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ABSTRACT

Introduction: Perceptions and experiences of shared decision-making between patients and physicians in multiple myeloma
(MM) care are not fully understood. A survey study was conducted to explore these perspectives in Spain.

Methods: Two anonymous online surveys, one for haematologists and one for MM patients, were developed. Both included re-
lated questions on treatment goals, treatment options discussion and the decision-making process.

Results: In total, 72 haematologists and 76 MM patients completed the survey, including 23 in first-line treatment, 37 in second-
line or later and 16 with no or unknown treatment line. The most common treatment goal for patients (67%) and haematologists
(90%) was to prolong survival with a good quality of life. Becoming symptom-free was the second most important treatment goal
for patients and haematologists, followed by extending survival over quality of life for patients and quality of life over survival for
haematologists. Both groups agreed that minimising hospital visits was the least important treatment goal. While 92% of haema-
tologists reported discussing treatment goals with their patients, 17% of patients reported having this discussion. Discordances
between haematologists and patients emerged in perceptions of who made the final treatment decision.

Conclusion: While general agreement between patients and haematologists on extending survival with good quality of life was
found for the main treatment goal, a need to align second treatment goals and improve the shared decision-making was identi-
fied. Addressing these differences is important to ensure the selection of the most appropriate treatment for the individual patient
at each stage of their journey.

1 | Introduction year [3], comparable to rates seen in Australia and New Zealand

(4.86 cases per 100000 individuals), and North America (4.74

Multiple myeloma (MM) is a heterogeneous malignancy of
monoclonal plasma cells, estimated to globally account for 1% of
all cancers [1], and approximately 14% of all haematologic malig-
nancies [2]. Between 2010 and 2016, age-adjusted MM incidence
in Spain was found to be 4.09 cases per 100000 individuals per

cases per 100000 individuals) [2].

Over this period, MM survival rates in Spain improved
steadily [3], particularly among patients under 70years, re-
flecting significant therapeutic progress achieved over the

Abbreviations: AEAL, Spanish association of patients with Lymphoma, Myeloma and Leukaemia; LOT, line of treatment; MM, multiple myeloma; QoL, quality of
life; RRMM, relapsed/refractory multiple myeloma; SD, standard deviation; SDM, shared decision-making; SEHH, Spanish Society of Haematology and

Haemotherapy.
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past two decades [4]. Nevertheless, MM remains incurable,
and most patients will eventually experience one or more re-
lapses throughout their disease course [5], requiring multiple
lines of therapy [6]. At relapse, treatment selection becomes
complex, as no standard of care is established [7] and it re-
quires careful consideration of various patient-, disease- and
treatment-related factors, including patient fitness, relapse
aggressiveness and prior treatments’ effectiveness and toxic-
ities [5].

Additionally, about 40% of the MM patient population does
not meet the eligibility criteria of the clinical trials of specific
treatments [8, 9], limiting the generalisability of trial results to
these patient groups. Therefore additional factors such as effects
on quality of life (QoL) or treatment convenience should be in-
cluded in the discussion beyond assessing efficacy and safety [8].
In this context, shared decision-making (SDM) [10] is essential
to ensure that all the prior factors are considered in light of the
individual patients’ preferences, values, and priorities. In this
regard, relatively little is known about patients’ preferences in
terms of myeloma treatments, and even less about the preferred
dynamics when decisions on patients’ care need to be made. In
the US, disparities have been observed in the perceptions and
communication between physicians and patients, highlighting
potential gaps that could benefit from the implementation of tar-
geted communication tools and strategies aimed at enhancing
dialogue [11].

Given the complexities inherent in this haematologic malig-
nancy, understanding communication challenges between
haematologists and patients is crucial for optimising treatment
outcomes, and subsequently, patient satisfaction. This survey
study aimed at exploring the patient and physician perspectives
on treatment goals, available options and decision-making in-
teractions to better understand how treatment decisions are
reached in real-world myeloma care in Spain.

2 | Methods
2.1 | Study Design

This is a non-interventional cross-sectional analysis of anony-
mous survey data gathered to better understand the decision-
making process for MM treatment in the real-world setting in
Spain, with a focus on relapsing/refractory patients.

The study complied with Good Clinical Practice guidelines, the
Declaration of Helsinki (1964, and amendments), and applicable
local regulations.

2.2 | Survey Design and Administration

Data was collected between September 2024 and January 2025
through two anonymous online self-administered surveys,
one tailored to the physicians and another to the patients.
Prior to that, a scientific committee composed of two haema-
tologists and two patients’ representatives was set up to de-
sign and validate the questions included in both surveys. This
resulted in 33 and 31 questions included in the physicians'

and patients' surveys, respectively, with an expected average
completion time of 20 min. The physician and patient surveys
included questions aimed at enabling analysis of both perspec-
tives and experiences across a range of aspects. This included
treatment goals, decision-making process, communication
approach and treatment information (please see Supporting
Information, Section A, B, C and D for further detail on sur-
vey content and additional collected information). All survey
questions were designated mandatory, requiring a response
before the respondent was able to answer the next question or
submit their completed survey.

The surveys were administered via EUSurvey (https://ec.eu-
ropa.eu/eusurvey), an online platform aimed at creating and
publishing forms available to the survey participants. EUSurvey
allowed respondents to conveniently stop their incomplete sur-
vey and resume from where they left it off, and/or to edit their al-
ready submitted surveys, as needed. EUSurvey also guaranteed
their privacy by allowing respondents to answer anonymously
while blocking researchers from accessing the contact details of
respondents.

2.3 | Survey Participants

Specialised physicians (haematologists) were invited to partic-
ipate in the study by the Spanish Society of Haematology and
Haemotherapy (Sociedad espafiola de hematologia y hemotera-
pia; SEHH), which reached out to the 3500 registered members
(as of April 2024 [12]). Eligible haematologists were multiple
myeloma specialists who treat at least eight multiple myeloma
patients per year.

Patients were invited to participate in the study by the Spanish
Association of patients with Lymphoma, Myeloma, and
Leukaemia, (Asociacion Espafiola de Afectados por Linfoma,
Mieloma, y Leucemia; AEAL), which approached its 3251 MM
members. Eligible patients were active or symptomatic MM pa-
tients, and at least 18years old at the time of the invitation to
participate in the survey.

2.4 | Statistical Methods

This was a descriptive study with no prespecified hypothe-
ses; thus, formal sample size calculations were not performed.
Cochran's [13] modified formula for finite populations was used
to calculate the minimum sample size of patients and physicians
needed to estimate a statistic with a 90% confidence level and
an acceptable 10% margin of error. To this end we used the esti-
mated 2020 prevalence of 16307 MM patients [14] and the 2017
EUROSTAT [15] rate of 5.17 haematologists per 100000 popula-
tion (total of 2853 haematologists) as the size of both populations
in Spain. In both instances, each sample size needed to be a min-
imum of 68 to accurately reflect the entire population and derive
insights for the study.

Statistical analysis began at the end of the survey period (January
2025). Continuous variables were described by mean, standard
deviation (SD), median, first and third quartiles. Categorical
variables were described by proportion and frequency in each
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category. Due to the overrepresentation of patients from the
Community of Madrid, a subgroup analysis was carried out
excluding this population to test the robustness of the results.
Microsoft Office Excel was used for the statistical analysis of the
survey data.

3 | Results
3.1 | Respondent Characteristics

A total of 72 haematologists across Spain completed the self-
administered anonymous survey. Their demographic character-
istics are summarised in Table S1. They had on average 20years
of clinical experience, and 83% treated other pathologies besides
MM. Participating haematologists were well distributed within
the country, with a higher proportion of respondents in the
Community of Madrid (n=12; 17%), Castilla and Leén (n=11;
15%) and Andalucia (n=9; 13%). Furthermore, 22 (31%) physi-
cians reported treating MM patients from other regions (data
not shown). According to the participating haematologists, the
average relative frequency of patients under their care in their
1st, 2nd, 3rd and 4th or later line of treatment (LOT) was 35%,
25%, 15% and 10%, respectively (these percentages are mean es-
timates and may not total 100%).

Similarly, 76 MM patients completed the survey. Overall, self-
reported mean (SD) age of the patients was 66.7 [10] years, 62%
were female, and 36% completed a bachelor's degree as their
highest level of education (Table S2). One quarter of patients
were diagnosed with MM 1 to 2years before their survey par-
ticipation, 27% were diagnosed 3 to 5years prior and 21% had
a diagnosis more than 5years prior. Almost half (48.6%) of the
patient participants had relapsed and/or refractory disease, with
29%, 14% and 5% of them reporting to be in their 2nd, 3rd and
4th or after LOT, respectively. Community of Madrid was the
most represented Autonomous Community within the patient
population, with approximately 44% of patients residing and
being treated there (data not shown).

3.2 | Treatment Goals

Patients and physicians were asked to rank treatment goals by
order of importance, with a specific focus on the perspectives of
physicians on relapsed/refractory patients and of the relapsed/
refractory patients themselves. Most patients (67%; n = 51) identi-
fied ‘Living as long as possible with a good quality of life’ as their
top treatment goal (Figure S1). This preference remained con-
sistent across different lines of treatment, with 65% of patients
(n=15 out of 23 patients) in the 1st LOT, 77% (n=17 out of 22
patients) in the 2nd LOT (1st relapse/refractory event) and 67%
(n=10 out of 15 patients) in the 3rd LOT or after (2nd relapse/
refractory event and subsequent) selecting it as their primary
therapeutic goal (data not shown). Similarly, approximately 90%
of physicians also chose it as the most important treatment goal
for their relapsing patients, regardless of the LOT (Figure 1).

For the second most important treatment goal, 41% (n=9 out of
22) of patients in their first relapse/refractory event prioritised
‘Not having disease symptoms for as long as possible’, followed

closely by 36% (n=8 out of 22) who selected ‘Living as long as
possible, even if it means with a decreased quality of life’. A
similar pattern was observed among patients after a second re-
lapse/refractory event, though with slight variations in propor-
tions (Figure 2). Aligned with this, 36% (n =26 out of 72) of the
haematologists also ranked ‘Not having disease symptoms for
as long as possible’ as the second most important goal for their
patients at first relapse/refractory event. In contrast, one quarter
(n=18 out of 72) of haematologists ranked ‘Having a good qual-
ity of life, even if it means living a shorter time’ as the second
most important treatment goal in patients at first relapse/refrac-
tory event. This was also selected as the second most important
goal by 35% of haematologists (n =25 out of 72) when treating
patients at second and later relapse/refractory event, before ‘Not
having disease symptoms for as long as possible’ (selected by
29% of haematologists, n =21 out of 72) (Figure 2).

The least important treatment goal selected by 57% of all par-
ticipating patients (n =43 out of 76) was ‘Going to the hospital
as little as possible’. This was consistent among relapsed and/or
refractory patients in their 2nd and 3rd (or after) LOT (Figure 3),
with 64% and 53% of patients sharing this view, respectively.
Similarly, 53% and 49% of haematologists considered ‘Going to
the hospital as little as possible’ the least important treatment
goal for their patients during the 1st relapse/refractory event
(2nd LOT) and 2nd or later relapses/refractory events (3rd LOT
or after), respectively (Figure 3).

After excluding from the analysis those patients residing in
the Community of Madrid, the results remained consistent
(Figure S2); the remaining patients ranked the treatment goals
in the same order of importance and with similar proportions.

3.3 | Treatment Options Presented

Regarding the number of treatment options, almost all (99%)
haematologists reported offering multiple therapeutic choices to
their MM patients (Figure S3), although 59% of them restricted
these options to those deemed to be more adequate for their
patients (data not shown). Among the participating haematolo-
gists, 55 (76%) stated all treatment options were explained in de-
tail and in a similar manner, while 16 (22%) indicated that they
provided a more detailed explanation for one treatment over the
others (data not shown). In contrast, 83% of patients reported
being presented with only one treatment option by their phy-
sician (Figure S3), and 65% stated that their physician did not
provide a detailed explanation of any available treatments.

Of the 86% of haematologists who reported that their patients
inquired about specific treatments, 14% were highly willing to
consider patients’ suggestions; 74% were willing; 11% were some-
what willing, with none reporting being unwilling. However,
only a small number of patients (n=11) reported asking about
specific treatments, limiting further analysis on the patients’
experience.

Regarding clinical trials, 93% of haematologists stated that they
offered participation in clinical trials to patients they considered
eligible. In contrast, 84% of patients reported not being offered
the opportunity to participate in a clinical trial.
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a. Patients in their first relapse
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b. Patients in their second and subsequent relapses
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First most important multiple myeloma treatment goal identified by patients (1st relapse/refractory event [n=22], 2nd and subse-

quent relapses/refractory events [n =15]) and haematologists (n=72). (a) for patients in their 1st relapse/refractory event and (b) for patients in their

2nd and subsequent relapses/refractory events.

3.4 | Treatment Decision Dynamics and Patient
Satisfaction

Sixty-six (92%) participating haematologists reported discussing
the treatment goal with their patients and among these, 91% of
haematologists reported having this conversation prior to treat-
ment selection. Conversely, only 13 (17%) patients reported en-
gaging in this conversation with their haematologist, and among
these 69% of patients reported discussing the treatment goal
prior to making their treatment decision.

In terms of patient involvement in treatment decisions, 75% of
haematologists considered female patients to be involved, with
15% stating they were highly involved. Male patients were per-
ceived as involved by 61% and highly involved by 4% of haema-
tologists (Figure 4). Similarly, 42% and 58% of haematologists
reported that patients with high education levels were involved
and highly involved, respectively. In contrast, patients with
lower education levels were viewed as involved (10%) or little
involved (69%) by haematologists (Figure 4).

When asked about the treatment selection discussions, 99% of
haematologists stated ‘The physician makes sure that the pa-
tient understands all the information regarding his/her treat-
ment options’, followed by 50 (69%) and 42 (58%) haematologists
additionally stating that ‘The physician encourages the patient
to participate in the treatment selection’, and ‘The physician ex-
plains that the patient can choose to do nothing or to discard
any selected treatment’, respectively (Figure 5). In contrast, 55%
of patients reported that none of these were the usual output
of the treatment selection discussion with their haematologist
(Figure 5).

Most (85%) haematologists reported making the final treatment
decision collaboratively with their patient, yet 65% of patients be-
lieved this decision was made solely by the physician (Figure 6).
Nevertheless, most patients (80%) were satisfied with the final
decision-making process (data not shown). Among the 20%
(n=15) who were dissatisfied, 87% expressed that they would
have preferred shared decision-making for the final selection of
their treatment (Figure S4).
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a. Patients in their first relapse
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b. Patients in their second and subsequent relapses
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FIGURE2 | Second mostimportant multiple myeloma treatment goal identified by patients (1st relapse/refractory event [n=22], 2nd and subse-
quent relapses/refractory events [n =15]) and haematologists (n=72). (a) for patients in their 1st relapse/refractory event and (b) for patients in their

2nd and subsequent relapses/refractory events.

When the decision of the final treatment was taken patients felt
mainly worried (65% of patients), confident (33%) and hopeful
(31%), and aligned with this 72% of haematologists perceived
their patients felt as well worried, and 63% perceived them as
fearful (Figure S5).

3.5 | Information: Availability, Sources
and Patients’ Comprehension

First-line patients MM patients were considered by haematolo-
gists to be poorly informed (38%) or not informed at all (35%),
with only 28% of haematologists reporting very well-informed
patients. In relapsed/refractory patients, the majority (56%)
of haematologists considered them to be very well informed.
However, patients’ perceptions were that they felt poorly in-
formed (35% in first LOT; 61% in relapsed/refractory patients).
Around 25% of both 1st LOT and RRMM patients felt they were
not informed at all about MM. The percentage of patients who

felt very well informed dropped from 39% in the first LOT to 14%
in RRMM.

Regarding information-seeking behaviour, 24% of patients re-
ported actively looking for MM-related information, contrasting
with 72% of physicians who believed their patients sought infor-
mation. Among patients, the most common sources were patient
associations (88%) and the internet (72%). Physicians, on the
other hand, identified the internet (69%) and direct discussions
with their physician (63%) as the primary sources of patient in-
formation. However, 85% of patients reported not receiving ad-
ditional MM-related information from their physician, though
93% expressed a desire to receive it. In contrast, 57% of physi-
cians stated that they do provide additional information.

In terms of treatment information comprehension, 89% of phy-
sicians considered it ‘difficult’ for patients to understand. This
perception was confirmed by 54% of patients reporting it was
‘difficult’ for them, and ‘extremely difficult’ for 24% of patients.
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a. Patients in their first relapse
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FIGURE 3 | Least important multiple myeloma treatment goal identified by patients (1st relapse/refractory event [n=22], 2nd and subsequent

relapses/refractory events [n=15]) and haematologists (n=72). (a) for patients in their 1st relapse/refractory event and (b) for patients in their 2nd

and subsequent relapses/refractory events.

3.6 | Treatments Access and Equality

Nearly all participating haematologists (96%) reported that their
hospital had access to all publicly funded MM treatments, al-
though 30% noted that additional restrictions were imposed by
their hospital or region (data not shown). In contrast, most pa-
tients (68%) were unsure whether their hospital had access to all
publicly funded MM treatments, and 24% believed their hospital
lacked some of them (data not shown).

Similarly, most haematologists (93%) indicated that MM was
treated differently across hospitals in Spain, and this perception
was shared by 56% of patients. The remaining 44% of patients
were uncertain about this.

4 | Discussion

This study investigated, from a physician and patient perspec-
tive, the goals, access to information, and decision dynamics in

the treatment selection for multiple myeloma in Spain. Despite
the incremental transition to a healthcare model in which the
patient is taking the centre stage, little attention has been paid to
the experiences of patients and physicians when making shared
decisions, particularly in the multiple myeloma setting. In this
sense, this is, to our knowledge, the first study exploring MM
treatment decision-making from the point of view of both the
haematologists and the patients’ population (including both
first-line treatment and relapsing/refractory patients) in Spain.

A key finding of this study is the notable discordance in the pa-
tients and physicians' self-reported engagement in therapy intent
discussions. While 92% of the physicians reported discussing
MM treatment goals with their patients, only 17% of patients re-
ported having these discussions with their healthcare provider.
Similarly, nearly all haematologists reported offering multiple
therapeutic choices to their MM patients, yet 83% MM patients
reported being presented with only one option. Discrepancies
between patients and physicians' recall of critical communica-
tions are not new [16-18], and previous studies have identified
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matologists (n=72).

that, among others, the total amount of items discussed and low
patient engagement due to the verbal dominance of the con-
versation by the physician are good predictors of patients’ poor
recall [16, 19]. The misalignment observed in communication
perceptions highlighted an urgent need for structured strategies
to foster more effective communication [18, 20]. Efforts should
move beyond merely providing information, and towards estab-
lishing a mutual understanding of preferences. Implementing

standardised communication frameworks or decision aids, such
as structured conversation guides, visual treatment summaries,
or digital tools that may help patients articulate their priorities,
could facilitate more meaningful discussions [21, 22].

Additional findings confirmed that, as expected, patients and
physicians were well aligned at individually identifying ex-
tended survival with a good quality of life as the primary
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treatment goal, regardless of LOT. These treatment goals align
with findings from three multinational studies, which similarly
highlighted extending survival as the highest priority or most
influential treatment feature in MM patients’ treatment selec-
tion [23-25]. The same treatment attribute was highlighted as
critical in chronic lymphocytic leukaemia [26], a closely related
B-cell cancer. Additionally, a previous survey study reported
that MM patients voiced efficacy (overall survival) and mini-
misation of potential side effects as critical treatment goals [11].
Patients in our study consistently prioritised being symptom-
free as their second most important therapeutic goal, though
a proportion of patients valued prolonging survival even at the
expense of reduced quality of life. Similarly, many haematolo-
gists placed greater value in their first relapse/refractory event
on patients being symptom-free as the second most important
treatment aim. In contrast, for patients in their second or later
relapse/refractory event, physicians favoured the patient having
a good quality of life over extending survival. Previous studies
had reported misalignments between patients and their hae-
matologists when identifying what is most valuable to the MM
patient. Divergence in these considerations can significantly
influence the clinical orientation of a care episode eventually
affecting the patient's treatment experience and outcome [27].
It underscores the essential need to regularly revisit and align
treatment goals, particularly during relapse when patients' pri-
orities often require reassessment [27].

Notably, this study marks the first time MM patients have con-
sistently ranked treatment convenience related to hospital vis-
its as the least important consideration, both in the first line
of treatment and in the relapsing settings. Prior literature re-
vealed that newly diagnosed MM patients valued more conve-
nient modes of administration compared to relapsing patients
[28]. Regimens that minimised hospital visits (e.g., all-orals vs.
injectables) were generally associated with increased treatment
convenience satisfaction [29]. Our patient population may bene-
fit from in-person interactions and a network of regional clinical

sites offering specialised treatments in the public healthcare set-
ting, as outlined in the Cancer Strategy of the Spanish National
Health System [30].

Nearly all participating haematologists stated that their hos-
pital had access to all publicly funded treatments, yet they re-
ported that MM treatment faced disparities across hospitals in
Spain due to additional hospital/regional restrictions. Limited
patients’ awareness of hospital access to all funded treatments
underscores an information gap that should be addressed.

Furthermore, this study highlighted discrepancies between
patients and physicians in making the final decision for the
treatment selection; while 85% of haematologists reported a
collaborative process, 65% of patients felt the decision was uni-
laterally taken by their healthcare provider. This mismatch
highlighted two conflicting perceptions; physicians considered
themselves inclusive whereas patients felt consistently excluded
from the decision process. Dissatisfied patients expressed their
wish to feel empowered and co-responsible for the management
of their myeloma through SDM. Nevertheless, most patients
(80%) expressed satisfaction with the final decision-making pro-
cess, suggesting that, in terms of the final treatment selection,
they were in agreement with or trusted their haematologist tak-
ing the final decision.

Limitations to this study, descriptive in nature, include the
generalisability of the results as the surveyed patients and hae-
matologists were contacted through two patient and haematol-
ogist associations in Spain, and may systematically differ from
those who were not approached and from those who chose not
to respond [11]. Both patient and haematologist samples pres-
ent varying demographics, healthcare settings and treatment
practices across regions and institutions and may not accurately
represent the views of the entire MM patient and haematologist
populations in Spain, conflicting with the generalisability of the
present results. Having said so, it is important to mention that
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this online administered survey was answered by 73% of pa-
tients aged 60years and over, including 37% who were 70years
and more. This boosts our confidence that the study results may
not be affected by the digital divide potentially associated with
an online survey and that they closely reflect the perceptions
of this typically aged population. Inherently to all survey data,
self-reported data from patients and physicians may have intro-
duced both recall bias and/or social desirability bias, as both
populations may have forgotten important aspects of the treat-
ment decision-making process and may have provided more
acceptable answers associated with their patient/clinician role.
Another limitation is that, by design, responding patients were
not necessarily under the care of participating haematologists.
However, we do not expect a differential account of the patients’
and haematologists’ experiences and perceptions because of
this aspect, as similar frequencies in important characteristics
(e.g., frequencies of patients by LOT, type of healthcare system)
were reported by both patients and haematologists. Regarding
geographic distribution, patients resided (and were treated) in
a greater proportion in the Community of Madrid, compared to
haematologists who were more evenly distributed across Spain,
potentially overrepresenting the experiences of this specific re-
gion. The study design could not discern between relapsed or
refractory patients, and only information on their line of treat-
ment was collected. Finally, no standardised tool to assess the
decision-making process was used in the present study, as MM
presents unique characteristics in terms of challenges [20] and
complexity in the treatment decision that fosters the use of alter-
native assessment methods [11]. Several strengths in the design
of this study are identified. First, the assessed outcomes, com-
munication aspects and survey administration were designed
by a scientific committee that equally included haematologists
and MM patient representatives. Second, haematologists were
included if actively treating a minimum number of MM patients,
promoting a timely account of their views and experiences in
daily practice. This study describes the goals, access to informa-
tion, and decision dynamics across all disease stages (i.e., newly
diagnosed in first-line treatment, early relapse/refractory event
and late relapse/refractory event), portraying the little changes
observed over our population’s disease journey. Future studies
should validate the observed results in this Spanish popula-
tion of haematologists and MM patients, ideally with a larger
sample size, and include insights from additional stakeholders
such as additional clinical staff (e.g., haematological nurses)
and MM patients’ caregivers, who may impact the treatment
decision-making process. In addition, they should evaluate the
effectiveness of structured communication interventions, such
as conversation guides or decision aids, in improving alignment
between patients’ and physicians' treatment goals and percep-
tions of SDM in MM.

5 | Conclusions

This study highlighted the existent alignment on top priori-
ties regarding treatment goals between physicians and MM
patients. It also revealed a misalignment in perceptions about
treatment goals discussions, therapeutic priorities and in the
decision-making processes between both parties. Identifying
and addressing these differences is important to ensure the se-
lection of the most meaningful and valuable treatment for the

individual patient at each stage of their journey with myeloma.
Empowering the patient through SDM may impact the patients’
satisfaction with the received care, the adherence to their treat-
ment and their overall physical and psychological well-being.
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