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ABSTRACT
Aim: To implement shared decision‐making (SDM) through a patient decision aid (PtDA) for the initiation of palliative care

(PC) in end‐of‐life (EOL) cancer patients.

Methodology: A comprehensive Scoping Review was conducted on SDM in PubMed, CINAHL and PsycInfo. An evidence‐
based implementation of PtDAs was created using the Joanna Briggs Institute framework, which followed rigorous pillars:

(1) context, (2) facilitation and (3) evaluation.

Results: Fifteen studies were identified and categorised into (1) Implementation characteristics and (2) Strategies for im-

plementing SDM in terminally ill cancer patients. SDM should consider the decision‐making location, optimal timing, parti-

cipants and decision type. Strategies include professional training, PtDAs and implementation programmes. A PtDA

implementation protocol in video format for deciding to initiate PC is proposed, following International Patient Decision Aid

Standards (IPDAS) and Clinical Practice Guidelines (CPG).

Conclusions: SDM implementation should be guided by evidence‐based methodological models justifying and structuring its

execution, especially in complex and interdisciplinary contexts. National or international frameworks facilitate the adoption of

health innovations, such as PtDAs, benefiting patients and improving their usage.

Practice Implications: SDM is not just a concept but an important approach to the Care of cancer patients at EOL, enhancing

patient satisfaction and improving care quality. The success and sustainability of SDM hinge on the fundamental aspects of staff

training, interdisciplinary collaboration and ongoing evaluation. The lack of specific aid in Spanish underscores the immediate

need for local development. Further research is needed in this area, as most reviewed studies did not measure SDM

effectiveness in diverse hospital settings.

Patient or Public Contribution: This proposal was developed based on the experience and input of the nursing staff from the

healthcare service where it is intended to be implemented.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly

cited.
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1 | Introduction

Shared decision‐making (SDM) represents a shift from a
paternalistic approach to a collaborative relational model
between healthcare professionals and patients, marking a key
aspect of person‐centred care (PCC) [1]. SDM, which originated
in the 1970s in Western countries [2], aims to shift from a
paternalistic paradigm where healthcare professionals provide
therapeutic recommendations based on clinical experience and
scientific evidence. SDM is an evidence‐based approach that
considers both patient preferences and values and offers a
participatory and horizontal model between patients and
healthcare professionals [2, 3]. Its implementation in various
health contexts has demonstrated benefits, including increased
treatment adherence, higher satisfaction, reduced patient wor-
ries and anxiety and decreased decisional conflict [4, 5]. These
benefits are particularly significant in the context of oncology
and palliative care (PC), where the decisions made can have a
profound impact on the quality of life and end‐of‐life (EOL)
experiences of patients [6].

Initially applied in uncertain contexts where the risk‐benefit
relationship or evidence did not provide a clear recommendation
[7, 8], SDM's newer definitions seek to expand it to situations
where a patient's humanity or identity is at stake, such as pa-
tients at the EOL [9]. Hence, our objective is to propose an
implementation of a patient decision aid (PtDA) regarding the
initiation of palliative care (PC) in terminally ill cancer patients,
addressing the decision to initiate PC or continue with active
therapy. To achieve this, a scoping review was conducted initially
to explore strategies facilitating SDM implementation in adult
oncology patients at the EOL, along with the recommended
characteristics and circumstances for implementation. Subse-
quently, these results informed a set of recommendations to es-
tablish an action plan for SDM in the Oncology Inpatient Ward at
an institution in Spain, utilising the Joanna Briggs Institute (JBI)
framework [10]. The JBI framework offers a detailed approach
for systematic reviews and evidence synthesis, based on three key
pillars: context, facilitation and evaluation. It provides clear
guidelines for defining research questions, creating protocols,
searching for and selecting studies and assessing and synthesis-
ing evidence. JBI's quality criteria focus on evaluating the
robustness of study design, the risk of bias, data reliability and
the relevance of findings to clinical practice [10].

2 | Literature Review

A scoping review was conducted in March 2023 to explore
implementation strategies for SDM in adult oncology patients at
the EOL (OSF register Identifier: DOI 10.17605/OSF.IO/XFJ6H).
The methodological recommendations from the Cochrane
Review Manual were followed during its development [11].

Literature search was performed across three databases:
PubMed, CINAHL and PsycInfo. The terms ‘Implementation’,
‘Shared Decision‐Making’, ‘Oncology’ and ‘Palliative Care’
along with their synonyms, MeSH terms and Thesaurus were
used. Their combination was achieved using the boolean
operators ‘AND’ and ‘OR’ (Figure 1). Selection criteria are
shown in Table 1.

After eliminating duplicates, the titles and abstracts were
screened independently by two researchers (M.G.G. and M.J.H.‐
L.). To assess the inter‐rater reliability, two researchers inde-
pendently screened 20% of the articles. The resulting kappa
statistic was 0.81, indicating a high level of agreement [12]. In
case of disagreement, the researchers discussed the case until
they reached a consensus. Subsequently, one researcher made
the article selection through full‐text reading. A total of 15 ar-
ticles were selected for final analysis (Figure 2).

The geographical distribution included the Netherlands (n= 6),
the USA (n= 6), followed by Taiwan (n= 1), France (n= 1) and
Australia (n= 1). Based on JBI quality criteria, seven studies
were of high quality (the compliance score was equal to or
greater than 70%), seven studies fell in the moderate quality
category (score between 50% and 70%) and one article was ca-
tegorised as low quality (score less than 50%). Regarding study
designs, we found five randomised clinical trials (RCT), five
RCT protocols, two quasi‐experimental studies, one cross‐
sectional study, one narrative review and one qualitative study
(Table 2).

2.1 | Setting

All studies indicated that the preferred setting for SDM imple-
mentation is the hospital, as it is where patients spend the most
time making decisions collaboratively with healthcare profes-
sionals [14–19, 21, 24–26]. However, two articles mentioned
that it could also be conducted at home [19, 24]. They also noted
that the timing of implementation should anticipate the pa-
tient's information needs, that is, before a critical situation, after
diagnosis and/or during the clinical encounter [17, 21–23].
Dharmarajan et al. [12] and Fritz et al. [22] propose specific
moments, such as before receiving chemotherapy or radio-
therapy (RDT).

2.2 | Patients' Conditions

The majority of patients were suffering from glioblastoma [22],
lung and colorectal cancer [24, 26], prostate and ovarian cancer
[19] and breast cancer [18]. They reported that decisions are
predominantly made between patients, physicians and nurses.

2.3 | Intervention Strategies

2.3.1 | Training for Healthcare Professionals

Both physicians and nurses are crucial for conducting SDM
effectively with patients and their families [14–17]. Hoek et al.
[15] and Van Veenendaal et al. [17] have developed e‐learning‐
based training sessions, lasting 45–60min, involving video vi-
sualisation of the four SDM steps: (1) creating awareness of
options, (2) discussing options with their pros and cons, (3)
exploring patient values and (4) agreeing on a decision that
aligns with patient preferences. Additionally, Van Veenendaal
et al. [17] added self‐assessment, self‐learning questions and a
15–30min in‐person coaching session where professionals dis-
cuss feedback.

2 of 22 Health Expectations, 2024



Another training approach includes communication simula-
tions for physicians on treatment decision‐making for critically
unstable patients [16]. On the other hand, Hoerger et al. [23]
developed a protocol for the Values and Options in Cancer Care
(VOICE) programme. In this programme, oncologists received
SDM training through a 15‐min video and ‘reminder’ cards of
the communication guide encouraging discussions about
prognosis and symptoms listed in the Question Prompt
List (QPL).

The Choosing Treatment Together in Cancer at End of Life
(CHOICE) training involved 10 h for oncologists and was based
on SDM with four steps: (1) an SDM agenda, (2) options and
pros and cons, (3) patient values and preferences and (4)

deferring a decision. Lastly, a pocket card with the four SDM
steps, examples and phrases was provided [14].

The evaluation of the training programmes utilised scales such
as the Observing Patient Involvement Scale (OPTION‐12), four‐
SDM [14, 15], nine‐item‐SDM [14, 17] and Control Preference
Scale (CPS) [16].

2.3.2 | Decision Aids

Their aim is to facilitate understanding of therapeutic options,
including their risks and benefits, regarding Cardiopulmonary
reanimation, artificial ventilation and artificial feeding [24, 27].

FIGURE 1 | Search strategy.

TABLE 1 | Selection criteria.

Inclusion criteria Exclusion criteria

Types of studies No restrictions Not applicable

Participants Cancer patients at the end of life (EOL) and/or their support
network (family, friends, etc.)

Paediatric patients
Patients with cognitive impairment

Interventions Decision‐making developed through negotiation between
healthcare professionals and the patient and/or family

members

Implementations addressing informed
decision‐making

Outcomes Strategies, interventions, guidelines, programmes, training to
incorporate SDM

Not applicable

Limitations Languages: English, French and Spanish Not applicable

Abbreviation: SDM, shared decision‐making.
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They also cover key concepts of PC (palliative care) [19, 27],
RDT (radiotherapy) [19], as well as guide SDM [18, 25]. PtDAs
can take the form of videos [19, 23, 25, 27] and informational
brochures [24, 27].

Dharmarajan et al. [19] have developed a programme that
includes a video to educate patients on decision‐making about
PC and receiving RDT when hospitalised. The results reported
that patients feel more confident in their decision, as measured
by the Decisional Conflict Scale (DCS) and improved their
knowledge. Additionally, Michael et al. [25] plan to implement
the Cancer Communication Assessment Tool for Patients and
Families (CCAT‐P and CCAT‐F) in a future study to measure
congruence in decision‐making and a scale developed by the
authors to measure preparedness for decision‐making.

2.3.3 | Implementation Programmes

These consist of multiphase strategies to initiate SDM. The
ACTION programme [24] involves 45–60min interviews with
patients conducted by certified professionals following a con-
versation guide to explore their understanding of the illness,
reflect on their goals, values and beliefs and discuss their
treatment and care preferences. Patients also complete the My
Preference Form questionnaire regarding quality of life, the
decision‐making process, coping with the illness and satisfac-
tion with care. Educational brochures on CPR, artificial venti-
lation and feeding were provided when necessary [24, 26]. To
assess satisfaction, the European Organization for Research and
Treatment of Cancer (EORTC IN‐PATSAT), Assessment of
Patients' Experience of Cancer Care (APECC) and a four‐item

FIGURE 2 | Flowchart scoping review [13].
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ci
si
on

s:
In
te
n
si
vi
st
s
an

d
em

er
ge
n
cy

ph
ys
ic
ia
n
s
m
or
e

li
ke

ly
to

ad
m
it
to

th
e
IC

U
p
=
0.
21
.
O
bt
ai
n
in
g
th
e

pr
ed

ic
te
d
pa

lli
at
io
n
pa

ti
en

t
ob

je
ct
iv
e
sk
il
l
sc
or
e
p
=
0.
04
.

V
an

V
ee
n
en

da
al

et
al
.
[1
7]
,
th
e

N
et
h
er
la
n
ds

R
C
T
,
pr
ot
oc
ol

A
dd

re
ss

th
e

ef
fe
ct
iv
en

es
s
of

an
in
di
vi
du

al
SD

M
tr
ai
n
in
g

pr
og
ra
m
m
e
u
si
n
g
th
e

co
n
ce
pt

of
de

li
be
ra
te

pr
ac
ti
ce
.

Im
pl
em

en
ta
ti
on

ph
as
e

st
u
dy

,
in
te
n
de

d
to

be
co
n
du

ct
ed

ac
ro
ss

12
h
os
pi
ta
ls
.

P
R
O
F
E
SS

IO
N
A
L
T
R
A
IN

IN
G

L
oc
at
io
n
:
H
os
pi
ta
l

P
ar
ti
ci
pa

n
ts
:
O
n
co
lo
gi
st
s
w
it
h

th
ei
r
pa

ti
en

ts
T
im

in
g:

D
u
ri
n
g
th
e
cl
in
ic
al

en
co
u
n
te
r

D
ec
is
io
n
ty
pe

:
T
re
at
m
en

t

T
ra
in
in
g
m
od

al
it
y:

e‐
le
ar
n
in
g,

pe
rs
on

al
le
ar
n
in
g

an
d
in
‐p
er
so
n
co
ac
h
in
g.

M
ea
su
re
m
en

t
in
st
ru
m
en

ts
:

O
P
T
IO

N
‐5
,
SC

P
S,

SD
M
‐Q

‐9
.

P
tD

A
:
N
ot

ap
pl
ic
ab

le
.

O
u
tc
om

e:
T
ra
in
in
g
fo
r

on
co
lo
gi
st
s
to

im
pl
em

en
t
SD

M
P
ar
ti
ci
pa

ti
on

da
ta
:
N
ot

ap
pl
ic
ab

le
.

69
.2
%

O
os
te
n
do

rp
et

al
.

[1
8]
,
th
e

N
et
h
er
la
n
ds

R
C
T
ph

as
e
II

E
va
lu
at
e
an

y
h
ar
m
fu
l

ef
fe
ct
s
of

th
e
D
A
s
as

co
m
pa

re
d
w
it
h
u
su
al

ca
re
,
re
ga
rd
in
g
pa

ti
en

ts
'

w
el
l‐b

ei
n
g
an

d
sp
ec
if
ic
al
ly

an
xi
et
y.

12
8
pa

ti
en

ts
w
it
h

co
lo
re
ct
al

or
br
ea
st

ca
n
ce
r
an

d
20

n
u
rs
es
.

D
E
C
IS
IO

N
A
ID

S:
L
oc
at
io
n
:
H
os
pi
ta
l

T
im

in
g:

N
ot

re
po

rt
ed

P
ar
ti
ci
pa

n
ts
:
N
u
rs
es

an
d

on
co
lo
gi
st
s
w
it
h
pa

ti
en

ts
D
ec
is
io
n
ty
pe

:
Se
co
n
d‐
li
n
e

ch
em

ot
h
er
ap

y
tr
ea
tm

en
t

In
fo
rm

at
io
n
m
od

al
it
y:

P
tD

A
bo

ok
le
ts

w
it
h
ri
sk
s
an

d
be
n
ef
it
s
of

tr
ea
tm

en
t
ar
e

pr
es
en

te
d,

in
cl
u
di
n
g
a
li
fe

ex
pe

ct
an

cy
il
lu
st
ra
ti
on

.
M
ea
su
re
m
en

t
in
st
ru
m
en

ts
:

H
A
D
S
fo
r
an

xi
et
y
an

d
H
R
Q
oL

P
tD

A
:
C
ol
or
ec
ta
l
an

d
br
ea
st

ca
n
ce
r
pa

ti
en

ts
,

u
n
sp
ec
if
ie
d
ty
pe

.
O
u
tc
om

e:
O
n
co
lo
gi
st
s

co
m
pl
et
ed

an
in
cl
u
si
on

fo
rm

,
an

d
n
u
rs
es

co
m
pl
et
ed

a

61
.5
%

(C
on

ti
n
u
es
)
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im

(s
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Sa
m
p
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ch
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st
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s

Im
p
le
m
en

ta
ti
on

ch
ar
ac

te
ri
st
ic
s

St
ra
te
gi
es

fo
r
th

e
im

p
le
m
en

ta
ti
on

of
SD

M
JB

I
q
u
al
it
y

qu
es
ti
on

n
ai
re

ab
ou

t
th
e

in
te
rv
ie
w
w
it
h
P
tD

A
.P

at
ie
n
ts

fi
lle

d
ou

t
an

in
it
ia
l

qu
es
ti
on

n
ai
re

at
en

ro
lm

en
t

an
d
tw

o
fo
llo

w
‐u
p

qu
es
ti
on

n
ai
re
s
on

e
w
ee
k
an

d
ei
gh

t
w
ee
ks

af
te
r
re
ce
iv
in
g

tr
ea
tm

en
t‐r

el
at
ed

in
fo
rm

at
io
n
.

P
ar
ti
ci
pa

ti
on

da
ta
:
D
ec
is
io
n
‐

re
la
te
d
m
ea
su
re
s
(t
h
e

in
te
rv
en

ti
on

gr
ou

p
h
ad

st
ro
n
ge
r
tr
ea
tm

en
t

pr
ef
er
en

ce
s,
p
=
0.
03
).

T
re
at
m
en

t
at
ti
tu
de

s
(b
ot
h

gr
ou

ps
eq
u
al
ly

sa
ti
sf
ie
d
w
it
h

th
ei
r
tr
ea
tm

en
t
an

d
it
s

co
n
se
qu

en
ce
s)
.

D
h
ar
m
ar
aj
an

et
al
.
[1
9]
,
U
SA

Q
u
as
i
ex
pe

ri
m
en

ta
l

B
u
il
d
a
vi
de

o
de

ci
si
on

ai
d
fo
r
h
os
pi
ta
li
se
d

pa
ti
en

ts
w
it
h
ad

va
n
ce
d

ca
n
ce
r
re
fe
rr
ed

fo
r
P
R
T

an
d
pr
os
pe

ct
iv
el
y
te
st
it
s

ef
fi
ca
cy

in
re
du

ci
n
g

de
ci
si
on

al
u
n
ce
rt
ai
n
ty
,

im
pr
ov
in
g
kn

ow
le
dg

e,
in
cr
ea
si
n
g
tr
ea
tm

en
t

re
ad

in
es
s
an

d
re
ad

in
es
s

fo
r
pa

lli
at
iv
e
ca
re

co
n
su
lt
at
io
n
an

d
it
s

ac
ce
pt
ab

il
it
y
am

on
g

pa
ti
en

ts
.

40
pa

ti
en

ts
w
it
h

ad
va
n
ce
d
ca
n
ce
r:
23
%

pr
os
ta
te

ca
n
ce
r,
18
%

lu
n
g
ca
n
ce
r
an

d
15
%

ov
ar
ia
n
ca
n
ce
r.

D
E
C
IS
IO

N
A
ID

S
L
oc
at
io
n
:
H
os
pi
ta
l
an

d
ou

tp
at
ie
n
t
cl
in
ic

P
ar
ti
ci
pa

n
ts
:
N
ot

re
po

rt
ed

T
im

in
g:

H
os
pi
ta
li
se
d
pa

ti
en

ts
ab

ou
t
to

re
ce
iv
e
P
R
T

D
ec
is
io
n
ty
pe

:
R
ec
ei
vi
n
g
P
R
T

In
fo
rm

at
io
n
m
od

al
it
y:

V
id
eo

de
ci
si
on

ai
ds
:
(1
)
T
h
e

ra
di
at
io
n
si
m
u
la
ti
on

pr
oc
es
s,

(2
)
W
h
at

to
ex
pe

ct
du

ri
n
g

tr
ea
tm

en
t,
(3
)
Si
de

ef
fe
ct
s,
(4
)

T
h
e
pu

rp
os
e
of

pa
lli
at
iv
e

ca
re
.
P
at
ie
n
ts

th
en

an
sw

er
qu

es
ti
on

s
w
it
h
in

24
h
af
te
r

vi
ew

in
g.

M
ea
su
re
m
en

t
in
st
ru
m
en

t:
T
h
re
e‐
it
em

D
ec
is
io
n
al

C
on

fl
ic
t
Sc
al
e.

P
tD

A
:
V
id
eo
.

O
u
tc
om

e:
T
h
ro
u
gh

th
e
vi
de

o,
pa

ti
en

ts
ar
e
ed

u
ca
te
d
to

m
ak

e
de

ci
si
on

s
ab

ou
t
pa

lli
at
iv
e

ca
re

an
d
re
ce
iv
in
g
P
R
T
w
h
en

h
os
pi
ta
li
se
d.

P
ar
ti
ci
pa

ti
on

da
ta
:
P
at
ie
n
ts

w
er
e
m
or
e
co
n
fi
de

n
t
in

th
ei
r

77
.7
%

(C
on

ti
n
u
es
)
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im
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te
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st
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Im
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ch
ar
ac

te
ri
st
ic
s

St
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te
gi
es

fo
r
th

e
im

p
le
m
en

ta
ti
on

of
SD

M
JB

I
q
u
al
it
y

de
ci
si
on

(p
=
0.
02
).
T
h
e
ef
fe
ct

w
as

gr
ea
te
r
am

on
g
pa

ti
en

ts
w
it
h
ou

t
pr
io
r
P
R
T
(p

=
0.
02
),

w
it
h
n
o
di
ff
er
en

ce
w
it
h
pr
io
r

P
R
T
(p

=
0.
28
).
W
il
li
n
gn

es
s
to

ac
ce
pt

P
R
T
im

pr
ov
ed

(p
=
0.
04
)
an

d
pa

ti
en

ts
fe
lt

m
or
e
pr
ep

ar
ed

fo
r
P
R
T
af
te
r

th
e
vi
de

o.
M
ea
n
kn

ow
le
dg

e
in
cr
ea
se
d
fr
om

60
.4

to
88
.3
,

p
<
0.
00
1.

A
ga
rw

al
an

d
E
ps
te
in

[2
0]
,
U
SA

N
ar
ra
ti
ve

re
vi
ew

E
m
ph

as
is
e
th
e

u
n
de

n
ia
bl
e
va
lu
e,

cu
rr
en

t
ch

al
le
n
ge
s
an

d
re
ce
n
t
im

pr
ov
em

en
ts

in
su
pp

or
ti
n
g
op

ti
m
al

A
C
P

N
o
re
po

rt
ed

.
IM

P
L
E
M
E
N
T
A
T
IO

N
P
R
O
G
R
A
M
M
E
S

L
oc
at
io
n
:
N
ot

re
po

rt
ed

P
ar
ti
ci
pa

n
ts
:
M
ed

ic
al

te
am

w
it
h
pa

ti
en

ts
an

d
fa
m
il
ie
s

T
im

in
g:

N
ot

re
po

rt
ed

D
ec
is
io
n
ty
pe

:
T
re
at
m
en

t,
pa

lli
at
iv
e
ca
re

In
fo
rm

at
io
n
m
od

al
it
y:

N
ot

re
po

rt
ed

.
M
ea
su
re
m
en

t
P
O
L
ST

.
D
A
s:
N
ot

ap
pl
ic
ab

le
O
u
tc
om

e:
P
at
ie
n
t
tr
ea
tm

en
t

ex
pe

ct
at
io
n
s
an

d
u
n
de

rs
ta
n
di
n
g
of

th
e
il
ln
es
s,

u
n
ce
rt
ai
n
ty

of
pr
og
n
os
is
w
it
h

ev
ol
vi
n
g
ca
n
ce
r
th
er
ap

ie
s,

op
ti
m
al

ti
m
in
g
of

SD
M

di
sc
u
ss
io
n
s,
ba

rr
ie
rs

in
do

ct
or
–p

at
ie
n
t

co
m
m
u
n
ic
at
io
n
,

h
et
er
og
en

ei
ty

in
qu

al
it
y,

co
n
te
n
t,
ap

pr
oa
ch

an
d

do
cu

m
en

ta
ti
on

of
SD

M
di
sc
u
ss
io
n
s.

P
ar
ti
ci
pa

ti
on

da
ta
:

Im
pr
ov
em

en
t
St
ra
te
gi
es

of
In
te
gr
at
io
n
of

pr
im

ar
y

pa
lli
at
iv
e
ca
re

an
d
n
u
rs
e‐
le
d

in
te
rv
en

ti
on

s,
pa

ti
en

t‐c
en

tr
ed

an
d
va
lu
e‐
fo
cu

se
d
SD

M
m
od

el
s,
in
cl
u
di
n
g
th
e
u
se

of
pa

ti
en

t‐r
ep

or
te
d
ou

tc
om

es
,

pa
rt
ic
ip
at
io
n
in

in
te
ra
ct
iv
e

SD
M

di
sc
u
ss
io
n
s,
u
se

of

18
%

(C
on

ti
n
u
es
)
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y
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y

A
im

(s
)
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te
ri
st
ic
s
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p
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ar
ac
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s
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ra
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r
th

e
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p
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m
en

ta
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on

of
SD

M
JB

I
q
u
al
it
y

te
ch

n
ol
og
y
to

en
h
an

ce
co
m
m
u
n
ic
at
io
n
,

st
an

da
rd
is
at
io
n
of

SD
M

pr
in
ci
pl
es

an
d

do
cu

m
en

ta
ti
on

.
E
m
pa

th
et
ic

an
d
h
on

es
t
co
n
ve
rs
at
io
n
s

am
on

g
pa

ti
en

ts
,
ca
re
gi
ve
rs

an
d
h
ea
lt
h
ca
re

pr
of
es
si
on

al
s

ca
n
pr
ev
en

t
ag
gr
es
si
ve

an
d

u
n
w
an

te
d
en

d‐
of
‐li
fe

ca
re
.

D
io
n
n
e‐
O
do

m
et

al
.
[2
1]
,
U
SA

R
C
T

A
ss
es
s
th
e
fe
as
ib
il
it
y,

ac
ce
pt
ab

il
it
y
an

d
po

te
n
ti
al

ef
fi
ca
cy

of
in
di
vi
du

al
in
te
rv
en

ti
on

co
m
po

n
en

ts
of

C
A
SC

A
D
E
(C

A
re

Su
pp

or
te
rs

C
oa
ch

ed
to

be
A
de

pt
D
E
ci
si
on

P
ar
tn
er
s)
,
an

ea
rl
y

te
le
h
ea
lt
h
,
pa

lli
at
iv
e

ca
re

co
ac
h
‐le

d
de

ci
si
on

su
pp

or
t
tr
ai
n
in
g

in
te
rv
en

ti
on

fo
r

ca
re
gi
ve
rs
.

46
pa

ti
en

ts
an

d
46

fa
m
il
y

m
em

be
rs
.

IM
P
L
E
M
E
N
T
A
T
IO

N
P
R
O
G
R
A
M
M
E
S

L
oc
at
io
n
:
T
er
ti
ar
y
ac
ad

em
ic

m
ed

ic
al

ce
n
tr
e

P
ar
ti
ci
pa

n
ts
:
O
n
co
lo
gi
st
s
w
it
h

pa
ti
en

ts
an

d
fa
m
il
y
m
em

be
rs

T
im

in
g:

N
ew

ly
di
ag
n
os
ed

w
it
h
ad

va
n
ce
d
ca
n
ce
r

D
ec
is
io
n
ty
pe

:
T
re
at
m
en

t,
ro
le
s
of

va
lu
es

w
h
en

de
ci
di
n
g

w
it
h
an

d
fo
r
ot
h
er
s
an

d
su
pp

or
ti
n
g
th
e
co
m
pl
et
io
n
of

ad
va
n
ce

di
re
ct
iv
es

an
d
be
in
g

a
du

ra
bl
e
po

w
er

of
at
to
rn
ey

fo
r
h
ea
lt
h
ca
re

In
fo
rm

at
io
n
m
od

al
it
y:

N
ot

re
po

rt
ed

.
M
ea
su
re
m
en

t
in
st
ru
m
en

t:
R
in
i
D
ec
is
io
n

In
fl
u
en

ce
Sc
al
e.

P
tD

A
:
N
ot

ap
pl
ic
ab

le
.

O
u
tc
om

e:
C
A
SC

A
D
E
:
(1
)

P
sy
ch

oe
du

ca
ti
on

fo
r
ef
fe
ct
iv
e

de
ci
si
on

su
pp

or
t
(o
n
e
or

th
re
e
se
ss
io
n
s
fo
r
de

ci
di
n
g
on

tr
ea
tm

en
t)
,
(2
)

co
m
m
u
n
ic
at
io
n
tr
ai
n
in
g
fo
r

de
ci
si
on

su
pp

or
t
an

d
(3
)

O
tt
aw

a
D
ec
is
io
n
G
u
id
e

tr
ai
n
in
g
(o
n
e
se
ss
io
n

re
vi
ew

in
g
th
e
fo
u
r
st
ep

s
of

th
e
gu

id
e
an

d
h
ow

th
ey

ca
n

be
u
se
d
w
it
h
pa

ti
en

ts
).

P
at
ie
n
ts

w
er
e
on

ly
in
fo
rm

ed
an

d
di
d
n
ot

re
ce
iv
e
an

in
te
rv
en

ti
on

.
T
h
is

in
te
rv
en

ti
on

w
as

co
n
du

ct
ed

on
th
e
on

co
lo
gi
st
s.
F
am

il
y

ca
re
gi
ve
rs

w
er
e
pa

ir
ed

w
it
h
a

tr
ai
n
ed

pa
lli
at
iv
e
ca
re

co
ac
h

w
h
o
sc
h
ed

u
le
d
an

d
fa
ci
li
ta
te
d

a
se
ri
es

of
on

e
to

fi
ve

w
ee
kl
y

ph
on

e
se
ss
io
n
s
la
st
in
g
20

to
30

m
in
.

69
%

(C
on

ti
n
u
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an
d
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pr
es
si
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m
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s,
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su
lt
s
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es
t
th
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e
m
os
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n
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l
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n
en
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er
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g
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m
m
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n
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at
io
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r
de
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or
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−
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–0
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ev
er
,
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r
ca
re
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r
an
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et
y,
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e
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ly
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n
ef
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ia
l
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m
po

n
en

t
w
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ai
n
in
g
in
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m
m
u
n
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at
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n
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r
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or
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n
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en
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m
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n
en

t
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su
lt
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g
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e

gr
ea
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ef
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w
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m
m
u
n
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at
io
n
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ai
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g
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t
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0.
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ow

ev
er
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h
oe
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ti
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m
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n
en

t
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r
ef
fe
ct
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e
de
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si
on
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pp

or
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so
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su
lt
ed
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a
re
le
va
n
t
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lo
w
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n
it
u
de

ef
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).
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ri
tz

et
al
.
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2]
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e
N
et
h
er
la
n
ds

Q
u
al
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at
iv
e
st
u
dy

u
ti
li
si
n
g
fo
cu

s
gr
ou

ps
w
it
h
h
ea
lt
h
ca
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pr
of
es
si
on

al
s
an

d
se
m
i‐s
tr
u
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u
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d
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ie
w
s
w
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h
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en
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d
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r

re
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D
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A
C
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ra
m
m
e
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r
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m
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E
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th
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e
re
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n
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r
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ti
en

ts
an

d
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r
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s
an

d
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li
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to
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d
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ie
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rt
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ip
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in
g
in

an
A
C
P

pr
og
ra
m
m
e.

10
h
ea
lt
h
ca
re

pr
of
es
si
on

al
s
(t
w
o

n
eu

ro
‐o
n
co
lo
gi
st
s,
on

e
n
eu

ro
‐o
n
co
lo
gy

n
u
rs
e,

on
e
on

co
lo
gy

n
u
rs
e,

tw
o

n
eu

ro
‐o
n
co
lo
gy

ra
di
at
io
n
th
er
ap

y
on

co
lo
gi
st
s,
tw

o
pa

lli
at
iv
e
ca
re

n
u
rs
es
,

on
e
ge
n
er
al

pr
ac
ti
ti
on

er
,

on
e
h
om

e
ca
re

n
u
rs
e,
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e
en

d‐
of
‐li
fe

re
se
ar
ch

er
).
13
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P
R
O
G
R
A
M
M
E
S

L
oc
at
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P
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h
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m
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A
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er

di
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n
os
is
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ot
h
er
ap

y
D
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is
io
n
ty
pe

:
T
re
at
m
en

t:
A
C
P

In
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at
io
n
m
od

al
it
y:

N
ot

re
po

rt
ed

.
M
ea
su
re
m
en

t
in
st
ru
m
en

t:
N
ot

re
po

rt
ed

.
P
tD

A
:
N
ot

ap
pl
ic
ab

le
.

O
u
tc
om

e:
T
op

ic
s
ad

dr
es
se
d

in
bo

th
th
e
fo
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s
gr
ou

p
an

d
in
te
rv
ie
w
s
in
cl
u
de

(1
)
cu

rr
en

t
si
tu
at
io
n
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)
co
n
ce
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s
an

d
fe
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(3
)
tr
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en
t
op

ti
on
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an

d
(4
)
pr
ef
er
re
d
lo
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ti
on
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r
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an
d
de

at
h
.
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P
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.
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at
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R
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P
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ra
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n
ce
r
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at
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ti
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n
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at
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an
d
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n
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h
en
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g
th
e
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n
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en

t
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ti
on
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D
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is
io
n
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pe

:
T
re
at
m
en

t
ch

oi
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,
sy
m
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m
an
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em

en
t,
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an

si
ti
on

to
pa

lli
at
iv
e
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re

In
fo
rm

at
io
n
m
od

al
it
y:

V
O
IC

E
(V

al
u
es

an
d
O
pt
io
n
s

in
C
an

ce
r
C
ar
e)
:
O
n
co
lo
gi
st

tr
ai
n
in
g
th
ro
u
gh

D
V
D

+
gu

id
el
in
es
.
P
at
ie
n
t
tr
ai
n
in
g

th
ro
u
gh

a
bo

ok
le
t.

M
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su
re
m
en

t
in
st
ru
m
en
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:

A
P
P
C
,
P
T
C
C
,
C
P
S,
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I
an

d
A
ct
u
al

D
ec
is
io
n
R
ol
e.

P
tD

A
:
D
V
D

+
C
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m
u
n
ic
at
io
n
G
u
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e
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m
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r’
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rd
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r
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gi
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s.
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P
L
,
M
y
C
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r

C
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e
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t
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r
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an

d
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m
il
y
m
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be
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.
O
u
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V
O
IC

E
:
P
h
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e
1
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ar
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g
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co
lo
gi
st
s
in

SD
M
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V
D

of
15

m
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,
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m
m
u
n
ic
at
io
n
gu

id
e

‘re
m
in
de

r’
ca
rd

en
co
u
ra
gi
n
g

di
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u
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io
n
s
on
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pi
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su
ch
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pr
og
n
os
is

an
d
sy
m
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s
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u
n
d
in

th
e
Q
P
L
,
ro
le
‐

pl
ay
in
g
ex
er
ci
se
).
P
at
ie
n
ts

an
d
ca
re
gi
ve
rs

re
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iv
e

tr
ai
n
in
g
an

d
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te
rv
en

ti
on

,
an

d
re
su
lt
s
ar
e
as
se
ss
ed

(1
h
)

af
te
r
co
m
pl
et
in
g
a
su
rv
ey

(d
u
ri
n
g
tr
ai
n
in
g,

th
ey

fi
ll
ou

t
a
Q
P
L
or
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n
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ed

by
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e
M
y

C
an
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r
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e
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P
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4]
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C
T
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N
‐

m
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lt
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en
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e
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C
T

ev
al
u
at
e
th
e
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s
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a
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m
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A
C
P
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en
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on
th
e
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y
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er
at
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n
al
is
ed
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em

ot
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n
al
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n
ct
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n
in
g

an
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m
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om

s
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pa
ti
en
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w
it
h
ad

va
n
ce
d

lu
n
g
or

co
lo
re
ct
al

ca
n
ce
r.
C
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in
g,

pa
ti
en

t
sa
ti
sf
ac
ti
on

,
SD

M
,

pa
ti
en

t
in
vo
lv
em

en
t
in

de
ci
si
on

m
ak

in
g,

A
D

in
cl
u
si
on

in
h
os
pi
ta
l

fi
le
s
an

d
u
se

of
h
os
pi
ta
l
ca
re
.
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pa
ti
en

ts
w
it
h
lu
n
g

or
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lo
re
ct
al

ca
n
ce
r,

ca
re
gi
ve
rs

an
d
39

h
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lt
h
ca
re

pr
of
es
si
on

al
s
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sp
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lly

n
u
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es
).
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R
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is
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n
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at
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C
P
R
,
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s
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fo
rm

at
io
n
m
od

al
it
y:
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fo
rm

at
io
n
al

br
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h
u
re
s
‐
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fo
rm

at
io
n
on

C
P
R
,

ar
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ci
al

ve
n
ti
la
ti
on

an
d

ar
ti
fi
ci
al

fe
ed

in
g‐
.

M
ea
su
re
m
en

t
in
st
ru
m
en

ts
:

Sa
ti
sf
ac
ti
on

w
it
h
ca
re

(E
O
R
T
C

IN
‐P
A
T
SA

T
),

sa
ti
sf
ac
ti
on

w
it
h
th
e

in
te
rv
en

ti
on

(9
it
em

s
cr
ea
te
d

by
th
e
st
u
dy

),
SD

M
;
A
P
E
C
C
.

P
tD

A
:
In
fo
rm

at
io
n
al
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oc
h
u
re
s.

O
u
tc
om

e:
A
C
T
IO

N
R
C

P
ro
gr
am

m
e
‐S

D
M
:
(1
)

F
ac
il
it
at
ed

st
ru
ct
u
re
d
SD

M
co
n
ve
rs
at
io
n
s,
(2
)
P
re
fe
re
n
ce

fo
rm

:M
y
pr
ef
er
en

ce
fo
rm

,(
3)

in
fo
rm

at
io
n
al

br
oc
h
u
re
s.

P
ar
ti
ci
pa

ti
on

da
ta
:
N
o

di
ff
er
en

ce
s
w
er
e
ob

se
rv
ed

in
co
pi
n
g,

sa
ti
sf
ac
ti
on

w
it
h
ca
re
,

pa
ti
en

t
in
vo
lv
em

en
t
in

de
ci
si
on

‐m
ak

in
g
or

sh
ar
ed
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si
on

‐m
ak

in
g.

T
h
e
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te
rv
en

ti
on
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p
m
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e
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eq
u
en

tl
y
u
ti
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se
d
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li
se
d
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e
ca
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76
,9
%

M
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h
ae
l
et

al
.
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,
A
u
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ra
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a

R
C
T
,
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oc
ol

E
va
lu
at
e
th
e
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te
n
ti
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u
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ty

of
a
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de

o
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si
on

su
pp

or
t
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D
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)
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m
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s
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d
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C
P
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n
s
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n
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n
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r
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r
n
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at
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ra
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n
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m
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R
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at
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is
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at
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questionnaire created by the study were used. Evaluation of
results took place at 11–12 weeks and 19–20 weeks after
receiving the intervention. No differences were found post‐
implementation in coping, satisfaction with care, patient par-
ticipation in decision‐making or SDM. However, it was reported
that patients attended palliative care more frequently after the
intervention [24].

Second, the VOICE protocol by Hoerger et al. [23] involves
coaching and completing a questionnaire by patients and
caregivers, organised by the booklet My Cancer Care. To mea-
sure results, they used the Active Patient Participation Coding
(APPC), Prognostic and Treatment Choices (PTCC), CPS and
Actual Decision Role questionnaires. As a protocol, associated
results could not be reported.

Third, the CAre Supporters Coached to be Adept DEcision
Partners (CASCADE) programme was developed based on the
Social Support Efficacy Theory and the Ottawa Decision Sup-
port Framework. It included psycho‐education in one or three
sessions addressing decision‐making tips, values when deciding
with and for others and supporting anticipated needs. Care-
givers were trained by a palliative care coach in 20–30min
sessions and a monthly follow‐up call [21]. The Rini Decision
Influence Scale was used to measure positive decision influ-
ence, determining that communication support training had a
greater effect than psycho‐education [21].

Lastly, Tang et al. [27] developed a programme combining
training through videos and informational brochures. In this
case, the evaluation scales used to measure results were not
specified, but the intervention did not facilitate alignment
between preferred and received EOL care preferences.

3 | Implementation of a PtDAs to Initiate
Palliative Care

Our evidence‐based implementation proposal is char-
acterised by providing the necessary phases and describing
the steps to improve care actions into clinical practice within
health services. Consequently, we used the JBI framework
Implementation Model [10] as a reference to propose a course
of action for implementing a PtDA for patients at the end of
life (Figure 3).

The proposal involves implementing a PtDA in video format,
utilising IPDAS criteria [29] as a standard and following the
CPG on adult palliative care in EOL situations [30]. Our insti-
tution will implement this aid in collaboration with healthcare
professionals for EOL cancer patients who might be making
decisions without adequate informational support.

3.1 | Context Analysis

The oncology team, often facing critical situations with EOL
cancer patients, experiences limited time to learn about pa-
tients' preferences for EOL care [31]. Therefore, our goal is to
introduce SDM when deciding between invasive care or PC.
These decisions are relevant for both the patient and the
family, as preparing for this final moment in the company of
healthcare professionals is a milestone in people's lives. Pa-
tients and their families can find comfort in knowing that
their final wishes are respected [32]. Our Scoping Review
identified seven PtDAs for EOL patients. However, they have
yet to be developed for Spain and do not focus specifically on
oncology patients [33].

FIGURE 3 | Implementation phases of the decision aid based on the Joanna Briggs Institute framework.
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When developing a PtDA, it is necessary to consider the context
and available professionals and have a detailed understanding
of the institution. In this case, we will plan it for the oncology
hospitalisation unit. Specifically, the principal investigator (PI),
the PC team, the oncology team, patients and family members
and a graphic designer will participate in developing the PtDA.
The research team will ensure the quality and consistency of the
PtDA. Second, a management team will participate, including
the unit supervisor, the oncology and PC unit medical director
and the nursing director. In our setting, the PC team will be
responsible for implementing the PtDA in practice due to their
proximity to the patient and access to the hospitalisation unit.
This team consists of a nurse and a doctor.

After the initial planning, we will embark on developing the
content of the PtDA. This process will be thorough, considering
recommendations from the CPG on adult PC in EOL situations
[30]. We will share this information with healthcare profes-
sionals, patients and family members, who will assess the rel-
evance, clarity and appropriateness of the language used in the
proposed topics (Agència de Qualitat I Avaluació Sabarrnitàries
de Catalunya, n.d.). We will conduct two online meetings with
all stakeholders to reach a consensus.

Once the content is defined, we will develop the video PtDA
using Dharmarajan et al. [19] as a reference. The PtDA will
have a maximum duration of 10 min. The video will be divided
into three phases: (1) characteristics of PC (What PC is and
implications for the patient and family), (2) situation assess-
ment (Comparison phase between PC and active treatment re-
garding topics such as risks and benefits, costs, emotional
burden, caregiver role, disease progression, lifestyle changes)
and (3) open‐ended questions to introduce dialogue based on
patient preferences about the discussed topics.

3.2 | Facilitation of Change

First, assessing the resources available to carry out the change is
necessary; this includes human resources, who should be mo-
tivated and leadership‐capable professionals. The institution's
support in producing the video and technical support for
audiovisual needs will be crucial. In terms of financial
resources, the institution should subsidise the project. Regard-
ing material resources, the implementation of the PtDA will
take place in the hospitalisation unit, requiring no additional
space. However, the institute will be responsible for acquiring
equipment such as tablets to view the video and to complete
evaluations. Also, a software programme such as REDCap [34]
for electronic data recording is necessary.

It is essential to identify context‐specific barriers and facilitators
for the implementation. The five most reported barriers are
inapplicability of the clinical situation to implement PtDAs due
to patient and clinical situation characteristics; disagreement
with asking the patient about their preferred role in decision‐
making; perception that the process and provided DAs are not
modifiable; time pressure for both training and implementing
the intervention and lack of familiarity with the process and
provided PtDAs [35–37]. Regarding facilitators, six main factors
include clarifying values, motivation of health professionals for

the results, compatibility with PCC or evidence‐based care, ease
of understanding and implementation and shared responsibility
with the patient [34, 36]. According to this information, some
factors considered as barriers can also act as facilitators.
Therefore, it would be interesting to identify them within the
institution. Nonparticipant observation and semi‐structured
interviews with key participants, decision‐makers and patients
are suggested [38]. The goal is to identify key informants and
assess how decisions are currently being made in the institu-
tion, using the OPTION‐12 scale in the PC team, the nursing
team on the hospitalisation unit and the oncology team.

Once the context is analysed, professionals using the PtDA will
participate in the Ottawa Hospital's educational programme on
SDM. The aim is to improve their skills in engagement, moti-
vation and knowledge related to PtDA implementation [39].
This training focuses on skill development, including consid-
ering different options and their pros and cons, understanding
and using evidence‐based medical information, preparing to
discuss decisions and implementing the options chosen by pa-
tients. The PI will be in charge of carrying out the course in
person or online. To ensure the quality of training and SDM, we
will use a script called the ‘Ottawa Personal Decision Guide’
[35, 40], which provides decision‐making advice and an ex-
ample video of a case related to SDM [41]; at the end of the
course, we will use the Decision Support Analysis Tool (DSAT‐
10) to assess the quality of participant's communication skills.
Additionally, researchers will conduct a simulation scenario to
practise skills and provide feedback to healthcare professionals
regarding patient engagement in this specific context [42] as the
oncology and PC departments are crucial to ensure the success
of implementation. Every time the oncology service requests a
PC evaluation for their patients, computer messages will appear
to remind the PC team to use the PtDA. Additionally, re-
searchers will create a user‐friendly implementation protocol,
including a workflow to clarify the process and how to use the
PtDA. The use of the aid could optimise procedure costs and
healthcare resources, as some studies have shown that in the
context of SDM, patients tend to opt for less invasive options,
which could generate significant savings in terms of procedures
and costs [43]. However, this effect will need to be evaluated
through economic analysis studies to confirm it.

3.3 | Evaluation of Process and Outcome

Successfully integrating evaluation and implementation strate-
gies is fundamental to ensuring the implementation protocol's
sustainability over time. In this context, the process evaluation,
a key component, is designed to assess the PtDA's functionality
and acceptability. It provides valuable insights into further
development and implementation, thereby playing a crucial
role in the internal and external validation of the proposed
implementation protocol.

First, researchers will conduct a process evaluation through an
alpha pilot of the PtDA, involving external stakeholders such as
the palliative care team, the oncology team and patients and
family members. This multidimensional approach allows for
determining the relevance of the content and collecting valu-
able feedback for adjustments. Subsequently, researchers will
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conduct a beta pilot, incorporating corrections derived from the
alpha pilot, to create a preliminary version of the PtDA subject
to validation. Specific quality criteria, such as those established
by International IPDAS, will be employed to ensure the
robustness of the final version to be implemented in practice.
For the beta pilot, we will perform a randomised clinical trial
(RCT) that measures the feasibility of the PtDA. A control group
(CG) will receive the usual intervention provided by the
healthcare centre, while an intervention group (IG) will receive
the aid. Participants will be recruited from two different sites of

the same institution to distinguish between the CG and the IG.
The inclusion criteria involve being a participant older than
18 years of age, having the cognitive ability to provide informed
consent and currently deciding whether to continue with active
treatment or receive palliative care.

Our pilot study sample size was calculated using the approach
proposed by Viechtbauer et al. [44] This method focuses on the
ability to identify problems that may arise during the study. Our
study will require 59 participants if we want to identify with

TABLE 3 | Timeline of development of a patient decision aid for oncological patients at the end of life (2‐year perspective).

Steps Tasks Resources and strategies Time

Assessment of the context Make a teamwork Ottawa Hospital Training + Simulation 1 month

Authorisation of leaders and managers Contact the responsible parties

Assess local barriers and facilitators for
the implementation of DAs

Nonparticipant observation, semi‐
structured interviews

Development of the
content and design of
the DA

Assess the involvement of professionals
and patients in decision‐making

OPTION‐12 scale 3 months

Development DA Use the steps of the eight key elements
defined by International IPDAS

Define content according to the
Clinical Practice Guidelines (GPC) on
palliative care for adults in end‐of‐life

situations

Information to define the content of the
video

Reach a consensus on the content
among professionals, patients and

family members

Two separate online meetings will be
conducted with the participants.

Graphic design of the DA Design the DAs tailored to the decision
to be made using as a reference

Conduct alpha and beta pilots Keys evaluators 3 months

Implementation Correction and improvements Utilise the feedback provided by both
pilots

Action protocol Description of SDM and its steps. Include
specific information on who, when, how
and where these DAs should be used.

Flowchart action Develop a flowchart summarising the
process to be followed, with the

responsible parties, location and timing
for decision‐making

Evaluation and diffusion Evaluation Evaluation of the DA: utilisation,
knowledge, uncertainty with choices,
participation, costs, surrogate health

changes and satisfaction of professionals.
IPDAS criteria

2 months

Diffusion Define communication channels and
strategies.

2 weeks

Following Conduct periodic evaluation; after the
use of DAs, at 1 month, 6 months and

1 year

1 year

Implementation in other unit care New patients attending the oncology
clinic and requesting a report for

palliative care

3 months

Abbreviations: IPDAS, patient decision aid standards; OPTION‐12, Observing Patient Involvement scale; PtDAs, patient decision aids; SDM, shared decision‐making.
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95% confidence if a problem exists with a 5% probability in a
potential study participant.

To determine if the difference between groups is statistically
significant, we will use the χ2 test (for qualitative variables), the
Student's t test or its non‐parametric alternative (for quantita-
tive variables).

Regarding outcome evaluation, a comprehensive plan
includes assessing the quality of the decision‐making process
and improving decision quality in newly admitted oncology
patients [45]. Key indicators such as the level of PtDA utili-
sation, acquired knowledge, values choice concordance,
participation, costs and surrogate health‐related changes will
be employed. The diversity of these indicators ensures a
comprehensive evaluation covering both the patient's and the
healthcare professional's perspectives [28, 45]. To measure
knowledge, participants will take a multiple‐choice ques-
tionnaire based on the content [45]. Researchers will use the
Degner and Sloan Control Preference Scale [28] and the DCS
to evaluate the state of uncertainty about which decision to
make according to their values and beliefs [46]; we will also
use the SDM‐Q‐9 to measure the level of participation on
both patients and healthcare professionals. Satisfaction and
the quality of care provided to patients will be measured
using the Decision Satisfaction Scale [28] and the nine‐item
EORTC IN‐PATSAT Scale [24]; the Rini Decision Influence
Scale will be used to measure positive influence on the
decision [21], while the General Satisfaction Scale [47] will
assess professional satisfaction. Finally, the manual by Prades
et al. [48] will be used to evaluate the costs of the PtDA
considering direct and indirect costs in the implementation of
healthcare innovation, which will also be expanded for future
cost‐effectiveness evaluations. It is necessary to validate all
these scales for the Spanish context.

The post‐implementation protocol establishes evaluations at
different time points, from before and after exposure to the
PtDA at 1, 6 and 12 months [49]. This approach allows for
measuring the evolution of decision‐making and assessing the
sustainability of results over time.

We propose various strategies to facilitate sustainability. These
include annual training cycles, incentives for the leadership
team, periodic updates of the PtDA based on current evidence
and an update of the implementation protocol. We recommend
updating the PtDA every 2–3 years to reflect the latest evidence
(Table 3).

4 | Practice Implications

Implementing PtDA using the JBI framework allows the es-
tablishment of evidence‐based practice to improve decision‐
making with patients at the end of life.

Careful planning, supported by literature highlighting the
benefits of informed decision‐making, promotes a solid foun-
dation for introducing SDM when choosing between invasive
treatments or PC. The absence of specific PtDAs for oncology
patients in a Spanish setting underscores the need to develop an

aid adapted to the local reality. The implementation process
relies on resource evaluation, identification of barriers and
facilitators and strategies to introduce change. Staff training,
particularly for the PC team, is considered essential to enhance
SDM skills.

Interdisciplinary collaboration, using computerised reminders
and the creation of protocols, is presented as an effective means
to integrate the PtDA into clinical practice, optimising resources
and facilitating SDM. The continuous evaluation of the process,
including alpha and beta pilots, as well as the measurement of
multiple indicators, from knowledge to costs and satisfaction,
provides a comprehensive perspective on the impact of the
PtDA on healthcare. Furthermore, sustainability strategies,
such as annual training cycles and periodic evidence‐based
updates, ensure the continuity and relevance of the aid over
time. This comprehensive approach aims to improve informed
decision‐making and healthcare quality for oncology patients at
the end of life and establishes a robust and sustainable model
for the successful implementation of similar interventions in
the future.

5 | Conclusion

SDM emerges as a crucial component in the clinical setting,
particularly for oncology patients in the end‐of‐life stage. The
preference for conducting SDM proactively underscores the
importance of training healthcare professionals in implemen-
tation programmes and the use of PtDAs. This approach has
been proven beneficial for patients, enhancing their under-
standing of treatments and enabling more active participation
in the decision‐making process. It is essential that healthcare
professionals, as the ones proposing these interventions,
are fully informed about the needs and wishes of patients to
provide PCC and enhance the quality of healthcare, especially
in the EOL, characterised by uncertainty in decision‐making.
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