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Abstract: Shared decision-making (SDM) is recommended for preference-sensitive treatment decisions in severe mental illness, but
its routine use in psychiatric services remains inconsistent. This systematic review synthesized evidence published between 2014 and
2024 and examined clinical, cultural, and organizational factors associated with SDM implementation. We searched PubMed, Embase,
CINAHL, Cochrane Library, Web of Science, CNKI, Wanfang, and VIP for studies published from January 2014 to November 2024.
Forty-two studies involving 8798 participants were included. Reporting followed PRISMA 2020 and SWiM guidance. Study quality
was assessed with design-specific Joanna Briggs Institute tools, and certainty of key findings was appraised using a combined
GRADE-CERQual approach. Because of heterogeneity in study design, interventions, outcomes, and settings, findings were synthe-
sized narratively using Popay et al’s framework. Patient decision aids were generally associated with lower decisional conflict, greater
readiness, satisfaction, involvement, or autonomy, with little evidence of meaningful consultation-time extension. Clinician training
and SDM interventions improved short-term engagement and information sharing, but evidence for sustained improvements in
adherence, decisional conflict, and clinician behavior was mixed or low certainty. Family-mediated or triadic decision-making was
prominent in East and Southeast Asian studies and may support adherence and participation, although it can also create tension
between patient autonomy and family preferences. Across studies, clinicians and patients often emphasized different treatment
priorities, particularly symptom control versus side-effect tolerability. Evidence was concentrated in Europe and East Asia, with
limited data from low-resource regions. SDM in psychiatric care appears most reliable for improving immediate decision processes
rather than long-term outcomes. Future implementation should test culturally adapted triadic decision aids, workflow-integrated
prompts, and interprofessional decision coaching while using cautious, context-sensitive outcome evaluation.

Keywords: patient participation, decision aids, implementation science, cross-cultural psychiatry, interprofessional collaboration

Introduction

Psychiatric treatments, particularly psychopharmacological interventions for severe mental illnesses (SMI) such as
schizophrenia and bipolar disorder, frequently involve complex, preference-sensitive decisions.' Because there is rarely
a single universally superior treatment, clinicians and patients (also termed “service users” in some mental-health
contexts; we use “patients” throughout for consistency) must navigate difficult trade-offs between clinical efficacy
(eg., relapse prevention) and severe adverse effects (eg., metabolic syndrome, extrapyramidal symptoms). In such
contexts of clinical uncertainty, shared decision-making (SDM) has emerged as the normative standard to ensure that
medical choices align with patients’ underlying values and preferences.”” When operationalized through structured
patient decision aids (PtDAs), SDM facilitates bidirectional information exchange, mitigates information asymmetry, and

has been shown to reduce decisional conflict,* improve patient satisfaction,” and enhance overall treatment engagement.®
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Yet evidence from implementation research indicates that improvements achieved under trial conditions are often
difficult to sustain once structured support is withdrawn, with early gains in clinician behaviour and decisional
outcomes commonly regressing toward baseline and routine adoption in everyday psychiatric practice remaining
limited and uneven.”® Efficacy data alone do not predict practice-level adoption — a gap the present review aims
to characterize. Despite strong theoretical rationale and empirical support, the routine implementation of SDM in
psychiatric practice remains limited. Unlike many general medical settings, psychiatric decision-making is hindered by
a unique combination of cognitive deficits, behavioral biases, and structural constraints. Two decision-science concepts
frame this synthesis: choice architecture — features of the decision environment that determine which option is default
or most salient” — and heuristics, the mental shortcuts (anchoring, availability, status-quo bias) that can distort
preference-sensitive decisions under time pressure.'® At the patient level, acute psychiatric episodes and inherent
working memory deficits often result in fluctuating decisional capacity and vulnerability to cognitive overload during
clinical consultations.'' Compounding these patient-level challenges are reported patterns of clinician heuristic
behavior. Operating under severe time constraints, mental health professionals frequently default to fast, heuristic-
driven decision-making. This pressure widens the gap between clinician and patient priorities: clinicians focus on
symptom remission, whereas patients weigh side-effect tolerability.'? It also fosters overconfidence, leading clinicians
to underestimate patients’ willingness and capacity to participate. Furthermore, the cognitive and temporal burden of
SDM is frequently placed entirely on the prescribing psychiatrist, neglecting the critical potential of an interprofes-
sional collaborative approach—involving clinical pharmacists, specialized nurses, and social workers—to distribute
this decisional load.

Moreover, the implementation of SDM in global psychiatry is constrained by a mismatch between choice architecture
and cultural norms. Prevailing SDM frameworks and decision support tools are predominantly built upon Western,
individualistic paradigms of autonomy, assuming a dyadic (provider-patient) interaction. However, in collectivist cultures
and resource-constrained healthcare systems, medical decision-making is often triadic, relying on family-substituted or
surrogate decision-making models.'® In these contexts, Western-centric PtDAs—or tools not designed for varying health
literacy—often fail to shift entrenched, physician-led patterns of care.

By 2014 the efficacy of patient decision aids was established in general medicine,'* but uptake of SDM in
psychiatry lagged®—only 2 of 39 adoption studies were in mental health.'> Prior reviews, including a 2023
umbrella review, mainly catalogued interventions and outcomes;'' we instead apply a decision-science lens to
2014-2024 evidence and integrate East Asian triadic decision-making overlooked by Western-centric reviews. To
address these critical gaps in the implementation science of mental health, this systematic review synthesizes
global evidence from the past decade (2014-2024). Specifically, this study aims to: (1) evaluate the impact of
SDM interventions and PtDAs on decision quality (eg., decisional conflict, choice concordance) and clinical
outcomes in SMI; (2) systematically map the multi-level barriers—spanning cognitive heuristics, systemic con-
straints, and tool design flaws—that hinder SDM implementation; and (3) critically examine cross-cultural
variations, particularly the tension between individual autonomy and triadic decision-making norms. By applying
a decision-science lens to heterogeneous global data, this review aims to provide an evidence-based foundation for
designing low-cognitive-load, culturally adaptive decision support architectures to overcome systemic inertia in
psychiatric care.

Material and Methods

This study follows the PRISMA 2020 guidelines.'® The systematic review has been registered in the PROSPERO
database under registration number: CRD42024614327. The review followed this registered protocol, with deviations
introduced to strengthen methodological rigour: risk of bias was assessed with design-specific Joanna Briggs Institute
tools rather than an unspecified point-based system; a hybrid GRADE-CERQual certainty assessment was added in
response to peer review; and eligible designs were broadened beyond cross-sectional and cohort studies to include
qualitative, randomized, quasi-experimental, and mixed-methods studies. The PROSPERO record has been updated
accordingly.
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Search Strategies

This study focuses on patients with mental illnesses. A systematic search was conducted by the two primary authors
(JHD and MLL) across several databases, spanning from January 1, 2014, to November 12, 2024. The databases
searched included English-language sources (PubMed, Embase, CINAHL [via EBSCO], Cochrane Library, and Web
of Science) and Chinese-language databases (CNKI, Wanfang, and VIP). A systematic search strategy, incorporating
keywords, free-text synonyms, and Boolean operators,'” was employed, with the final search strings determined through
team consensus. Manual citation tracking of relevant literature was also performed to maximize study inclusion. Full
search strategies are provided in Appendix 1 and Appendix 2.

Inclusion and Exclusion Criteria

Study eligibility was defined using the PICOS (Population, Intervention, Comparison, Outcomes, and Study design)
framework to ensure methodological transparency. The detailed inclusion and exclusion criteria applied during the
literature screening process are summarized in Table 1.

Study Selection and Data Extraction

Literature search and screening were independently conducted by two authors (JHD and MLL) using Zotero 7.0, following
PRISMA guidelines. Before formal screening, the two reviewers independently piloted the eligibility criteria on a random
subset of records to calibrate their judgments and resolve interpretive differences; remaining discrepancies throughout
screening and data extraction were resolved through consultation with a senior researcher (YQZ). Chinese database searches
yielded nine records, none of which met the inclusion criteria due to methodological limitations (eg., lack of validated SDM
measures or insufficient methodological details). The study selection procedure is detailed in Appendix 2. Data extraction
utilized standardized coding forms capturing author details, publication year, country, diagnostic criteria, settings, sample
characteristics, SDM practices, and intervention outcomes. All extracted data were documented in Appendix 3.

This study used the Joanna Briggs Institute (JBI) standardized appraisal tool to assess the risk of bias for the 42
included studies. Study-specific appraisal instruments from JBI were matched to research designs (Figure 1): @
analytical cross-sectional studies (8-item criteria), @ quasi-experimental studies (9-item criteria), ® randomized con-
trolled trials (13-item criteria), and @ qualitative studies (10-item criteria). Mixed-methods studies underwent modular
appraisal with independent scoring of qualitative and quantitative components. All instruments evaluated four core

Table 1 PICOS Ciriteria for Study Inclusion and Exclusion

PICOS

Dimension

Inclusion Criteria

Exclusion Criteria

Population (P)

Intervention (I)

Comparison (C)

Outcomes (O)

Study Design (S)

Adults (aged 218 years) with a definite diagnosis of severe
mental ilinesses (e.g., schizophrenia spectrum, affective
disorders, depression) based on standard clinical criteria
(e.g., DSM or ICD)

Studies addressing SDM themes, processes, behavioral
training, or the implementation of patient decision aids
(PtDAs) in clinical contexts.

Usual care, standard physician-led decision-making, alternative
interventions, or not applicable
(for observational/qualitative studies).
SDM-relevant clinical and process outcomes (e.g., decisional
conflict, choice concordance, patient satisfaction, adherence)
or identified qualitative implementation barriers.
Qualitative, quantitative (cross-sectional, randomized
controlled trials, quasi-experimental), and mixed-methods
research published between January |, 2014, and
November 12, 2024.

Patients unequivocally identified as incapable of decision-
making (e.g., severe intellectual disability, advanced
dementia); organic brain injury, or mixed samples where
primary substance use or personality disorders exceed 20%.
Interventions entirely unrelated to clinical medical decision-

making or SDM processes.
Not restricted.
Absence of validated or clearly defined SDM-relevant
outcome measures.
Studies with data collection periods before 2014; non-

primary research (reviews, theoretical papers); studies with

insufficient methodological details.
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Figure | Risk of bias of included studies, by Joanna Briggs Institute (JBI) checklist: (A) qualitative (n = 24); (B) cross-sectional (n = 13); (C) randomized controlled trials
(n = 7); (D) quasi-experimental (n = 2). Bars show the proportion of studies rated low (green), unclear (yellow), or high (red) risk. Mixed-methods studies were appraised
under more than one checklist. For each panel, n is the number of studies appraised with that JBI checklist; the four mixed-methods studies were each appraised under two
checklists, so the panel totals (46) exceed the 42 included studies.

domains: bias control, methodological coherence, data reliability, and ethical compliance. A four-tier scoring system
(yes=1, no=0, not applicable=0, unclear=0) was applied, with type-specific thresholds: cross-sectional (0-8), quasi-
experimental (0-9), RCTs (0-13), and qualitative (0-10). Mixed-methods studies were scored by combining the
qualitative module (0-10) and the quantitative module according to their respective design-specific criteria. Quality
tiers were positively correlated with total scores. Complete appraisal results are detailed in Appendix 4.

Classification of SDM Approaches

To address the conceptual heterogeneity in SDM research, included studies were classified by their primary SDM
operationalization approach (Table 2). Studies were categorized into two domains: intervention studies (n=12) imple-
menting specific SDM-enhancing strategies, and observational studies (n=30) examining SDM processes without
targeted interventions. Intervention studies were further subcategorized by target: patient decision aids (n=5), provider
training (n=3), patient empowerment programs (n=2), and combined patient-provider interventions (n=2). Observational
studies comprised qualitative explorations (n=17) and cross-sectional surveys (n=13). This classification framework
allowed a structured interpretation of findings while keeping the varied SDM conceptualizations transparent.
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Table 2 Classification of Included Studies by SDM Approach (N=42)

Category n (%) Studies

Intervention Studies

Patient decision aids 5(11.9) Abousheishaa (2022); Rodolico (2024); Zaini (2018); Zisman-llani (2019, 2024)
Provider training 3 (7.1) Lovell (2018); Schon (2018); Takaesu (2022)

Patient empowerment 2 (4.8) An (2017); Hamann, Parchmann (2017)

Combined interventions 2 (4.8) Hamann, Holzhiiter (2017); Hamann (2020)

Observational Studies

Qualitative (observational) 17 (40.5) Aoki (2019); Becher (2021); Bradley (2018); Farrelly (2016); Hamann, Kohl (2016); Haugom (2022);
Huang (2020, 2021a,2021b); Keij (2021); Kivelitz (2018); Maples (2022); Martinez-Martinez (2021);
Schladitz (2023); Shepherd (2014); Villena-Jimena (2023); Younas (2016)

Cross-sectional surveys 13 (31.0) De las Cuevas (2014a,2014b); Fukui (2014); Hamann, Biihner (2017); Hamann, Kissling (2016);
Haugom (2023); Ismail (2021); Moran-Sanchez (2019); Mundal (2021); Renes (2024); Schuster
(2021); Solberg (2014); Yeo (2021)

Notes: Table 2 classifies studies by their primary SDM operationalization approach (intervention vs observational); studies that used qualitative methods for decision-aid
development are counted under intervention studies, so the “Qualitative (observational)” row (n=17) reflects qualitative observational studies only. Classified instead by
methodological design (Results and Appendix 3), 20 of the 42 studies are qualitative (these 17 observational qualitative studies plus 3 qualitative development studies); the 24
study reports appraised with the Bl qualitative checklist comprise these 20 qualitative studies plus the qualitative sections of the 4 mixed-methods studies.

Data Synthesis
Due to substantial heterogeneity in study designs (qualitative 47.6%, cross-sectional 31.0%, RCT 9.5%), clinical
populations, intervention types, and outcome measures, quantitative meta-analysis was not feasible. The synthesis

followed SWiM guidelines'® and Popay et al'%*

s four-element narrative-synthesis framework: (1) theoretical model —
a decision-science lens (choice architecture, heuristics) was adopted a priori as an interpretive framework for organizing
heterogeneous evidence, not as a tested causal model; (2) preliminary synthesis — studies were classified by SDM
operationalization (Table 2) and tabulated by design, population, intervention, comparator, outcome, and effect direction;
(3) exploring relationships — findings were cross-stratified by intervention vs. observational design, Western vs. non-
Western context, and acute vs. community setting; (4) assessing robustness — methodological quality was appraised
using design-specific JBI tools, and a hybrid GRADE-CERQual evidence-certainty assessment was applied to each major
thematic claim. Findings were synthesized narratively with structured vote-counting where appropriate. To avoid over-
interpreting heterogeneous evidence, we coded each study’s main SDM-related finding as favorable, mixed, null, or
unfavorable according to the direction of its primary outcome or dominant qualitative theme. Vote-counting was used
only to summarize the direction of evidence, not to estimate pooled effect size or infer causality. Mixed and null findings
were retained in the synthesis and considered when judging the certainty of each thematic claim.

Evidence Certainty Assessment

For each major thematic finding, we conducted a hybrid evidence-certainty assessment. Qualitative findings were rated using
the CERQual framework?® across four domains: methodological limitations, coherence, data adequacy, and relevance.
Quantitative findings were rated using the GRADE approach®" across risk of bias, inconsistency, indirectness, imprecision,
and publication bias. Two reviewers (JHD, MLL) independently rated each claim; disagreements were resolved by the senior
author (YQZ). Final ratings (High, Moderate, Low, Very Low) appear alongside each claim in Table 3.

Rationale for Study Selection and Temporal Scope

The inclusion of diverse study designs was methodologically justified given SDM’s complexity as a context-dependent
healthcare phenomenon. Qualitative studies illuminated implementation barriers and facilitators that intervention trials alone
cannot capture®® while cross-sectional surveys provided population-level prevalence data across settings. Restricting to RCTs
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Table 3 Summary of Key Thematic Findings, Mixed/Null Evidence, and Evidence-Certainty Ratings (GRADE-CERQual)

Thematic Finding

Main Direction of Evidence

Mixed/Null or Limiting Evidence

Certainty Rating and
Interpretation

|. Patient decision aids
(PtDAs) may improve

proximal decision quality

2. Clinician training and SDM
interventions may improve
short-term engagement, but
durability is less consistent

3. Triadic and family-mediated
decision-making is

a prominent context in East
and Southeast Asian
psychiatric SDM

4. Clinicians and patients
appear to weight treatment

priorities differently

5. Perceived time burden may
exceed measured
consultation-time burden

PtDAs were generally associated with
reduced decisional conflict and
improved decision readiness,
satisfaction, involvement, or autonomy.
Available evidence did not show
meaningful consultation-time
extension.

Controlled and quasi-experimental
studies reported short-term gains in
engagement, information sharing,
decision participation, satisfaction, and
selected medication-related outcomes.

Qualitative and quantitative evidence
repeatedly showed substantial family
involvement across Chinese, Japanese,
Korean, and Malaysian cohorts. Family
support was associated with improved
adherence, self-esteem, readiness, and
participation.

Cross-method evidence suggested
clinicians prioritized symptom efficacy,
whereas patients placed greater weight
on side-effect tolerability, lived

acceptability, and participation.

Within-review studies frequently
identified time pressure as a recurrent
implementation barrier. Available PtDA
evidence within this review suggested
minimal or no consultation-time
extension. An external Cochrane
PtDA review (Stacey 2024, 209 trials)
reports a small average extension.

Within-review effectiveness evidence
was based on one small pilot RCT
(n=17) plus tool development and
usability studies. Populations and
outcomes were heterogeneous, and
independent replication beyond
development settings remains limited.
EQUIP showed no significant effect on
autonomy support at 6 months. The
Hamann patient-training trial did not
improve long-term adherence at 6—12
months. The Japanese cluster RCT
(Takaesu 2022) did not sustain
decisional-conflict reductions.

Family involvement may also create
autonomy-surrogate tension when
patient and family preferences diverge.
Evidence is concentrated in East and
Southeast Asia and may not transfer
directly to other cultural or legal
contexts.

Most evidence came from preference-
elicitation studies, cross-sectional data,
vignettes, and qualitative reports. No
adequately powered trial tested
whether preference-alignment
interventions improve downstream
outcomes.

Direct within-review duration
evidence comes mainly from one study.
Perceived time burden and measured
consultation duration were derived
from different evidence streams. The
Cochrane estimate is external and not

psychiatry-specific.

Hybrid GRADE-CERQual:
Moderate

Most reliable for immediate
decision-process outcomes;
durability and generalizability
require stronger trials.

GRADE: Moderate (short-
term); Low (sustained)
Training alone is unlikely to
be sufficient without
workflow integration and
ongoing organizational
support.

CERQual: High (contextual
presence); Moderate
(implementation effects)
SDM models should move
beyond dyadic assumptions
and include capacity-
sensitive triadic approaches.
Hybrid GRADE-CERQual:
Moderate

Utility misalignment is

a plausible implementation
barrier; intervention

evidence remains limited.

Within-review CERQual:
Low; External GRADE
benchmark: High

Time concerns may reflect
workflow and cognitive load
more than consultation

length alone.

Notes: Certainty was rated using a hybrid framework: quantitative findings with GRADE (five domains), qualitative findings with CERQual (four domains); “hybrid” ratings
combine both evidence streams. Full supporting evidence and downgrade rationale appear in Appendix 5. The Cochrane decision-aid review cited in Row 5 is an external
benchmark, not one of the 42 included studies.

would have excluded 90.5% of available evidence. This approach aligns with Cochrane recommendations for complex
intervention reviews.”* The search was restricted to January 2014 onward to capture the implementation era of SDM in
psychiatry. By 2014, the field had shifted from establishing the efficacy of SDM to improving its real-world adoption; a landmark
Cochrane review of this period identified only 2 of 39 adoption studies as situated in mental health, underscoring how far
psychiatric implementation lagged."® Evidence on SDM efficacy is already synthesized in earlier reviews of SDM in mental
health, which the present review complements rather than duplicates; those reviews focused on intervention efficacy and had

searches ending by January 2020.%>¢
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Results

Search Results and Study Characteristics

As detailed in the PRISMA flow diagram (Appendix 2), the systematic search yielded 4738 records. After removal of
duplicates and screening, 42 studies published between 2014 and 2024 were included in the final synthesis; each
represented an independent study sample, with no duplicate publications or overlapping cohorts identified. The geo-
graphic distribution spanned Europe (n=27), Asia (n=9), North America (n=4), the Middle East (n=1), and Oceania
(n=1). The clinical populations predominantly comprised patients with schizophrenia spectrum disorders (78.6%),
followed by bipolar disorder (35.7%) and major depressive disorder (35.7%).

To capture the contextual complexity of SDM implementation, the included studies utilized diverse methodological
designs (Table 2 and Appendix 3): qualitative studies (n=20, 47.6%), cross-sectional surveys (n=13, 31.0%), randomized
controlled trials (RCTs) (n=4, 9.5%), mixed-methods studies (n=4, 9.5%), and quasi-experimental designs (n=1, 2.4%).
Quality appraisal using design-specific JBI Critical Appraisal Tools indicated high methodological quality; for instance,
80.0% of cross-sectional studies and 71.4% of RCTs met the highest quality thresholds (Appendix 4). Across the 24
qualitative studies appraised with the JBI qualitative checklist, all reported evidence of formal ethics approval
(Appendix 4); the JBI checklists for quantitative, quasi-experimental, and randomized designs do not include
a dedicated ethics-approval item, and conflict-of-interest disclosures were not systematically extracted.

Due to the substantial heterogeneity in intervention modalities (eg., decision aids vs. communication training),
psychometric instruments (eg., Decisional Conflict Scale vs. SDM-Q-9), and clinical settings, a quantitative meta-
analysis was precluded. Furthermore, even within ostensibly homogeneous subsets—for instance, randomized controlled
trials measuring decisional conflict with the Decisional Conflict Scale—divergence in intervention components, com-
parator conditions, and follow-up intervals precluded the derivation of pooled standardized effect estimates. Following
the Synthesis Without Meta-analysis (SWiM) guidelines, a narrative thematic synthesis was conducted. All statistical
values (eg., coefficients, mean differences, P-values) reported below were extracted directly from the primary studies to
indicate effect direction and magnitude, not pooled effects.

The four randomized controlled trials—the only designs supporting causal inference on SDM effects—are summar-
ized in Table 4. All improved proximal decision-process outcomes but none sustained effects on adherence, autonomy
support, or durable decisional-conflict reduction.

Thematic Synthesis of SDM Outcomes and Implementation Barriers

Impact on Decision Quality and Choice Concordance

Structured patient decision aids (PtDAs) consistently improved decision quality across the five PtDA studies in this
synthesis (Abousheishaa 2022; Rodolico 2024; Zaini 2018; Zisman-Ilani 2019, 2024). In Zisman-Ilani et al 2024
specifically (pilot RCT, n=17), the APM-DA was associated with lower decisional conflict (intervention 12.59+8.21 vs
control 28.75+19.86, P=0.030) and greater satisfaction without extending consultation time.?’ Similarly, PtDAs improved
decision readiness (84.10/100) and patient involvement scores (SDM-Q-9-Psy) in major depressive populations
(Abousheishaa et al 2022 specifically).”® The clinical utility of these tools is supported by psychometric validation; for
example, in Zisman-Ilani et al 2019 specifically, the application of the SDM-Q-9-PSY scale has been shown to capture
and support patients’ sense of participation, remaining reliable during acute psychiatric hospitalization.*’

Beyond static tools, behavioral training targeting the clinical dyad operationalized SDM. In Hamann, Parchmann et al
2017 specifically (n=264 RCT), patient-directed training increased active patient behavior in inpatient consultations,
although the trial’s primary outcome (long-term adherence at 6-12 months) showed no significant group difference.
Qualitative explorations helped explain the mechanisms behind these shifts, showing that interventions such as joint
crisis plans reshape the therapeutic power dynamic (Farrelly et al 2016 specifically). They strengthened patients’ sense of
empowerment and autonomy, supporting a more active role in their care.’’ Conversely, clinician training disrupted
heuristic biases: in Schon et al 2018 specifically (mixed-methods process evaluation), staff perceived the SDM tool as

enhancing bidirectional negotiation and the integration of patient perspectives into clinical workflows; across the three
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Table 4 Summary of Findings from Randomized Controlled Trials of SDM Interventions in Severe Mental lliness

Study Design, Sample Intervention Primary Outcome & Key Result Sustained JBI
(Country) Effect Score
Zisman- Pilot RCT; n = 17; first- APM-DA Decisional conflict (DCS): lower in intervention | Not assessed 10/13
llani 2024 episode psychosis antipsychotic vs control (12.6 vs 28.8; P = 0.030); greater (pilot)
(USA) (community) medication satisfaction; no meaningful consultation-time

decision aid vs extension.

usual care
Hamann, RCT; n = 264; Patient-directed Long-term adherence (6—12 mo): active patient Not sustained — | 10/13
Parchmann | schizophrenia/ SDM training vs behaviour during consultations increased, but no | primary outcome
2017 schizoaffective disorder usual care significant between-group difference in null at 6-12
(Germany) (inpatient) adherence. months
Lovell Pragmatic cluster RCT; Staff training to Autonomy support (6 mo): intervention well Not sustained — | 11/13
2018 — n = 694; severe and embed SDM care attended and acceptable to staff, but no returned toward
EQUIP enduring mental illness planning vs usual significant effect on autonomy support. baseline
(UK) (community) care
Takaesu Multi-centre cluster RCT; | Guideline-based Patient engagement/decisional conflict: short- Not sustained 10/13
2022 n = 124; major depressive | clinician SDM term gains in engagement and information beyond
(Japan) disorder (in-/outpatient) training vs usual sharing, but decisional-conflict reductions not intervention

care maintained over time. phase

Notes: APM-DA, Antipsychotic Medication Decision Aid; DCS, Decisional Conflict Scale; |BI, Joanna Briggs Institute appraisal tool for RCTs (maximum score |3). Effect
estimates were taken directly from the primary studies and indicate direction and magnitude only; no pooled effects were calculated owing to heterogeneity.

provider-training studies in this synthesis (Lovell 2018; Schon 2018; Takaesu 2022), short-term increases in preference-
elicitation behaviours were reported, with long-term maintenance inconsistent.

These interventions were also associated with broader recovery and adherence outcomes. In An et al 2017 specifically
(quasi-experimental study in schizophrenia), an SDM training program improved patients’ self-esteem, problem-solving
skills, and quality of life.* Qualitative findings supported these quantitative outcomes; in Shepherd et al 2014
specifically (qualitative interviews with UK consultant psychiatrists), a participant noted “If they feel they have some
choice.that is helpful”.** These localized benefits were echoed across large-scale, real-world observational cohorts. Large
cross-sectional studies found that active SDM involvement aligned with positive medication attitudes and was associated
with superior long-term treatment compliance and overall service satisfaction. This held across the three large cross-
sectional cohorts in this synthesis (Renes 2024; Solberg 2014; De las Cuevas 2014): massive, diverse populations,
including cohorts of patients with bipolar disorder (N=839),% primary care depression (N=1 168),*® and heterogeneous
psychiatric outpatients (N=846).>” However, these observational findings should be interpreted as associations rather than
evidence of long-term causal effects. Relatedly, in Hamann, Biihner et al 2017 specifically, lower self-stigma and shame
were associated with more critical and participative patient communication, the behaviour that underpins shared rather
than paternalistic decisions.***°

Mixed and null findings were observed primarily for distal or sustained outcomes. In Hamann, Parchmann et al 2017,
patient-directed training increased active patient behaviour during consultations, but the primary outcome—long-term
adherence at 6-12 months—did not differ significantly between groups.’® Similarly, the UK EQUIP cluster RCT (Lovell
et al 2018) was acceptable to staff and well attended, but did not demonstrate significant improvements in autonomy
support at 6 months.*® In the Japanese multi-centre cluster RCT (Takaesu et al 2022), clinician SDM training was
associated with short-term improvements in patient engagement and information sharing, although reductions in
decisional conflict were not clearly maintained over time.*' Some PtDA evaluations also suggested possible ceiling
effects in cohorts with relatively high baseline decisional self-efficacy.”** Taken together, these findings suggest that
SDM interventions may produce more consistent effects on proximal decision-process outcomes than on longer-term

adherence, sustained clinician behaviour, or durable reductions in decisional conflict.
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Cultural Decision Contexts and Surrogate Decision-Making

A critical barrier identified across non-Western cohorts is the fundamental mismatch between the dyadic (provider-
patient) assumptions of Western SDM models and local collectivist norms. In East Asian settings, medical decision-
making operated as an inherently triadic or heavily surrogate-driven process. In Huang et al 2021 specifically (qualitative
study of Chinese mental health professionals), psychiatric treatment decisions were frequently reported as executed by
family members rather than patients. Mental health professionals attributed this to Confucian ethics prioritizing
deference to authority and family consensus, which frequently overrides individual autonomy.'’> However, framing
familial involvement merely as an obstacle overlooks its clinical utility. Qualitative evidence examining caregiver and
patient perspectives in China indicated that active family support serves as a crucial facilitator—significantly improving
treatment adherence, preserving patient self-esteem, and promoting social reintegration.®'? Similarly, in Japanese
inpatient settings, formally integrating family members into the SDM process actively mitigated decisional conflicts
and alleviated patient anxiety, rather than simply suppressing autonomy.*®

This reliance on surrogate decision-making creates a preference-experience gap. In Ismail and Midin 2021 specifi-
cally (Malaysian cross-sectional survey of patients with schizophrenia), a 21-percentage-point discrepancy was observed
between autonomous role preference (56%) and high SDM experience (35%).**

A comparable pattern was reported in Southern European cohorts (eg., Spain), where outpatients showed significant
social desirability bias and tended to understate their participation preferences in line with more physician-led consulta-
tion norms.*

The demand for triadic SDM is not unique to collectivist cultures; it is increasingly recognized as a broader clinical
need. Evidence from Western contexts reveals that patients and caregivers alike wanted an active role in treatment
choices. In Germany, cross-sectional and qualitative findings highlighted a consensus among triads (patients, clinicians,
and caregivers), with families advocating for a more integrated role.***’ Yet, in these individualistic settings, triadic
SDM is frequently paralyzed not by cultural deference but by structural barriers. As demonstrated in UK cohorts,
stringent hospital privacy regulations, inadequate clinician-caregiver communication, and physician dominance margin-
alized family input, preventing their integration into the decision context.*®

Provider Heuristics and Utility Misalignment
The synthesis highlighted a measurable misalignment in utility weighting between providers and patients regarding
preference-sensitive psychopharmacological choices. In Yeo et al 2021 specifically (Australian discrete-choice experi-
ment with 52 doctors and 49 patients), doctors and patients differed significantly in their treatment preferences
(P<0.001): doctors were willing to accept a higher risk of side effects in exchange for greater efficacy, whereas patients
placed relatively more weight on side-effect tolerability.'> Weight gain and metabolic side effects were the adverse
effects of greatest concern to both groups. Qualitative inquiries directly attributed this misalignment to a “drug-led
treatment” approach some clinicians reported; participants were described as limiting patient autonomy and the
consideration of alternative, preference-sensitive options.**->

Under time constraints, providers often defaulted to heuristic decision-making, sometimes reinforced through
strategic clinical communication. In Hamann, Kohl et al 2016 specifically (qualitative study of patients and psychiatrists),
participants described how clinicians implicitly manipulate decision context to maintain authority: by strategically
delaying their medical recommendations until late in the consultation, psychiatrists used an anchoring effect: patients’
choices tended to follow the most recently presented option.”’ When assessing preferences for long-acting injectable
(LAI) antipsychotics, clinicians described overestimating patient resistance (Shepherd et al 2014 specifically, qualitative
interviews with UK consultant psychiatrists), consistent with an availability heuristic in which recent or salient cases of
non-adherence anchor risk perception, resulting in systematic under-presentation of evidence-based options.** Under
perceived time scarcity, providers frequently reduced SDM to information delivery rather than the harder task of
preference elicitation and, in Fukui et al 2014 specifically (an analysis of 128 audio-recorded psychiatric visits), more
complete discussion of patient preferences was the strongest predictor of clinician—patient agreement.”®>* This commu-
nication breakdown had tangible behavioral consequences: in Younas et al 2016 specifically (qualitative study of UK
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mental-health pharmacists), pharmacists reported that patient refusal of first-line antipsychotics appears closely asso-
ciated with unaddressed fears of adverse effects.>

Cognitive Load, Tool Design, and Systemic Constraints
At the patient level, SDM relies heavily on cognitive resources, which are frequently compromised during severe mental
illness. In Becher et al 2021 specifically (qualitative findings from the intervention group of an inpatient RCT), during
acute psychotic exacerbations, impaired working memory and cognitive overload substantially restricted active SDM
participation.” This cognitive scarcity is multi-dimensional. Qualitative data revealed that beyond acute positive symp-
toms, environmental stressors and an internalized “mental burden” reduced patients’ motivation to engage in
decisions.”'>* Furthermore, patients’ active engagement is often derailed by inconsistent personal preferences and
distrust stemming from past negative treatment experiences.*> In Hamann, Biihner et al 2017 specifically, higher self-
stigma and shame were associated with less critical and participative communication, with such patients more often
deferring to physician recommendations.*®

These vulnerabilities are exacerbated by limited human-factors engineering in some decision support tools. Complex
visualizations and medical jargon in certain PtDAs contributed to information overload, with Rodolico 2024 and Zaini
2018 specifically reporting that some patients found tool graphics and complex information difficult to interpret.’>>°
Moreover, standard tools frequently fail to account for varying levels of health literacy, diverse cultural backgrounds, and
intense emotional distress. When information is not culturally tailored, communication often breaks down, making it
harder to build the trust that collaborative care requires.”’®

Systemically, high clinician caseloads and the lack of institutional nudges created a hostile environment for SDM
sustainability. Macro-environmental constraints strictly dictate the feasibility of patient involvement. Broad cross-
sectional data indicated that SDM implementation was highly dependent on socioeconomic factors and care settings
(Mundal 2021 specifically), with disparities in participation and positive medication attitudes observed between public
and private psychiatric environments.” In Haugom et al 2023 specifically (a Norwegian cross-sectional study of acute
psychiatric care), mandatory care frameworks (eg., compulsory treatment orders) override patient autonomy and leave
little room for SDM.®° In the UK EQUIP cluster RCT (Lovell et al 2018) specifically, the SDM intervention was well-
attended and acceptable to staff but had no significant effect on the primary outcome (autonomy support) at 6 months,
illustrating that absent EHR integration or alignment with organizational performance evaluations, implementation
efforts can degrade into compliance-only exercises.*® Consequently, the long-term sustainability of behavioral interven-
tions proved limited: in Hamann, Parchmann et al 2017 specifically, training had no significant effect on long-term
adherence at 612 months; across the longitudinal evaluations in this synthesis, maintenance of training effects beyond

the intervention phase was a consistent challenge attributed to systemic friction.***

Discussion

This systematic review of 42 global studies (n = 8798) confirms a central paradox in psychiatric care: while SDM
interventions—particularly structured decision aids and behavioral training—consistently enhance immediate decision
quality and choice concordance, their real-world implementation remains uneven. By synthesizing heterogeneous
evidence through a decision-science lens, we move beyond the conventional narrative of “clinician reluctance” to
identify the structural and behavioral mechanisms driving this implementation gap. Specifically, our findings highlight
three mechanisms behind this gap: the poor fit of Western dyadic assumptions in non-Western, collectivist decision
contexts which rely on family surrogates rather than the provider-patient dyad; a measurable misalignment in utility
weighting between providers and patients; and systemic cognitive friction across acute care settings. The evidence,
however, should not be interpreted as uniformly positive. The most consistent benefits were observed for proximal
decision-process outcomes, including decisional conflict, involvement, satisfaction, and preference elicitation. Evidence
was less consistent for distal outcomes such as medication adherence, sustained clinician behaviour, and long-term
decisional conflict. This pattern indicates that SDM tools and training may improve the immediate quality of consulta-
tions, but their durability appears to depend on workflow integration, clinical setting, and continuing organizational
support.
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Triadic Decision Contexts vs. Dyadic Assumptions

A primary barrier to global SDM implementation is the structural incompatibility between Western-centric, individua-
listic decision aids and the cultural realities of collectivist settings. Our synthesis reveals that in East Asian contexts,
medical decision-making is often triadic or surrogate-driven, with treatment decisions frequently made by family
members, sometimes bypassing the patient entirely.®

Rather than framing this family involvement merely as a “cultural barrier” or a violation of individual autonomy,
implementation science must recognize it as the prevailing local decision context. This paradigm shift aligns with
emerging conceptual models in cross-cultural bioethics and triadic shared decision-making, which increasingly recognize
family companions as essential epistemic partners rather than mere obstacles to individual autonomy.®' The persistent 21-
percentage-point gap between patients’ participation preferences and actual experiences in Southeast Asia** highlights
the urgent need to redesign PtDAs from dyadic to triadic models, explicitly incorporating family surrogates as
collaborative partners rather than marginalizing them as proxies. When patient and family preferences diverge (eg.,
a patient prefers Option A while the family surrogate insists on Option B), we propose a capacity-graded resolution: (1)
with preserved decisional capacity, patient preference holds final authority and family input is documented; (2) in acute,
capacity-limited phases, decisions are deferred or staged to preserve future autonomy; (3) culturally-informed mediators
(decision coaches, social workers) facilitate negotiation rather than impose resolution. This capacity-graded triadic model
balances individual autonomy with relational accountability and draws on qualitative evidence from East Asian and
Southern European studies in our review.

The null yield from Chinese databases (9 records retrieved, 0 eligible) is itself a substantive finding. It may reflect
three patterns: (a) limited Mandarin psychometric validation of standard SDM tools (eg., SDM-Q-9) in Chinese
psychiatric populations; (b) a research culture oriented toward symptom-outcome trials rather than preference-sensitive
implementation studies; and (c) the prevailing triadic decision norm, which renders dyadic SDM frameworks
methodologically misaligned with local practice. This gap reinforces our case for culturally-adapted, triadic decision

architectures.

Provider Heuristics, Utility Misalignment, and the “Time lllusion”

Our findings reframe provider resistance not as a lack of motivation but as a consequence of heuristic-driven
behaviour under systemic pressure. As systematically recognized in contemporary medical decision-making
research, cognitive heuristics and diagnostic noise frequently distort clinical judgments in high-uncertainty
environments.®> The data reveal a misalignment in how physicians and patients weigh treatment attributes:
physicians weigh clinical efficacy (eg., symptom remission) more heavily, whereas patients place relatively greater
weight on side-effect tolerability.'* This asymmetry may contribute to clinicians overestimating patients’ resistance
to certain treatments®* and preemptively dismissing patients’ decisional capacity to expedite guideline-concordant
choices.

Furthermore, this heuristic behavior is perpetuated by a “time illusion.” While clinicians consistently cite time
constraints (eg., 15-minute consultations) as the primary barrier to SDM,*® the latest Cochrane systematic review of
209 trials demonstrates that PtDA integration typically extends consultations by a clinically negligible margin (average of
1.5 minutes)."* The perceived time pressure is largely an artifact of administrative burden and cognitive overload,
indicating that time barriers must be resolved through systemic workflow redesign rather than individual time-
management strategies.

To de-bias this perception, three system-level nudges have shown promise in adjacent literatures and warrant
evaluation in psychiatric settings: (1) audit-and-feedback dashboards that display each clinician’s actual versus perceived

consultation duration (drawing on the EHR-nudge evidence base®***

); (2) pre-consultation patient priming via tablet-
based decision pre-work that redistributes cognitive load away from the consultation window; and (3) institutional
reframing of SDM as “time-displacing” rather than “time-adding” — the small upfront investment offsets downstream

non-adherence visits and emergency presentations.
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Cognitive Friction and Flawed Tool Design

Patient-level barriers must be reframed through the lens of cognitive scarcity. Severe mental illness can compromise the
working memory required for decision-making, which may help explain why, even within the intervention arm of
a successful SDM trial among acutely ill inpatients, genuine shared decision-making was achieved in only 29% of
treatment decisions.’

However, current decision aids frequently fail to accommodate this cognitive vulnerability. Reported difficulty
interpreting tool graphics and complex information in some PtDAs exposes a deficit in human-factors engineering,>®
failing to meet updated evidence-based standards for cognitive accessibility reaffirmed in the 2024 Cochrane
guidelines.'* Presenting complex medical jargon without low-cognitive-load visual risk communication creates cognitive
overload, turning a decision aid into a barrier. Furthermore, the association between high self-stigma and reduced
participative decision-making behaviour®® reflects internalized assumptions of decisional incapacity, necessitating tools
that rebuild decisional self-efficacy rather than merely providing medical information.

Institutional Inertia and the Need for Systemic Nudges

The mixed durability of SDM training effects suggests that short-term educational interventions alone may be insufficient
without workflow-level support. Across studies, initial training increased preference-elicitation behaviour, but sustained
use was often not maintained; for example, in a Swedish process evaluation, staff enthusiasm after training gave way to
routine practice and use of the decision tool remained low across all participating units.** For example, the Japanese
multi-center cluster RCT reported short-term improvements in engagement and information sharing, but did not maintain
long-term reductions in decisional conflict without ongoing structural support.*!

Similarly, SDM-PLUS appeared more feasible within structured acute inpatient settings,®> yet the same gains were
less evident post-discharge, suggesting setting-dependent effects, with such gains gradually reverting into institutional
inertia and baseline levels.®®

Without integrating SDM metrics into electronic health records (EHR) as mandatory behavioral nudges, or linking
decisional quality to value-based reimbursement (Pay-for-Performance), behavioral interventions may succumb to
institutional inertia. Drawing on recent implementation science breakthroughs evaluating EHR-embedded nudges in

clinical care,®>%*

it is evident that in efficiency-driven healthcare systems, training outcomes dissipate unless the choice
environment is structurally redesigned to make shared decision-making the default “path of least resistance.”
Task-shifting offers a concrete pathway to address provider cognitive load. Specifically: clinical pharmacists can
conduct metabolic-risk and side-effect counseling — the domain where utility misalignment is largest; psychiatric nurses
can act as “decision coaches,” guiding patients through preference clarification before and after the consultation; clinical
social workers can navigate triadic family dynamics in culturally appropriate ways; and digital-health coordinators can
maintain EHR-embedded SDM documentation as the structural nudge. This redistribution directly addresses the
cognitive-load problem by sequencing decision work across multiple, less-pressured contact points rather than concen-

trating it within a 15-minute psychiatric consultation.

Strengths and Limitations

The methodological heterogeneity of the included studies (ranging from qualitative explorations to RCTs) is a core
strength of this review, as complex healthcare phenomena like SDM cannot be adequately captured through intervention
trials alone.”” However, several limitations warrant acknowledgment. First, the evidence base is predominantly derived
from Western and East Asian contexts, with low-resource settings—notably sub-Saharan Africa, Latin America, and the
Middle East—markedly underrepresented; differing cultural architectures and health-system structures in these regions
may limit the transferability of existing SDM tools. Second, the validity of many decision aids relies heavily on
developer-reported data without independent replication. Third, the high heterogeneity in metrics (eg., mean differences,
coefficients) precluded a quantitative meta-analysis, necessitating a narrative SWiM approach. Future priorities must

include the cross-cultural validation of triadic PtDAs and the longitudinal evaluation of EHR-integrated systemic nudges,
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evaluated against decisional conflict, choice concordance, medication adherence, and sustained clinician behaviour at 6—
12 months.

Conclusion

This systematic review suggests that SDM may improve proximal decision quality and patient involvement in psychiatric
care, but evidence for sustained effects on adherence, decisional conflict, and routine implementation remains mixed.
This efficacy-to-practice gap appears closely associated with structural constraints in the decision context, alongside
cognitive and cultural factors, rather than mere stakeholder reluctance. Specifically, implementation is impeded by
a cultural mismatch between Western dyadic models and triadic, surrogate-driven norms in collectivist settings;
a measurable misalignment in utility weighting where provider heuristics prioritize symptom remission over patient-
weighted side-effect tolerability; and cognitive scarcity exacerbated by poorly designed tools during acute psychiatric
episodes.

Bridging this gap requires a strategic shift from the solitary physician-patient dyad to a multidisciplinary systemic
redesign. Future clinical workflows must embrace culturally adaptive, triadic decision aids that formally incorporate
family companions and utilize human-factors engineering to minimize patient cognitive load. The temporal and cognitive
burden of SDM should be distributed across an interprofessional collaborative team—utilizing clinical pharmacists to
counsel on metabolic risks, social workers to navigate triadic dynamics, and specialized nurses to assess psychosocial
readiness as “decision coaches.” Ultimately, integrating SDM metrics into EHR as mandatory behavioral nudges may be
important to disrupt institutional inertia and establish multidisciplinary, collaborative care as the clinical default in global
psychiatry. The durability and generalizability of EHR-embedded SDM prompts in psychiatric settings, however, require
further prospective evaluation.
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