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Abstract: It has been widely demonstrated that patient education and empowerment, especially involving shared treatment decisions, 
improve patient outcomes in chronic medical conditions, including chronic kidney disease requiring kidney replacement therapies. 
Accordingly, regulatory agencies in the US and worldwide recommend shared decision-making for finalizing one’s choice of kidney 
replacement therapy. It is also recognized that the US needs to substantially increase home dialysis utilization to leverage its positive 
impacts on patient and healthcare cost-related outcomes. This perspective highlights how the routine clinical use of the recommended 
practice of shared decision-making can exist in synergy with the system’s goal for increased home dialysis use. It introduces 
a pragmatic provider checklist, The Nephrologist’s Shared Decision-Making Checklist, grounded in the relevant theories of shared 
decision-making, and, unlike some research assessments and extant tools, is easy to understand and implement in clinical practice. 
This qualitative Checklist can help providers ensure that they have co-constructed an SDM experience with the patient and involved 
caretakers, helping them benefit from the improved outcomes associated with SDM. 
Keywords: shared decision-making, informed decision-making, kidney failure, end-stage renal disease, home dialysis, patient 
engagement, patient empowerment

Introduction
High morbidity and mortality, poor health-related quality of life, and disproportionately high healthcare costs make 
kidney failure, commonly referred to in the literature as end stage kidney disease (ESKD), a significant concern for the 
US healthcare system.1 Pragmatic challenges of managing advanced chronic kidney disease (CKD) combined with 
decades of regulatory policies have unearthed several societal concerns in the management of ESKD. While kidney 
transplantation provides the most desirable form of kidney replacement therapy, limitations in the availability of organs 
combined with ineligibility for transplantation due to high comorbidity index necessitate initiation of dialysis in over-
whelming majority (~97%) of incident ESKD patients. Currently, home dialysis consisting of peritoneal dialysis and 
home hemodialysis is used in about 10% of the ESKD patients, and over 90% of the incident and prevalent ESKD 
patients use in-center hemodialysis as kidney replacement therapy.2 Considering that home dialysis therapies provide 
equivalent survivals and potential for improved patient-centered and health services outcomes,1,3–5 these paradoxically 
low rates of utilizations have prompted regulatory agencies, such as the Center for Medicare and Medicaid Services 
(CMS) to repeatedly advocate policies that increase home dialysis use. A recent presidential executive order established 
a high target of over 80% for home dialysis and kidney transplantation use in incident ESKD patients by 2025.2

While feasibility constraints play some role, lack of patient awareness and engagement constitute a significant and 
addressable barrier in this arena. Many at-risk advanced CKD patients, even those under nephrology care have poor CKD 
awareness and do not have opportunities to receive information about therapeutic considerations from a nephrologist 
before they developed ESKD.6,7 Prior studies in several chronic disease models show that improving patient awareness 
significantly improves patient outcomes. Studies in the CKD population have also shown that patient education, 
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especially involving shared decision-making (SDM) between patients and providers, improves self-management8–12 and 
increases the rates of kidney transplantations and home dialysis utilization.13–16 Therefore, investigators and professional 
renal organizations have repeatedly recommended using SDM to increase patient-centered utilization of home dialysis 
therapies for all patients with advanced, stage 4 and 5 CKD.17,18

Unfortunately, the existing SDM measures, such as SDM-Q9-DOC, OPTION5, and DSAT10, while being helpful 
research and methodological tools and conceptual pieces, have not been studied well in the ESKD context. Thus, 
physician awareness of these measures is poor, their applicability in pragmatically guiding ESKD patients’ lifestyle goals 
vis-a-vis their medical situation and access to dialysis modalities is limited, and they are uncommonly implemented in 
routine CKD and ESKD care. A recent United States Renal Data System (USRDS) analysis showed that less than 1% of 
incident ESKD patients between 2010 and 2014 received targeted kidney disease education in their pre-ESKD 
period.19,20 Furthermore, these concerns are syndemic in that health disparities and social inequality influence the 
risks, therapy, and outcomes of many chronic illnesses including ESKD.21–24 For example, compared to their white 
counterparts, racial/ethnic minority groups, including Latinx, Asian/Pacific Islander, Native American, and Black 
individuals, not only have a higher lifetime probability of being diagnosed with CKD and ESKD but also have lower 
access to pre-ESKD kidney disease education,20 which further correlates with lower quality-of-care at incident ESKD 
and kidney replacement therapy. Thus, disparities in SDM contribute to disparities in ESKD care in terms of lower rates 
of functioning vascular access,19,20 kidney transplantations, and home dialysis therapies.17,25

We propose a parsimonious and clinically relevant SDM model, The Nephrologist’s SDM Checklist, which providers 
can use easily to ensure that they have co-constructed an SDM experience with their patients and caretakers/partners. We 
hope that increasing its ease and implementation will allow nephrologists to provide an SDM experience more 
universally, irrespective of the sociodemographic characteristics and thus, addressing some of the existing inequalities 
of the differential SDM access. The Checklist follows the gold standard of ESKD treatment strategy: Educate early for 
later intervention. Additionally, a strength of the tool is that it is purposively qualitative. This is vital given that SDM 
interactions for ESKD management, unlike many acute care scenarios, occur over an extended period during which 
patients’ clinical, psychological, and lifestyle needs are everchanging. This is useful for a range of patients, including 
those who have difficulty making decisions about themselves. Additionally, kidney disease management decisions, 
whether relating to dialysis or other treatments, require the patient to digest a lot of information and balance it within 
their own understanding of their health case as well as their lifestyle preferences and other factors. Providing multiple 
checkpoints relating to these concerns over a longer period supports our argument that the Checklist can be an important 
tool in guiding a practitioner in their SDM execution and allow them to be reasonably assured that SDM has occurred. 
Overall, the perspective aims to appraise clinicians to the concepts of SDM and introduce an easy-to-implement blueprint 
of SDM for routine clinical use to enhance the quality of advanced CKD care, with an eventual goal of improving 
patient-centered outcomes, including informed home dialysis utilization.

Shared Decision-Making in General Health
In the past decade, there has been extensive work articulating the general principles, practices, and models of 
SDM.10,12,26–28 In a landmark paper Barry et al initially surmised that SDM resides at the pinnacle of modern-day 
patient-centered care. Following, Elwyn et al defined SDM as

an approach where clinicians and patients share the best available evidence when making decisions, and where patients are 
supported to consider options to achieve informed preferences.29 

Given the scarce relative guidance on the clinical application of SDM, Elwyn et al originally proposed a three-phase 
SDM general practitioner model consisting of Choice Talk —similar to the model used in the two case vignettes, 
providing patients options from which to make a choice. It is followed with Option Talk, clarifying additional details 
about the choices relevant for the patient, and then Decision Talk, revolving around physician support of the patient’s 
processes where they weigh options vis-à-vis their preferences to decide for themselves. Critical in this model are 
interventions that support decisions in which information is presented and summarized in a way that is up-to-date, 
inclusive of risks and benefits, and summarizes the main points in an accessible manner. Recently, Elwyn et al updated 
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their original three-talk model, replacing the concept of Choice Talk with Team Talk, aimed at forging a partnership or 
team-based approach between the practitioner and patient to meet the patient’s needs,28 and adding how the talking 
model can be adjusted as patient goals change over time.27 These principles and subsequent evolutions have been further 
incorporated into the Consumer Assessment of Healthcare Provider and System (CAHPS) Ambulatory Care 
Improvement Guide (2020).30

Extending Elwyn et al’s model, Légaré and Thompson-Leduc have clarified the myths of the pragmatic application of 
SDM in clinical practice.31 These authors contended that SDM is not necessarily easy, cannot be replaced by a tool, and 
is not a fad that leaves patients alone to make decisions, but is widely desired, that the patients are generally well suited 
to take part in it, and can be performed inexpensively without devoting unsustainable amounts of time. The authors 
argued that even in instances where the patients ask the physician, “what they would do” can be handled well within the 
scope of clinical guidelines of SDM practice. Finally, they cautioned against the complacency; even when the physicians 
believe that they are practicing SDM, they need to look closely to ensure that clinical decision-making is patient-centered 
and free of patient and provider bias. They advised that the SDM should be achieved through a bilateral agreement that 
accounts for patients’ care goals within the limitations of evidence-based medicine.31 These rationales have been further 
validated by the CAHPS Ambulatory Care Improvement Guide (2020) SDM guidelines, which contend that practitioner 
assessment of patient involvement in SDM can help improve SDM.30

The Current State of SDM in ESKD
To background the concept and myths of SDM in ESKD, we highlight two commonly occurring vignettes from clinical 
practice (Box 1). These accounts present the micro-level of patient interaction, illustrating how patients in need of education 
may not receive it –even when receiving nephrology care for an extended period. Additionally, while these examples further 
show the importance of patient education on ESKD treatment options for a meaningful impact on their lives, the vignettes, 
by their design and need, are focused on the role of SDM concerning the underused home dialysis therapies and are not 
intended to draw a contrast with the conventional hemodialysis. Finally, the discussions following show that while recent 
advances in SDM contextualize some of the methodological concerns and rationale, more work remains on assessing when 
SDM has occurred for advanced CKD patients – an essential before more widespread SDM can be envisioned.

While regulatory agencies and professional societies have repeatedly called for widespread adoption of SDM to 
increase rates of home dialysis and kidney transplantation,13 few studies have examined the impact of SDM on ESKD. At 

Box 1 Case Vignettes Highlighting the Pragmatic Occurrence of SDM in Advanced CKD and ESKD

Case Vignette 1: An 84-year-old white man with congestive heart failure, hypertension, and stage 5 CKD was admitted to the hospital with 

worsening fluid overload and orthopnea. He had been seeing a nephrologist for several years and had decided to forego kidney replacement 
therapy. Based on his previous declarations, he was never referred for targeted kidney disease education. Having not made a dialysis decision but 

experiencing a decline in health, the patient and his caregiver son articulated wanting to revisit the decision while admitted to a hospital with life- 

threatening complications, including fluid overload. The patient and his caregiver son were provided an in-house two-phase modality education. The 
patient subsequently opted for and received aggressive diuresis followed by urgent-start home-based peritoneal dialysis. The patient experienced 5 

years of relatively uneventful peritoneal dialysis and quality of life average for his age group before withdrawing from dialysis with extreme 

gratification toward the treatment team and moving onto palliative care at the age of 90. 
Case Vignette 2: A 54-year-old independently living Black woman with diabetes mellitus, hypertension, and stage 5 CKD was referred to an 

advanced CKD clinic with non-emergent symptoms related to fluid overload and uremia. Considering a well-documented history of non-adherence 

to medication schedules, the referring physician was uncertain about the benefits of education and, therefore, reluctant to offer home dialysis. The 
patient participated in a two-phase kidney disease education consisting of an initial group session about kidney disease, kidney failure, and its 

management strategies, including dialysis therapies, followed by individual patient-centered counseling. Heartbreakingly, the patient broke down 

during the individualized counseling session, explaining that despite chronic medical care, this was the first time she had learned that she had 
advanced CKD and would need to initiate dialysis soon—her not having been sufficiently informed of this might have been related to the perception 

of non-adherence. After a detailed discussion surrounding her lifestyle preferences, responsibilities, and care goals, the patient chose elective 

initiation of peritoneal dialysis. After 4 years of well-managed peritoneal dialysis, with chronically well-controlled blood pressure and fluid state, 
phosphorus levels, dialysis adequacy, and no episodes of peritonitis, the patient successfully underwent deceased donor transplantation.
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the same time, there is a general lack of understanding of how SDM can be effectively implemented in clinical practice 
and the barriers to SDM use/adoption.8

Among the studies examining the importance of SDM in advanced CKD, Thamer et al used a self-developed 7-item tool to 
evaluate the medical records of nearly 70,000 patients and predict the risk of death among elderly patients starting kidney 
replacement therapy. Survival did not differ significantly among elderly patients with high levels of comorbidities –whether they 
underwent dialysis therapy or conservative management. However, the authors showed that the risk score developed, can help 
inform practice of SDM to support informed patient care choices.32 Others have examined the role of SDM on patient satisfaction 
and outcomes across dialysis modalities, reaching similar conclusions. In a survey-based study of over 780 dialysis patients in 
Germany, Robinski et al found that satisfaction with treatment modalities and the perception of the SDM were higher among 
patients on peritoneal dialysis than hemodialysis. While SDM affected patient satisfaction, the factors affecting patients’ 
treatment choices likely further contributed to their perception of SDM. Hemodialysis patients reported being restricted because 
of medical issues, decisions by their practitioner, or their desire to rely on the support of hemodialysis staff. Peritoneal dialysis 
patients highlighted their desire for independence for their choice. The authors concluded that screening patient preferences early 
on, identifying practitioner biases in consultation, employing accessible vocabulary, and encouraging patients, especially those 
who are passive, to participate in selecting therapy, likely helped patients understand the quality of life and treatment benefits of 
dialysis.33

Drawing further on patient-centeredness, Benito and Luis suggest that protocol and practice of SDM would likely vary 
across different populations, given heterogeneous needs across groups. They considered that an elderly patient might desire 
greater symptom control, a younger individual more of an active lifestyle, or a caregiver increased scheduling flexibility.34 

While this is important, providers also need to critically examine variations in SDM for societal bias and to reduce disparities. 
For example, Barrett et al17 assessed responses from participants enrolled in a randomized trial aimed at evaluating patient– 
nephrologist interactions about kidney replacement therapies. They considered whether patients had spoken with their doctor 
about how various options could affect their quality of life, life expectancy, finances, family, and need for assistance. The study 
found that women, Black participants, people with low income, and those with lower levels of education had more thoroughly 
discussed dialysis compared to transplants with their nephrologists. Thus, patients in these subgroups were not provided the 
same access to full SDM, i.e., all options for kidney replacement therapy, including transplant. As these groups may have 
decreased access to knowledge about transplants, increasing the tendency for nephrologists to share this option could increase 
the access to transplants for these groups.

Evaluating the role of SDM on patient outcomes, healthcare quality, and healthcare utilization in about 64,000 patients, 
Hughes et al35 found that individuals who were a race other than white, unmarried, un/underinsured, and with lower levels of 
education or socioeconomic status were less likely to receive quality SDM. They further showed that this reduced SDM quality 
was associated with more negative patient-reported health outcomes, lower quality of life indicators, and increased healthcare 
utilization. Similarly, examining the role of SDM on the quality of delivered care, Ruchi et al examined the rates of vascular 
access creation among the US incident hemodialysis patients.19 Despite substantial racial and ethnic disparities in the delivery of 
SDM, the presence of pre-ESKD kidney disease education services among incident hemodialysis patients had twice the rates of 
incident vascular access. These authors argue that increasing physician education may help the utilization and quality of SDM.

Together, this literature shows that while the concept of SDM has significantly improved in recent times, its implementation 
and practice in routine clinical care requires additional attention. In a systemic review showing that patients with opportunities for 
SDM are more satisfied with their dialysis modality, Yu et al articulated multiple barriers practitioners encounter in implementing 
SDM, including lack of pertinent tools and training in SDM, high clinical workload, and an assortment of language, education, 
literacy, and technology-related barriers inhibiting patient engagement in SDM. The authors list 17 recommendations con-
textualized within Elwyn et al’s original three-talk model,12 providing a backdrop to our introduction of a more practitioner- 
friendly model that fills a critical gap in existing materials and can ease the implementation of SDM.

The Nephrologist’s SDM Checklist
SDM takes concerted effort, and providers need to specifically evaluate their practices and how they are serving patients 
in this regard.31 While models exist on what SDM may look like in clinical practice,29 it is important for providers to 
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Table 1 The Nephrologist’s Checklist for Shared Decision-Making in ESKD

Questions Practitioner Asks Themselves Provider’s Responsibilities Patient’s Responsibilities Notes

1. Has the patient been allowed to express the goals 

of care they have for their life and its quality?

● Sensitive declaration of diagnosis 

● Allow patient expression of goals 

of care 
● Document and update the goals of 

care 

● Provide general disease and 
treatment information

● Share with the practitioner 

goals for quality of life

Goals of care should serve as a starting point for SDM in incident 

ESKD patients. Once articulated, these goals should be recorded in 

the patient’s file and updated as needed. Administration of decision 
aids during this phase may allow the patient/caregiver unit to have 

a foresight into the upcoming process.

2. Does the patient/caregiver unit have adequate 
information to understand the available kidney 

replacement therapy options, their implications, and 

limitations?

● Provide tailored kidney disease 
education 

● Assess comprehension of the 

delivered education

● Receive education with any 
applicable caregivers

The provider should provide education as needed. Administration 
of a post- or pre- and post-education assessment may allow insight 

into the patient/caregiver unit’s comprehension of delivered 

information.

3. With the goals of life in mind, has the patient 

reached a decision with adequate comfort and 
confidence?

● Assess the patient comfort with 

the decision 
● Assess the patient’s confidence in 

the decision

● Attempt to reach a treatment 

decision 
● Communicate concerns and 

residual questions to the 

provider

It is not only necessary to ask if a decision has been reached and 

what that decision is, but the provider should also communicate 
with the patient and relevant others to understand the confidence 

in the decision. Low confidence levels likely mean the provider 

needs to revisit the previous question, providing additional 
education.

4. With the goals of life in mind, does the provider 
feel the treatment choice is congruent with the 

patient/caregiver unit’s wishes and the medical case?

● Assess congruency of choice with 
goals of care 

● Avoid personal bias 

● Assess for patient/caregivers’ 
misconceptions or fears

● Provide any additional relevant 
information to the provider 

regarding fears, questions, or 

concerns

The provider should ascertain that the decision is reasonably free of 
residual fears, misconceptions, and stereotypes about kidney 

replacement therapy among both the provider and patients. If the 

prover cannot ascertain this, they should revisit questions 1–3, 
providing additional information tailored to the patient’s goals and 

medical situation.

Notes: Once content with this discussion and being able to answer “Yes” to the four questions, the provider documents these goals, the information provided, and the decision in the patient’s file and proceeds to work with the patient/ 
caregiver unit to engage in steps needed to actualize choices.
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clearly understand when SDM can be said to have occurred. Such assessment is crucial in increasing its routine 
implementation across the socio-demographic spectrum.30

The goal of the Nephrologist’s SDM Checklist (Table 1) is to help providers support patients in making crucial decisions 
regarding treatment, addressing their future needs and care, and maintaining the lifestyle they desire.36,37 The Checklist helps 
providers determine whether they have succeeded in supporting patients’ treatment choices, assist patients’ access to evidence, 
and support patients in weighing options in light of informed preferences.29 A routine and universal execution of the Checklist 
for all patients with advanced CKD with high likelihood of progression to ESKD is suggested given the established needs and 
recommendations for SDM and patient autonomy, including the understanding that patients want SDM and can participate.31 

We expect providers to use the Nephrologist’s SDM Checklist within clinical guidelines,31 and in concert with such 
considerations as risk scores.32 Finally, the use of the Checklist can be potentiated by combining it with the employment of 
additional resources such as decision aids, decision coaching, or evaluation questionnaire or surveys.37

The Checklist below is scaffolded on the authors’ collective experience in renal and non-renal arenas and informed by 
the literature. The Checklist has four pragmatic questions that providers ask themselves to determine whether SDM has 
been achieved in clinical practice. For SDM to occur, providers do not have to engage in the entire spectrum of activity in 
one sitting but can (and often preferably so) achieve these through a series of steps and visits during routine care. 
Additionally, the providers also may not engage in every aspect of patient education by themselves but can engage the 
multidisciplinary team consisting of a combination of dieticians, social workers, or dialysis nurses, or trained educators, etc, 
to achieve the SDM. Once the answer to a question in the Checklist is “Yes”, the provider can move to the next question. We 
recommend that the four questions are reviewed serially and periodically, for example, as patient context changes.

We suggest the practitioner begin with question 1, by first asking and allowing the patient to articulate the goals of 
their life in the context of their diagnosis of advanced CKD and its progression with respect to their overall health. This 
necessitates that the provider ensures that the patient is informed of their CKD diagnosis and their overall healthcare 
burden. Once articulated, these goals should be recorded and updated as needed with any significant medical or social 
changes in patients’ lives. Addressing the goals of care provides an opportunity to clarify the diagnosis for the patient, an 
issue highlighted in the above-described Vignette 2, allowing the patient to form realistic expectations of the ESKD 
diagnosis in their life. Decision aids in the form of questionnaires that allow patients to consider their needs and 
preferences for travel, schedule, responsibilities, and transportation can be administered during this stage to initiate 
patient familiarity with ESKD management options.38 A detailed review of the currently available decision aids was 
recently published, but attention is needed to ensure that the aid used in the clinical care is current with clear evidence- 
based guidance, culturally and linguistically compatible, and is easy to implement in clinical practice.12

The burden of advanced CKD rises with increasing age. Accordingly, many elderly (and non-elderly) patients, such as 
people with affected cognition, may have a caregiver or partner to help them deal with kidney disease and consider 
treatment options. Thus, practitioners may find that SDM conversations are had with a caregiver in addition to the 
patient. Once the goals of life and goals of care are determined, which are primarily the domain of the patient’s wishes, 
with explicit patient permission, the provider may conduct discussions with the patient and their caregiver(s) together— 
as a unit (question 2). The Option Talk needs to be all-inclusive, covering dialysis, transplantation, and conservative care, 
irrespective of the individual patient’s eligibility for a given form of therapy. This avoids later confusion and provides 
a trustful base on which the provider can conduct the later choice discussions applicable to individual patients’ medical 
and social conditions. Constant communication and restatement of lifestyle preferences and diagnosis may be needed— 
such practices likely could have helped the patient in Vignette 1 take more control of his disease at an earlier stage.

Once Decision Talk and other relevant practices have been completed, the practitioner needs to evaluate whether the 
patient has reached a decision for kidney replacement therapy in question 3. Analyzing long-term outcomes of ESKD 
among patients undergoing kidney disease education, Devins et al found that denial of the disease state is associated with 
poor long-term outcomes, including lower rates of incident vascular access and increased mortality.39 Thus, while 
structuring the frequency and delivery of education, it may be vital for the provider to emphasize the need for and target 
dates for decision-making with options for adjusting them to the individual patient’s comfort. The provider can then 
assess whether the decision has been reached with a reasonable confidence level, also in question 3. In the era of internet 
ubiquity and misinformation, many nephrologists, including the authors, have countless examples of well-informed 
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ESKD patients wishing for home dialysis being swayed away by inaccurate information, occasionally even that from 
other medical practitioners. Evaluating the impact of education on the quality of incident ESKD care, Hanko et al found 
that while education substantially increases the rates of home dialysis utilization, the rates of vascular access are lower 
among the patients who remain indecisive after education compared to those choosing hemodialysis.40 A pragmatic 
measure of assessing patients’ confidence is by asking how confident the patient/caregiver feels about their ability to 
explain the pros and cons of their choice to their inner circle or primary care provider.

Next, the provider must consider whether the patient’s choice is congruent with the patient’s stated goals of care and 
comorbidity burden and is without significant misconceptions or fear about dialysis therapies (question 4). If the answer to 
question 4 is “No”, or when the chosen modality and the stated goals of care appear incongruent to the provider, the provider 
may need to revisit the first three items with particular emphasis on relevant clinical evidence. Providers must be cautious 
regarding their own biases, as highlighted in Vignette 2, which shows a common misconception that patients with a perceived 
history of non-adherence may not be good candidates for home dialysis. Finally, while it may not be possible to avoid all fear 
and apprehension, the provider needs to minimize the element of fear as an overriding motivator of the decision. A detailed 
discussion about the pros and cons of dialysis vs conservative care might have avoided the life-threatening illness in Vignette 
1. Once the answer to all four items is “Yes”, the practitioner can be assured that SDM has most likely occurred, but they still 
need to watch for future social and clinical events likely to affect the SDM choices in real-time.

Implications
The design of the Nephrologist’s Checklist has important implications. It addresses some pragmatic concerns experienced 
by clinicians and articulated by Engels et al and informs on how SDM can be implemented effectively and routinely in 
clinical practice, and supports the increase of SDM use by providers.8 The Checklist’s utility in potentially increasing 
physician fidelity in implementing SDM could improve patient SDM receipt.35 The Checklist may further help address 
the documented differential access of groups to SDM by introducing a way for practitioners to evaluate their provision of 
SDM to patients systematically.17 Indeed, it is our aim that appropriate implementation of the Checklist across groups by 
providers will increase SDM access for those often at a disadvantage when it comes to SDM, including minorities, 
women, and lower-income patients.17,35 We echo Benito and Luis in cautioning that the details of SDM and implementa-
tion of the Checklist will vary based on individual case needs.34 However, establishing optimal ESKD treatment lead 
time through early SDM supports improvement in the quality of pre-ESKD nephrology care and may even improve 
patient engagement and empowerment. This ultimately can promote significant improvements in healthcare outcomes 
such as improved vascular access, home dialysis, and pre-emptive kidney transplantation rates, and it promotes patient 
comfort and ability to maintain life goals in the face of their disease (Figure 1).13,15,17,33

Figure 1 Conceptual schematics of the mechanistic links between pre-ESKD SDM to improved healthcare outcomes. 
Notes: The solid line represents the conventional hypothesis that SDM is a marker of the pre-ESKD quality of clinical care. An alternate hypothesis (dashed line) may be that 
SDM can improve patient awareness, motivation, and self-efficacy leading to more significant gains in clinical care and improved clinical outcomes. 
Abbreviations: SDM, shared decision-aking; ESKD, end-stage kidney disease; KRT, kidney replacement therapy.
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Conclusion
In sum, research shows there is a need for a universal practice of SDM for all people with advanced CKD and ESKD, 
since when practiced inconsistently, people on the lower end of various social axes, or structurally vulnerable, are at 
increased risk of developing ESKD and report receiving less frequent and lower quality SDM. Despite this evident need, 
there are limited objective data regarding the methods and measures of SDM broadly applicable for patients with 
advanced CKD and informed KRT selection. While the Checklist provides a pragmatic way forward, we expect 
additional vital questions and concerns to arise over the coming phases, especially regarding the differing need and 
efficacy of the SDM for patients with different sociodemographic and educational background. The future workforce will 
need to be cognizant of these concepts, and physician education may need to highlight the role of physicians in better 
understanding and providing culturally relevant care in a manner accessible to their patients.
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