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shared decision-making for children with life-limiting conditions: a
multiple case study
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ABSTRACT

Background

Families and professionals caring for children with life-limiting conditions face difficult healthcare
decisions. Shared decision-making is promoted in many countries, however little is known about
factors influencing these processes.

Aim
To explore the communication strategies used in shared decision-making for children with life-limiting
conditions.

Design

A longitudinal, qualitative, multiple-case study. Cases were centred around the child and
parent/carer(s). Most cases also included professionals or extended family members. Data from
interviews, observations and medical notes were re-storied for each case into a narrative case
summary. These were subject to comparative thematic analysis using NVivo11.

Setting/participants

Eleven cases recruited from three tertiary hospitals in England. 23 participants were interviewed (46
interviews). Cases were followed for up to 12 months between December 2015 and January 2017. 72
observations were conducted and the medical notes of 9 children reviewed.

Findings

Strategies present during shared decision-making were underpinned by moral work. Professionals
presented options they believed were in the child’s best interests, emphasising their preference.
Options were often presented in advance of being necessary to prevent harm, therefore professionals
permitted delay to treatment. Persuasion was utilised over time when professionals felt the treatment
was becoming more urgent and when families felt it would not promote the child’s psychosocial
wellbeing.

Conclusions

Communication strategies in shared decision-making are underpinned by moral work. Professionals
should be aware of the models of shared decision-making which include such communication
strategies. Open discussions regarding individuals’ moral reasoning may assist the process of shared
decision-making.

What is already known about this topic?

e Complex decisions may be required for children with life-limiting conditions, including
artificial nutrition, commencement or discontinuation of medications, long term ventilation,
and ceilings of care.

e Avariety of factors impact on decision making for this population, including factors specific to
the family, the decision under consideration and the relationships between families and
health care professionals within which the decisions are made.

e Shared decision-making is promoted within paediatric palliative care, yet numerous barriers
to its implementation exist.



What this paper adds.

e The study highlights that treatments are presented well in advance of when they are
considered essential by professionals and that they are communicated with a strong emphasis
on the professional’s preferred option

e Proposed treatments are often rejected by families initially and over an extended period of
time; persuasion is used within the process of shared decision-making.

e Individuals’ moral assessments of the child’s best interests underpin their use of these
strategies.

Implications for practice.
® Professionals should be aware of the models of shared decision-making which promote
persuasion as core attributes.

® Professionals should enable discussion of each individuals’ moral reasoning, including their
own, regarding decision making to better understand any disagreements and facilitate shared
decision-making.

Keywords: Child; Child, preschool; Adolescent; Decision-making; Qualitative research; Palliative care;
Longitudinal studies; Family



Introduction

Children with life-limiting and life-threatening conditions have fluctuating disease stages, transitioning
frequently between stable, unstable and deteriorating, prior to the dying stage®. Periods of instability
provoke difficult decisions, including tube-feeding, medication decisions, and withholding or
withdrawing life-sustaining treatment?.

The availability of multiple options presents moral dilemmas and the requirement for moral reasoning
in medical decision-making>. The necessity of parents’ moral work in relation to their child’s medical
care, defined as “attend[ing] to the issue of their appearance as moral persons, competent members
and adequate performers...in formulating their accounts, they accomplish the status of moral
adequacy” "%, has been recognised. Moral work is particularly necessary in uncertain decisions,
where an individual’s moral adequacy may be questioned®.

For decisions involving uncertainty, shared decision-making is promoted as the gold-standard in many
countries®. Yet the definition of shared decision-making, particularly within paediatrics, has been
elusive. A recent concept analysis defined paediatric shared decision-making as “active participation
of parents, children and health professionals in reaching a compromise via collaborative partnership,
with a common goal for child’s health”” P82, Research has identified that decision factors, relational
factors, perceived capability and willingness for engagement and time available for discussion,
influence the implementation of shared decision-making within paediatrics®. Furthermore,
disagreements can result from different moral perspectives regarding the child’s best interests® and
consideration of the wider family’s best interests'®. The power imbalance in the patient-professional
relationship adds further complexity!?, as do the legal limits regarding proxy decision-makers'?. The
courts become the ultimate arbitrator of the child’s best interests during unresolvable
disagreements!® 1314,

Shared decision-making has been viewed as requiring provision of value-neutral facts'®. More recently
bioethics literature has recognised persuasion, “a successful intentional effort at influencing another’s
mental state through communication in a circumstance in which the persuade has some measure of
freedom”*® P4 as an important part of shared decision-making. Persuasion can promote patient
involvement by encouraging consideration of the options!’ and increase autonomy, by raising
awareness of any unconscious biases working against patients’ overall values®. Despite this growing
recognition, such strategies are absent from the concept analysis of shared decision-making in
paediatrics’.

Aim

This was part of a broader study exploring decision-making for children with life-limiting conditions.
This article examines one aspect of the findings; the strategies used in shared decision-making.

Methods

Study design

This multiple case study?® was underpinned by social constructionism which aims to understand
peoples’ interpretation of their experiences, recognising that individuals interpret their experiences
differently 2° and that multiple conflicting interpretations of the same event exist 2. These various
interpretations were re-storied into case narratives, which facilitated a cross-case analysis. The study



utilised a generic qualitative approach, one which is “not guided by an explicit or established set of
philosophic assumptions in the form of one of the known qualitative methodologies” 2. This
approach enables focussed attention on the research question, rather than modifying it to fit a
particular methodology?:.

The study was conducted between December 2015 and January 2017. Data collection had to be
completed by January 2017 (to ensure that this doctoral study was completed within the time allowed
by the University), therefore the exact period of participation was dependent on recruitment date
(with a maximum of 12 months). The consolidated criteria for reporting qualitative studies (COREQ)
have been followed in reporting.

Setting
Participants were recruited from three tertiary hospitals in England.

Participants
Each case was centred around a child with a life-limiting condition in categories 2-4 (defined by ACT
and RCPCH %, Error! Reference source not found.) and their family.

Category 1 - Conditions for which curative treatment may be feasible but can fail
Category 2 - Conditions where premature death is inevitable
Category 3 - Progressive conditions without curative treatment options

Category 4 - Irreversible but non-progressive conditions causing severe disability, leading to
susceptibility to health.

Box 1: Categories of life-limiting and life-threatening conditions

Families were invited to nominate ‘significant others’ (lay or professional individuals) who they
considered important in their decision-making to also participate in interviews, as part of their case.
The actual boundary of each case was much broader than this, given the vast number of professionals
and individuals providing social support present at observations (Figure 1).

Interview participants:

Nominated significant Individuals present at
others (Health or social observations
care professionals;
Extended family)

Core
case:
Child and
Family

Figure 1: Case composition



The minimum requirements for a case to be included were that there was at least one interview with
the child and/or parent/carer(s) or more than one observation. Figure 2 displays eligibility criteria for
the interview participants.

—[ Inclusion criteria - Parent

eTheir child must be between 28 days and 18 years old

eTheir child must have a life-limiting condition within categories 2-4 (Box 1)

eTheir child must be under the care of a consultant at either of the three NHS Trusts
included in the study

eThe parent must be aware of the child’s diagnosis

eParticipants must speak English. This is both due to resource constraints and due
to the complex and sensitive topic which means that the use of interpreters would
not be feasible or appropriate.

~——

—[ Inclusion criteria - Child

eMust be between 28 days and 18 years old

eMust have a life-limiting condition within categories 2-4 (Box 1

eMust be under the care of a consultant at either of the three NHS Trusts included
in the study

*Child interview participants must be over the age of 7 years and cognitively able to
provide their own assent (or consent, if over 16 years old)

eParents must have provided consent for the child’s participation if they are under
16 years old

eInterview participants must speak English or be able to communicate in some way
using alternative or augmentative communication.

——

Inclusion criteria — Significant Others / Professionals W

J

eSignificant others must have been identified by the eligible child and/or parents as
being important in their decision making and future planning

eParticipants must speak English

eParticipants must be over the age of 7 years and provide their own assent
alongside parental consent (if under 16 years old) or provide consent if they are
over the age of 16 years (in the case of a friend or sibling being nominated as a
‘significant other’).

Inclusion criteria - Peripheral participants

. J

eAny individual present at observations who has input into decisions.

Exclusion criteria
eFamilies and significant others of children with Category 1 (Box 1) life-limiting
conditions.

eParticipants who do not meet the inclusion criteria.

Figure 2: Eligibility Criteria

Sampling

Purposive sampling was used to recruit cases (children with life-limiting conditions and their
parent/carer(s)) with experience of decision-making, from three hospitals. Significant others were
recruited through snowball sampling, where families nominated individuals who assisted them in
decision-making; this was theoretically driven by the research question, rather than
representativeness .



Recruitment

Clinical teams identified eligible families, to form the core of each case, and sent them an invitation
letter and Participant Information Sheets. Interested families returned a reply slip, consenting to
contact from the researcher.

Written informed consent was obtained from parent/carer(s) and where possible assent was obtained
from children. Nominated significant others were contacted by EP and sent study information via post
or email.

Professionals anticipated to be present at observations were emailed study information in advance
and provided written consent to be observed. When this was not possible, they were informed about
the research immediately prior to the observation and provided verbal consent, which was deemed
proportional to their participation?®.

Data collection

The study utilised semi-structured interviews, observations, and medical notes review. It included the
perspectives of children, parents, extended family, and professionals. All appointments or meetings
during which the child’s care would be discussed were observed, where possible, including outpatient
appointments, inpatient ward rounds and Team Around the Child meetings. Recruited families
provided details of scheduled appointments.

The number and frequency of observations varied from case to case, depending on the complexity of
the child’s clinical condition. An initial interview was undertaken with each interview participant and
a final interview served as the endpoint for each case. In some cases a third interview was conducted
part-way through the data collection period. A topic guide (Supplemental File 1) aided initial
interviews and included the individuals’ knowledge of the child and their condition, previous decisions
and outcomes, anticipated decisions and individuals involved in decision-making. Subsequent
interviews were guided by previous data collection. Regular contact with families identified additional
upcoming appointments.

Interviews were audio-recorded and observations documented using field-notes. Following
completion of all interviews and observations, the children’s medical records were accessed and
information relevant to decision making (for example, clinic letters or medical documentation
detailing considerations or discussions regarding treatment decisions) was anonymised and copied.

Data analysis

EP transcribed audio data verbatim. Detailed notes were made from field notes immediately after
observations. Narrative case summaries were compiled for each case in order to “make the case
comprehensible”” *1%* These were compiled from interview, observation and medical notes data,
using the three-dimensional approach (social, temporal and situational) discussed by Clandinin and
Connelly 2. Case summaries maintained the temporal nature of the data and the multiple perspectives
of informants, in a process of re-storying?. Thematic analysis of case summaries in NVivo11 facilitated
exploration of commonalities and differences across cases® (Figure 3).

Discussion between authors enabled themes to be interrogated and modified, enhancing
transparency and rigour. Reflexivity and attention to the specific contexts of data collection ensured
research credibility?.
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Narrative
Data from Narrative case
each case summaries summaries
analysed compiled for imported into
using each caseina NVivoll and
narrative process of re- thematic
analysis storying analysis
applied

\. J \. J

Figure 3: Process of analysis

Ethical considerations

NHS Research Ethics Committee (Nottingham 1 REC - 15/EM/0377) and governance approvals were
obtained. Detailed attention was given at each point of contact to participants’ willingness to
participate, in an ongoing process of consent3l. The multiple informants within a case required
detailed attention to confidentiality, ensuring that information was not shared between participants.
Child participants were informed of the researcher’s duty of care and requirement to share
information if they disclosed anything suggesting the risk of harm.

Findings
Eleven cases were recruited (Table 1). One family withdrew after one month and in one case, the
family elected to only take part in one interview. Table 1 outlines the data collected per case.

This article focuses on the strategies used and positions these within the context of shared decision-
making. It will discuss the (1) communication of choice and options, (2) persuasion, and (3) how moral
work underpins these strategies. Tube-feeding was the most frequently identified contentious
decision. The children in nine of the cases were tube-fed and in six cases, this decision resulted in
disagreement. A cross-case analysis of disagreement relating to tube-feeding is used to illustrate the
findings.



Case | Child’'s Child’s Interview participants - | Total number | Number of | Notes
Pseudonym | Characteristics Pseudonyms (Role, number of | of interviews | Observations Review
interviews)
1 Daisy 2yr Female, Category | Catherine & Steve (Mum & Dad, | 3 5 v
2¥ 1)
Catherine (Mum, 2)
2 Maisie lyr Female, Category | Fiona (Mum, 3) 7 12 v
3¥ Dr Price (Paediatrician, 2)
Dr Chase (Cardiologist, 2)
3 Grace 10yr Female, Category | Kay (Mum, 3) 7 4 v
q¥ Dr Price (Paediatrician, 2)
Alice (School nurse, 2)
4 Michael 10yr Male, Category 3¥ | Kate (Mum, 3) 7 5 v
Michael (3)
Gail (Family Support Worker, 1)
5 Elena 10yr Female, Category | Pauline (Mum, 3) 4 7 v
3* Joanna (Physiotherapist, 1)
6 Omar 4yr Male, Category 4¥ Nadia (Mum, 3) 4 9 v
Hafisa (Omar’s Cousin, 1)
7 Hassan 1yr Male, Category 4¥ Salma (Mum, 2) 2 11 v
8 Christopher 12yr Male, Category 4¥ | Susan (Mum, 3) 5 8 v
Dr Brett (Paediatrician, 2)
9 Charlotte 14yr Female, Category | Charlotte and Rachel (Mum, 3) 6 8 v
2¥ Jamie (Dad, 2)
Jessica (Specialist Nurse, 1)
10 Ella 13yr Female, Category | N/A* 0 3 N/A*
4¥
11 Evie 4yr Female, Category | Anthony & Ruth (Dad & Mum, 1) |1 N/A** N/A**
4¥

*Ella’s family withdrew after 3 observations, before an initial interview could be arranged and before the medical notes would have been accessed. **Evie’s family felt that that they already
had a myriad of professionals involved and did not wish to add another person into their life, and expressed that they felt that it would not be useful for me to follow them for observations.
Her parents were keen to, and consented to, participate in one interview. ¥ Categories refer to ACT & RCPCH Categories of life-limiting and life-threatening conditions (Error! Reference
source not found.)?*:

Table 1: Case characteristics and participants



Communication of choice and options

For many decisions, treatments were initially presented by professionals as possibilities for the future,
providing some choice for families regarding the treatment and its timing. These discussions signalled
the professional’s preferred option, emphasising how it was in the child’s best interests. However,
professionals tended to present the treatment early, before they believed it was a clinical priority and
were happy to acquiesce to families’ desire to refuse or delay:

I would have preferred Grace to have had a gastrostomy when she was two...and my
feeling was that it was better for her to have a gastrostomy than not but it wasn’t
dangerous for her not to have one...I was prepared to compromise and whilst care was
good enough...I was a bit worried that maybe some of the chesty episodes were related
to feeding but that wasn’t definitely so and I didn’t feel | had enough grounds to push
my case against Mum’s strong, strong conviction...So, you compromise until you can’t
compromise anymore because you’ve got to a position where clearly the child is being
put at risk [Dr Price, Grace’s Paediatrician].

Professionals were aware of the unique issues surrounding tube-feeding and their impact on families’
ability to make this decision.

| think feeding is an interesting one because gastrostomies in particular, parents want to
feed, it’s the one thing they can do often, or they think they can and so they spend a lot
of time trying to safely feed their babies and when you offer them a gastrostomy they
don’t want it, but then when you put it in, you know their lives are transformed and it’s
really difficult because we know that that’s likely to be transformative, but for them it’s
taking away something that they do as parents and that’s really difficult, so you know
there is quite a lot of negotiation and | think convincing in that situation. (Dr Brett,
Christopher’s Paediatrician)

These challenges appeared to be partially responsible for early initiation of discussions around tube-
feeding, temporarily accepting the family’s decision against it and ensuring ongoing conversations
aimed at persuasion.

Persuasion
Persuasion incorporated a range of strategies which, during periods of relative stability, involved
simple repetition of information over an extended time period:

Every meeting...Dr Price would pressure me, Alice (School Nurse) would pressure me, the
SALT team would pressure me, they would come to my house and they bring the doll and
they show me the right throat and the wrong throat. [Kay, Grace’s Mother]

Often this continual repetition was perceived as pressure, yet families did not concede. Families
similarly used this type of persuasion, repeating their own personal heuristics during persuasive
endeavours, predominantly appealing to the child’s wishes, psychosocial wellbeing and normalisation:

So the hospital were pushing requirement for...and their recommendation for a feeding
tube for quite a long time. We knew that that, we felt highly uncomfortable with it for a
whole bunch of reasons: we know Charlotte, we know how she would react. We’d been
trying to get her to eat and motivate her around eating. We were highly reluctant to



concede to her having a feeding tube and you know we pushed back really hard on that
for quite a long time. [Jamie, Charlotte’s Father]

In contrast to families, professionals prioritised the child’s physical health during their persuasive
endeavours:

You have been trying very hard to keep up Michael’s nutrition without him having a tube
feed, however...he has not made any significant weight gain in the past 9 months...and is
now below the 0.4"™ centile in both height and weight. | am concerned that this
malnutrition will impact on Michael’s health in the long run. | know that Michael doesn’t
want to consider having a gastrostomy, but it is in my view in his best interests to have
one now. (Clinic letter from Dr Price to Michael’s Mother).

Dr Price’s explicit reference to Michael’s best interests signalled her increasing concern regarding
Michael’s health and the reasons behind her persuasive endeavours.

One case identified persuasion in relation to tube-feeding from the family to professionals.
Hassan was being gastrostomy fed but was continually vomiting and therefore not thriving. His
mother positioned herself as the persuader for jejunostomy placement and fundoplication:

| was like “come on, he keeps vomiting, what is holding you back?” “Well there’ll be
extensive scar tissue from his duodenal atresia”. | was like “but he’s not thriving, he’s
not growing, why don’t you just give him the Nissens [fundoplication]?” there was a
lot “OK let’s see, let’s see if he vomits, let’s change his milks”. | said “my son is going
through so much, you’re going to give him [the surgery]” (Salma, Hassan’s Mother)

Reference to the medical notes identified that, as in Salma’s account, the doctors preferred a
‘wait and see’ approach, but eventually agreed that the surgery would be beneficial.

In all situations, persuasion was based on each individual’s knowledge of the child and their
assessment of their best interests, signalling to the moral work they were undertaking in decision-
making.

Increased persuasion and pressure

During protracted disagreements, persuasion included discussion of the limits to parental decisional
responsibility when professionals felt that the child’s health was being put at risk. In one case,
inference to the limits of parental decisional responsibility was made in advance of this level of
concern:

Dr Price did say she’d go on our gut instinct and monitor it, but if she felt it was the time
then she would take the appropriate actions, so we did get told she would probably go
over our heads. [Pauline, Elena’s Mother]

By the end of the study, tube-feeding had been initiated in five of the six cases where it had previously
been a source of disagreement. This was a difficult decision for families due to the social implications
and desire for normalisation. In three cases explicit or implicit reference to the possibility of escalation
to the courts had been made (in one, tube-feeding was still being resisted at the end of the study).
Families understood the implicit references to court escalation. Two families found this



confrontational, but one believed the professional was trying to achieve what they considered was
right for their child, signalling some understanding of the moral work undertaken by professionals.

Moral work underpinning these strategies

Professional perception of the child’s best interests influenced how they communicated the options
and used persuasion. Professionals described this not in terms of coercion, but rather a duty to support
families in arriving at the decision they considered was in the child’s best interests. This enabled them
to maintain their moral identities, using persuasion to achieve family agreement:

I have a duty to do that and of course | want to. But on the other hand I've got a mummy
who isn’t seeing what I’'m seeing and has a different view. So, what | need to help her to
see what I’m seeing and help her to understand why I’'m saying what I’m saying. | need
to help her to hear what I’'m saying and | need to help her to believe what I’m saying and
| need her to then agree with me or come on the same, come on my path (Dr Price,
Grace’s Paediatrician)

Families also described a duty to protect their child’s best interests by trying to persuade
professionals of their perspective and demonstrate their determination to defend what they believed
was best for their child:

I’m not against it, | don’t know why people, I’'m against it because he’s against it...I'm
defending something what | know he’s so against at the minute and at the end of the day
if it comes down to quality of life and him not being so upset, then that’s happening. (Kate,
Michael’s Mother)

The use of these strategies was underpinned by the individual’s moral assessment of the child’s best
interests and their justifications aimed to demonstrate their moral adequacy as decision-makers for
the child.

Although it appears that professionals and families were at odds with one another, five out of the six
cases which experienced disagreement about tube-feeding, eventually reached a shared-decision to
commence tube-feeding by the end of the study.

Discussion

This study highlights the strategies used in shared decision-making for children with life-limiting
conditions. Professionals presented options they believed were in the child’s best interests, strongly
emphasising their preference and persuasion aimed to resolve disagreements. Each individuals’ moral
assessment of the child’s best interests underpinned their use of these strategies. This analysis helps
illuminate how shared decision-making occurs within this complex relational context.

Professionals in this study primarily initiated discussions regarding treatment options. When they
deemed one option superior to any other, they communicated the options to portray their preference
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more positively, or sometimes as the only option. Previous research in the paediatric and neonatal

3537 intensive care unit has identified similar communication strategies, influenced by personal factors
specific to the professional. Professionals in this study articulated a moral duty to communicate
options in a way which facilitated parental agreement when they believed one option was clearly
superior. Nevertheless, they allowed decisions that, although not best, were not harmful, alluding to

the zone of parental discretion®.



Our data suggest that in many cases there is some degree of equipoise; even when professionals felt
the child was at some risk of harm, families’ desire to delay the decision was tolerated. Despite
allowing families to delay, professionals used persuasion when they felt treatment was in the child’s
best interests. The bioethics literature suggests a professional obligation to try to persuade patients
to accept their advice ¥ 3%%1; this appeared to be keenly felt by professionals in this study. Persuasion
has been identified in studies investigating shared decision-making in paediatric chronic illness > %3,
yet the underlying moral work has not been identified. Our data demonstrated how individuals’ moral
viewpoints compelled them to present the options in a certain way or engage in persuasion.

As professionals became more concerned regarding harm, they inferred the possibility of escalation
to court, which was underpinned by a moral concern for the child’s best interests. Reference to court
escalation as a means of persuasion has been identified in end-of-life decisions in paediatric intensive
care®®. However, little evidence exists regarding discussion of court escalation as persuasion in
decisions for non-life-sustaining treatments. This threat of court escalation demonstrates the
underlying power-imbalance in the family-professional relationship. This power-imbalance enables
professionals to communicate choice in a way which biases their preferred option and use persuasion
during disagreements.

Our findings suggest that shared decision-making, when described as involving a neutral presentation
of the treatment options, does not occur. Nevertheless it was observed that decisions were shared.
Previous research suggests that professionals believe they achieve shared decision-making even when

4,46 3nd that this is acceptable to parents?. Our data, in conjunction with this

using persuasion
literature, suggests that paediatric shared decision-making occurs via a “professionally driven best
interest compromise model”* *8°  which involves strategic framing of the decision, whilst involving
the patient and surrogates in decision-making. A greater awareness of this model within paediatrics
would be valuable for clinicians to aid them in their communication with families and in their attempts

to share decisions.

Moral pluralism can result in disagreements*® in decision-making. Individuals’ moral work compelled
them to employ persuasion to ensure treatment progressed in accordance with their varying
assessments of the child’s best interests. Candid communication of moral reasoning can facilitate
consensus, or identify the reasons for persisting disagreement, helping identify and resolve tensions*.
A framework for such discussions within paediatric decision-making ° recognises that what is right in
each situation can only be understood through discussion of the relationships within which they occur.
Undertaking these conversations may also assist in the process of shared decision-making, yet this
requires further research.

Strengths and weaknesses of the study

The longitudinal design, multiple methods used, and perspectives elicited, increase the credibility of
this research and facilitated an understanding of the complex context of shared decision-making. The
exclusion of non-English speaking families represents a limitation. The maternal voice was dominant;
therefore the strategies used in shared decision-making by fathers and children may be under-
represented.

What the study adds
This study highlighted the strategies utilised within shared decision-making and demonstrated how
moral work implicitly guides their use. Professionals should be aware of the models of shared decision-



making within which strategic action aimed at persuasion, alongside family involvement in decision-
making, is promoted. Discussing the moral reasoning underpinning individuals’ preferences may
facilitate bridging between these perspectives and prevent protracted disagreements.

Conclusion

This study demonstrates how professionals use communication and persuasion to promote their
preferred treatment option within shared decision-making for children with life-limiting conditions.
This is based on their moral assessment of the child’s best interests. Disagreements occurred when
differing moral viewpoints existed, resulting in persuasion. Persuasion was a core component of
shared decision-making observed in this study, yet is not widely accepted in the literature.
Professionals should be assured that persuasion is morally acceptable and commensurate with certain
models of shared decision-making. Open discussions regarding the moral reasoning behind
individuals’ decision-making may better facilitate shared decision-making. However, frameworks to
assist with such discussions require further research.
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