preference, including the choice to not undergo
treatment [10]. Importantly, an SDM conversation goes
beyond the conventions of patient education, which
often focuses on providing specific information concern-
ing one treatment option and satisfies the requirement
of informed consent — the transactional and contrac-
tual agreement that enables clinicians to carry out the
recommended treatment [11]. When clinicians practice
SDM, they intentionally invite patients to communicate
their goals of care, including their priorities, values and
preferences. During these interactions, clinicians make
patients aware that they have a choice and present treat-
ment options and discuss their potential benefits and
risks tailored to the individual patient. In this way, the
aim is to reach a shared treatment decision — one that
incorporates clinicians’ knowledge of the condition and
best available evidence, prognosis, treatment options
and possible outcomes in the unique clinical context of
the patient and acknowledges the patient’s expertise in
knowing what matters most to them, the impact of their
health condition on their daily life and expectations and
preferences for the possible outcomes [12, 13].

For patients and their families, the meaningful and
effective use of SDM may contribute to improved out-
comes. There is growing evidence that SDM interven-
tions, including the use of patient decision aids developed
according to international standards [14, 15], reduce

Page 2 of 11

decisional conflict, increase patient knowledge and sat-
isfaction with care and enhance engagement in their
health [16]. When patients perceive that SDM has been
achieved, they are more knowledgeable and satisfied with
their care [17]. For clinicians and policy-makers, SDM
supports the shift from clinician-driven and procedure-
based care, and allows movement beyond the deficit and
disease model of health to a more person-centred and
lifetime disease/health-focused culture of care [18].
Despite guideline endorsement, there remains a gap
between the good intentions of SDM and progress in
changing the conversation and the delivery of care to
achieve these goals. The question of how to do SDM
within health systems remains unanswered among clini-
cians and across international regions. This is particu-
larly salient in the rapidly evolving clinical context of the
treatment of valvular heart disease, where there is a lag
between guideline-driven care and emergence of new
treatment options and associated intense research activi-
ties. To address this challenge, we must prioritize efforts
to develop, implement and evaluate strategies to sup-
port the effective implementation of SDM into practice,
and remove the significant barriers to making cultural
changes in the delivery of valvular heart disease care.

From good intentions to implementation: a call to action
for clinicians and patients

The involvement of people with lived experiences is cru-
cial to developing pathways towards SDM implemen-
tation. This builds on evidence that patients want to
actively participate and choose appropriate treatments
that are right for them [19], and co-lead research, policy
and clinical collaborations that yield sustained change in
practice and knowledge exchange [20]. In addition, local
and international patient advocacy organizations play an
increasing role in developing collaborative networks that
leverage the close partnerships of patients, caregivers and
families, and clinicians, researchers and policy-makers to
collectively inform clinical care, drive research agendas
and promote equitable and person-centred health policy
(21, 22].

The Global Heart Hub (GHH) is an alliance of cardiac
patient organizations that aims to create a unified voice
for people with (or affected by) heart disease to advo-
cate for the best possible local, national and international
outcomes. Prompted by issues raised by global organi-
zations representing people with valvular heart disease,
GHH prioritizes the empowerment of patients to engage
in decision-making about their care. This resulted in the
publication of two unique consensus documents that
promote collective efforts to improve the patient care
journey globally [23] and in Europe [24], provide a guide
to patient engagement in SDM, and equip patients with
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contemporary knowledge and effective tools developed
in collaboration with clinicians [25]. Although these con-
sultations raised awareness and levels of engagement,
these initiatives uncovered evidence that a unidirec-
tional distribution of education resources was insuffi-
cient to strengthen the global implementation of SDM. In
response, GHH built on the success of this initiative to
accelerate efforts to develop strategies and promote local
and global actions aimed at the meaningful adoption of
SDM across the international continuum of valvular
heart disease care and prioritized the leadership of peo-
ple with lived experience and diverse stakeholders. We
report on the consensus findings and processes employed
to co-develop a global roadmap to the successful imple-
mentation of SDM in valvular heart disease that will sup-
port the adoption of international guidelines.

Methods

Integrated knowledge translation

We used an integrated knowledge translation (iKT)
approach to guide the work. iKT is an increasingly
adopted research approach that aims to engage knowl-
edge users as equal partners in the co-production of
new knowledge using engagement and co-production of
process design, development and dissemination of find-
ings and outreach [26, 27]. We were further guided by the
Knowledge-to-Action (KTA) framework that provides
conceptual clarity about the key elements of moving evi-
dence into practice and leverages existing and emerging
knowledge to inform actions and activities to adapt to
local contexts, identify and address barriers and facilita-
tors to change and drive evaluation [28].

We established the co-leadership of the initiative,
including a patient with lived and living experience
of disease management and treatment decisions and
a strong track record of advocacy in partnership with
GHH (S.McG.) and a clinician with expertise in patient-
centred clinical program development and care of peo-
ple with valvular heart disease (S.B.L.). Together, we
identified a diverse and representative group of inter-
national patients, researchers, policy-makers and clini-
cians, including physicians and nurses. At the onset, we
recognized the inherent challenges of facilitating a truly
global effort with representation from low-, middle- and
high-income countries and health systems that differ
significantly in resources, priorities and access to care.
Although acquired and congenital valvular heart disease
and their associated risk factors represent a global health
issue, intersectional factors, such as racism, sexism, clas-
sism and ageism [29, 30], further augment the impact
of socioeconomic determinants of health and illustrate
systems of power that drive inequities in the diagno-
sis and management of valvular heart disease. With this
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limitation and context in mind, we formed a core group
inclusive of knowledge users and producers who sup-
ported all aspects of the initiative in partnership with
GHH and provided consent to the dissemination of the
project for knowledge translation purposes.

Phase 1: Preparatory work

In keeping with the guidance of the KTA framework,
we conducted a comprehensive review of contempo-
rary literature concerning the pivotal role of SDM in the
management of valvular heart disease, barriers to effec-
tive implementation and potential strategies to promote
change in clinical care and health policy. In addition, we
conducted in-depth semi-structured exploratory inter-
views with 19 experts, representing people with valvu-
lar heart disease, cardiologists, cardiac surgeons, nurses
and researchers to establish our collaboration and gain
preliminary perspectives on personal and professional
experiences of the challenges, facilitators and opportuni-
ties to accelerate the implementation of SDM (Table 1).
We used an exploratory thematic analysis to identify
key preliminary findings [31]. We subsequently pro-
duced a discussion paper to disseminate the findings,
establish a collective common understanding of current
state of knowledge, adoption and barriers and provide
preliminary scaffolding for the development of consen-
sus recommendations. The report was distributed as a
structured pre-reading discussion paper in advance of
the policy roundtable to all participants. In addition, the
delegate preparation package included an overview of the
meeting’s objectives and a preliminary introduction to
the diverse participants to convey the central importance
of patient input and perspectives, and the anticipation of
diverse disciplinary representation at the meeting to help
clarify expectations.

Phase 2: Joint recommendation policy roundtable

In August 2023, we convened an in-person meeting of
23 international experts, representing patients, clinicians
and researchers from 10 countries (Europe, 14; North
America, 6; Central and South America, 2; Australia, 1),
including 9 people with lived and living experience and/
or patient advocates, 9 clinicians (referring cardiologists,
2; interventional cardiologists, 4; cardiac surgeons, 2;
nurses, 1) and 5 researchers. Figure 1 shows the country
of origin of all participants and their role in the project,
projected against available data on the mortality associ-
ated with nonrheumatic valvular heart disease generated
by the Global Burden of Disease (DBD) Study conducted
at the Institute for Health Metrics and Evaluation (IHME,
University of Washington, Seattle, United States) [32]. In
this context, we recognise that (1) the global impact of
valvular heart disease remains unevenly documented and
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Table 1 Framework used to gain preliminary perspectives and inform development of meeting agenda for phase 2

Probe: From your perspective, what is shared decision-making and why does it matter?

Probe: What are the unique challenges of shared decision-making in valvular heart disease?

Guidance to prompt discussion based on literature:
- Capacity and time

- Education, guidance and resources

- Evidence and evaluation

Probe: What global and local activities are necessary to advance the implementation of shared decision-making in valvular heart disease?

Guidance to prompt discussion based on literature:
- Role of advocacy, education and support

- Training of healthcare professionals

- Integration of discussions in journey of care

- Role of health policy

- Role of research and knowledge translation

Probe: What would success look like at the planned priority-setting meeting?

® People with lived experience and patient advocates

® Clinicians

® Researchers

m

== V=T T T T T T
102% * | lo.4a% 0.6% 0.8% 1.0% 12% 1.4%

1.6% 1.8% 2.0% 22% 2.4% 2.6% 28")0

Fig. 1 Country of origin and role of participants in the context of global burden of nonrheumatic valvular heart disease (both sexes, all ages, 2021,
percentage of total deaths). Source: Global Burden of Disease study, Institute for Health Metrics and Evaluation (University of Washington, Seattle,
United States) (https://vizhub.healthdata.org/gbd-compare/#) in collaboration with The Lancet (https://www.thelancet.com/gbd/about)

reported across global representation and (2) that there
is a disproportionate representation of participants from
high-income countries in our project.

The agenda was co-designed by the core group with the
objectives of (1) reviewing the findings of phase 1 and

(2) building joint recommendations. We structured the
dialogue and consensus building in a series of facilitated
break-out sessions and group discussions designed to
build on the findings that emerged from the preparatory
interviews, prioritize the inclusion of diverse perspectives
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and achieve actionable recommendations. We aimed to
harness global insights and develop an action plan rel-
evant to international regions and potentially tailored to
diverse health systems and cultural contexts. The meet-
ing was facilitated by the co-chairs in partnership with
GHH with the support of Health Policy Partnership who
led the preparatory and coordinating activities.

Phase 3: Validation of recommendations

We engaged with patient organizations across inter-
national regions to further ascertain diverse perspec-
tives and plan knowledge translation activities. We were
invited to present the early consensus recommendations
on the development of the roadmap at the PCR London
Valves scientific meeting. Discussion centred on navigat-
ing challenges in SDM for clinicians and patients. In this
setting, we aimed to validate our discussions and gain
further insights on strengthening the proposed road map
to implementation. We integrated key perspectives in the
final global recommendations.

Results

Perspectives on the challenges in the unique context

of valvular heart disease

The completion of phase 1 resulted in a thematic analy-
sis of the preliminary key informant interviews. The data
yielded three preliminary themes that described various
perspectives on the challenges concerning SDM in valvu-
lar heart disease: (1) patients’ perception that clinicians
lack time to engage in SDM, and clinicians’ concerns
about their capacity for SDM whilst managing the com-
peting demands of their significant clinical workload; (2)
patients’ experiences of barriers to accessing high-quality,
timely and tailored information about valvular heart dis-
ease, and clinicians’ uncertainty about “how to do SDM”
in an effective way; and (3) the absence of regional data
and global evidence to evaluate the implementation,
effectiveness and efficiency of SDM in clinical settings to
meet the unique and evolving context of valvular heart
disease.

Development of joint recommendations

During phase 2, the following pillars guided the group’s
roundtable and small group discussions: (1) patient infor-
mation, resources and education, support and active
involvement, (2) training and support for clinicians and
(3) embedding SDM in national care pathways and gov-
ernment policy. Stakeholders unanimously noted the
need for both local and international action to acceler-
ate implementation activities, leverage the collective
momentum and sustain success. The group reached con-
sensus on five key areas for united global action, and six
local calls to action.
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Global areas of focus: Multiple regions experience
similar challenges to the implementation of SDM.
Global action is a strategy to leverage international
experiences and accelerate momentum on the following
issues:

1. Develop a common understanding of the compo-
nents required for quality SDM: SDM requires an
invitation for people receiving care to be actively
included and engaged in an informed conversation
and a collaborative process to reach a joint decision
with clinicians. Importantly, there is global consen-
sus that SDM goes beyond patient education, infor-
mation sharing and the confirmation of consent: the
process must acknowledge patients’ expertise con-
cerning the impact of their health condition on their
daily life, their values and their preferred outcomes.

2. Increase the availability of data and research on the
effectiveness of SDM and implementation strategies:
Globally, there is limited evidence reporting the spe-
cific impact of SDM specifically in valvular heart dis-
ease. Furthermore, there is a pressing need to drive
an international agenda to study the barriers and
facilitators of implementation across regions to select
tailored implementation strategies that will support
effective and sustained change in the culture and pro-
cesses of care.

3. Strengthen a multidisciplinary care approach: Equi-
table access to a comprehensive Heart Team is a
central tenet of the management of valvular heart
disease and is ideally positioned to support the jour-
ney of care so that patients can consider all treatment
options.

4. Promote the incorporation of SDM in health policies:
SDM should be viewed as a fundamental right of
people receiving care. In the context of valvular heart
disease, guidelines are insufficient to ensure that all
people have access to this level of inclusion in their
treatment decisions. Advocacy efforts are needed to
engage policy-makers and explore strategies such as
funding models, policy priorities and legislation.

5. Develop strong partnerships with key stakeholders:
The change required to make a sustained difference
for people living with valvular heart disease depends
on global collective efforts and strong collaborations
that include patient and carer representatives, heart
patient support organizations, clinicians, researchers
with expertise in implementation science, health sys-
tem leaders and hospital administrators. Strengthen-
ing this network of partnerships is essential to sup-
port the implementation of SDM across regions and
within systems.
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Local areas of focus: Recognizing the importance of
tailored strategies to address cultural norms, regional
contexts and other imperatives, local areas of focus can
help overcome diverse barriers and leverage health sys-
tem assets to strengthen the adoption of SDM.

1. Develop comprehensive and accessible local-level
resources to support the trajectories of care for peo-
ple with valvular heart disease: Regionally-adapted
information that provides people with information
that equips them to better understand the journey
of care for valvular heart disease is lacking. Topics
particularly salient to local needs include clarified
expectations of disease progression and typical care
pathways, preparing for a treatment decision, sup-
port requirements, recovery and rehabilitation, and
lifetime management.

2. Increase the availability and implement and evalu-
ate the use of culturally-appropriate and high-quality
patient decision aids: Patients and clinicians require
evidence-based tools that are designed according to
international standards to inform SDM interactions.
When designed appropriately [33], patient decisions
aids are effective resources that combine informa-
tion on treatment options and potential outcomes,
benefits and risks that aim to support people to think
about what matters most to them when deciding on
their preferred treatment (including whether to have
treatment at all). These tools must meet the diverse
needs of people with lived and living experience, tai-
lored to diverse levels of health literacy and cultural
context and available in diverse formats, including
paper and digital resources [16]. To address current
gaps in diverse regions, there is a pressing need to
prioritize the development and implementation of
evaluation of patient decision aids to improve the
treatment of valvular heart disease.

3. Improve training and competencies in SDM for
healthcare professionals: Across regions, clinicians
report their agreement with the intent of SDM but
highlight limited competencies and lack of exposure
to quality learning opportunities. Locally, the provi-
sion of clinical education across the continuum of
learning (from initial training to continuous educa-
tion) and increased exposure at scientific meetings
offer an opportunity to strengthen clinicians’ capac-
ity to engage effectively in SDM. To achieve this goal,
clinicians must be supported to evaluate the quality
and impact of SDM in a meaningful way within their
services.

4. Seek to include distinct steps within local care path-
ways where individuals’ preferences, values and pri-
orities are understood and captured: The objectives
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of SDM interface with multiple aspects of health-
care delivery that require supportive systems. To this
end, local efforts are required to encourage people
to discuss their preferences, values and priorities.
The availability of multiple opportunities and time
points for people to engage with clinicians (including
primary care, treating physicians and nursing profes-
sionals) will strengthen a system supportive of SDM.
Care pathways need to be designed in ways that
provide options for patients to consider all options,
including the choice to opt for no treatment if efforts
may be futile or incompatible with their priorities
and goals of care.

5. Encourage investment in research to identify and
scale-up best practices for SDM in valvular heart
disease: Local efforts are needed to prioritize, fund
and disseminate research that validates SDM tools
and models of care and improves understanding of
evidence-informed implementation strategies to sup-
port sustained SDM in practice.

6. Advocate for the adoption of novel funding or reim-
bursement models in healthcare to help shift the
culture of care from procedure-driven to a more per-
son-centred and disease-focused approach: Histori-
cal policy and funding models continue to entrench
clinicians in the provision of siloed care, including
patients’ experience of their first encounter with a
specialist (e.g. multidisciplinary clinic versus surgi-
cal services versus interventional cardiology). Health
systems that ultimately incentivize volumes of proce-
dures rather than the quality of patients’ experiences
may be another pertinent example of this systemic
barrier to prioritizing SDM. Exploring novel funding
models that drive change in processes and incorpo-
rate SDM may strengthen the inclusion of patients’
perspectives.

We collectively identified opportunities to integrate
SDM activities from detection to treatment in the patient
pathway (Fig. 2) and mapped the joint recommendations
to three guiding pillars: (1) preparing patients and carers,
(2) training healthcare teams and (3) creating a support-
ive system (Fig. 3).

Discussion

This is the first report of global joint recommendations
to support the implementation of SDM in the continuum
of care for valvular heart disease co-led and co-developed
by people with lived experience, multidisciplinary clini-
cians and researchers. The proposed calls to action and
roadmap highlight key considerations, proposed imple-
mentation strategies and preliminary ways to measure
impact that will equip patients and clinicians, accelerate
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meeting

Shared decision-making
conversations
“We have a decision to make about how to
treat your heart valve disease”
“These are the risks and benefits of the
options we have for you”
“Tell me what matters most to you about
how we treat you”

“Together, we have decided that the best
way to treat your valve is...”

Fig. 2 Opportunities for integration of shared decision-making activities from detection to treatment in valvular heart disease patient pathway

A distinct step
within local HVD
patient care
pathways to
capture patient
preferences, values

Investment in
research to
identify and

scale-up best

practices for SDM
in HVD

Adoption of novel
funding /
reimbursement
patient-focused
models in HC

Comprehensive PDAs for use Training and
and accessible by people competencies
LOCAL local-level living with in SDM for
patient HVD and their HCPs
ACTIONS materials on HC providers
SDM in HVD
Common Data and
understanding research on
Eé.ﬁgﬁlé of SDM effectiveness
conversation of SDM and
components interventions
PREPARING
PATIENTS AND
CARERS
PILLARS Patient education,

support and active
involvement

Heart team /
multidisciplinary
approach within

all cardiac
disciplines

TRAINING HEALTH
CARE TEAMS
Education and

support for clinicians

and priorities

Partnerships
with key
stakeholders

Incorporation
of SDM into
health
policies

CREATING A
SUPPORTIVE
SYSTEM
Embedding SDM in
national care
pathways and
government policy

PDA = patient decision aids; SDM = shared decision-making; HVD = Heart valve disease; HC = healthcare; HCP = Healthcare professional

Fig. 3 Summary of consensus recommendations of the foundational pillars and global and local actions to accelerate the implementation

of shared decision-making in valvular heart disease

systems transformation and sustain the required changes
to culture of care, thereby closing the gap between guide-
line recommendations, clinical care and patient empow-
erment in the rapidly changing field of valvular heart
disease.

In a recent review of SDM in multidisciplinary team-
based cardiovascular care, clinicians and researchers
provided important insights to determine factors influ-
encing adoption and implementation at the interpersonal,

organizational and environmental levels and highlighted
the continuum of adoption among multiple moving
parts, including patients, clinicians, team working, clini-
cal pathways, policy and research [7]. This concept aligns
with our recommendations and further validates the
importance of the proposed pillars underpinning the rec-
ommendations to sustain the uptake of SDM in valvular
heart disease. We examine these priorities in turn.
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Preparing patients and caregivers

Our project placed the highest priority on patients’ per-
spectives and insights to inform the proposed recom-
mendations. The use of SDM presents a shift in culture,
supporting deliberate and active involvement of patients
as experts in their personal circumstances, how their
health condition impacts their daily life and their goals of
care, whilst also refuting historical and often patronizing
and paternalistic conventions that allow passive accept-
ance of physicians’ recommendations based on evidence
alone [34]. Importantly, this shift must also consider the
principles of diversity, cultural sensitivity and humility
and refine and tailor health communication to align with
expectations of diverse cultural backgrounds [35, 36].

To this end, patients and their carers ought to be sup-
ported to follow a SDM journey that considers their
culture of care but may need to recalibrate their beliefs
about the role they and their healthcare team play. The
pressing need to improve the availability of high-quality,
evidence-based decision aids across international regions
recommended by our policy panel is of pivotal impor-
tance to achieve this goal [37]. These patient-facing vis-
ual tools explicitly state the decision to be made, provide
information about options (that include the option of
maintaining the status quo) and the outcomes associated
with each option and help patients clarify their values
and preferences [13, 38]. These tools can be used ahead
of, or within the clinical consultation, and guide patients’
deliberation alone or in collaboration with others [16].
Education is required to remind clinicians that the use of
patient decision aids does not significantly lengthen con-
sultation times. Patients exposed to these tools are more
informed about their condition and treatment with real-
istic expectations and are more active in decision-making
processes [16].

This enhanced exposure to resources and informa-
tion must be augmented by tailored teaching and so-
called information coaching. For example, the impact of
“Patient Navigators” for patients undergoing cancer care
has been shown to increase the effectiveness of patient
decision aids and strengthen SDM in oncology programs
[39]. Similarly to the setting of cancer care, the journey of
care for people living with valvular heart disease includes
multiple time points and decision crossroads that require
information and navigation. The role of the clinical valve
coordinator (e.g. valve clinic coordinator, valve pro-
gramme clinician, structural heart disease nurse, tran-
scatheter aortic valve implantation [TAVI] coordinator)
can play an essential role in supporting patients and their
carers in preparing for SDM - alongside other expert
patient educators, clinicians with competencies in com-
munication and person-centred processes, and mem-
bers of the multidisciplinary heart team [34]. The clinical
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valve coordinator may be ideally positioned and trained
to tailor education and communication that will optimize
patients’ preparation for SDM.

Training healthcare teams

The conduct of SDM requires unique clinical competen-
cies — including best practices in communication and
engagement with patients, provision of equity-oriented
and culturally competent care, and attitudinal skills to
engage in the provision of information and listening to
care goals [7, 41]. These efforts require cognitive, emo-
tional and relational competencies and an underpinning
goal of ensuring patients’ autonomy [42].

Efforts are needed to advocate and partner with aca-
demic institutions to provide guidance and teaching
modules that can socialize SDM into curricula and
weave competencies into training programmes across
all health disciplines [43]. In a 2018 scoping review of
the implementation of SDM in undergraduate medi-
cal programmes, studies suggested that students’ skills
and confidence in having SDM conversations (and their
attitudes towards inviting patients to engage in these
interactions) improved following training [44]. In con-
trast, the quality of teaching and education resources to
support students remains unsatisfactory [45]. Even after
receiving formal training and despite positive intentions,
many clinicians report a failure to integrate SDM in their
practice for various reasons. These include environmen-
tal barriers related to workload, feeling overwhelmed,
other priorities, patient caseloads and clinic workflow
inefficiencies, and limitations in training and self-per-
ceived competence [46]. Similarly, although established
physicians express positive attitudes towards SDM [47],
tailored strategies are needed to equip senior clinicians
with improved training and guidance and dispel the mis-
perception that an excessive burden of time is required to
engage in this process [48].

Creating a supportive system

The integration of SDM into clinical processes remains
one of the main implementation challenges. Research
that considers patient, clinician and health service bar-
riers and facilitates the standardized and sustained use
of SDM is lacking, especially across regions and within
complex health systems. The use of policy incentives
remains in its infancy. In 2007, the state of Washington
(United States) passed legislation to promote SDM as
an alternative to informed consent for preference-based
elective treatment decisions (e.g. hip or knee replacement
for osteoarthritis) and certified patient decision aids for
select conditions. Subsequently, the United States Cent-
ers of Medicare and Medicaid Services decided that SDM
would be a pre-condition to payment for interventions
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in stable ischaemic heart disease and valvular heart dis-
ease, as well as four other high-volume procedures [49].
These measures illustrate how policy levers may be used
to drive changes in health service delivery [50]. The avail-
ability of tailored system enablers — including care deliv-
ery models, health workforce, better data and research,
and funding models — may offer effective strategies to
strengthen the implementation of SDM in complex
systems.

Implementation science needed

The GHH roadmap to the implementation of SDM in
valvular heart disease provides new guidance co-con-
structed with patients and reflects global and local pri-
orities, challenges and opportunities. This foundational
knowledge can now inform future research to identify
optimal strategies for adoption and impact. Implemen-
tation science refers to the study of deliberately selected,
theory-guided methods to promote the systematic
uptake of research findings in clinical, organizational
and/or policy contexts [51], with a focus on how and why
an intervention was effective (or not) [52]. Our collec-
tive intent is to ensure that this knowledge moves “off the
shelves, and onto the streets” to move the SDM agenda
forward to improve the care of people with valvular heart
disease [27].

In our discussions, we gained a growing appreciation
that unique issues in low- and middle-income countries
were not adequately addressed in the scope of our pro-
ject. Factors such as late presentation in the progres-
sion of valvular heart disease related to systemic issues
(i.e. absence of adequate patient journey, timely access
to care, awareness and diagnosis), and the impact of cul-
tures of care (i.e. cultural barriers to clinicians’ readiness
for shared decision-making, approaches to patient—phy-
sician relationships) are significant and unresolved issues
that are essential to the development of a truly global
approach. This constitutes a call to action for future
initiatives.

Conclusions

Construction of a consensus roadmap for SDM under the
co-leadership of clinicians and people with lived experi-
ence, combined with the active engagement of patients,
researchers and advocacy organizations, has produced
a novel and timely report that is intentionally tailored
to accelerate global uptake and support local initiatives.
The project was limited by the suboptimal representation
of participants from low- and middle-income countries.
Future initiatives will be necessary to address this signifi-
cant gap. Accelerated knowledge translation and further
research targeting this field are destined to improve the
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experiences and outcomes of people with valvular heart
disease.

Notes
Generative artificial intelligence was not used in any
aspects of this work.
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