Additional file 5 Treatment decision-making models

[bookmark: _Hlk108260530]In their seminal papers Charles and Gafni (1, 2) conceptualized shared decision-making model (SDM) and described other treatment decision-making models. In the paternalistic model, the patient plays a passive role in the treatment decision-making process vis-a-vis the physician, who is seen as the expert and “guardian of the patient's best interest” (1: p.682-83). The role of the patient is limited to providing consent to the treatment (3). Three main models have since been proposed in reaction to the paternalistic model.
First - Professional-as-agent model

In this model, deriving from the agency model in health economics, the physician directs health care as the patient’s agent, making choices for them on the assumption that they understand what their patients want (4). One of the central critiques of this model is that physicians act on this assumption without first explicitly testing it (1: p.684). Medical anthropology studies also suggest that the PCCN’s perception of his/her illness episode changes according to context, emotional state, cultural values and taboos, and intersubjectivity in clinical encounters (5, 6). During the clinical encounter, however, the practitioner only has access to one version of the patient's illness perception.
Second - Informed decision-making model 

[bookmark: _Hlk108260363]This model puts the responsibility of the decision on the patient (4). The patient becomes autonomous once empowered by being informed of the possible risks of alternative therapeutic options and their clinical effectiveness, and can make decisions that reflect both their preferences and the best scientific knowledge available (7, cited in 1: p.683). In this model, the physician’s role is limited to giving information to the patient, who theoretically no longer needs to share the decision-making because the patient now possesses both components (information and preferences) viewed as essential to the task (8). In this case, “information transfer can be done without the presence of any health care worker, for example, by the patient viewing an interactive video” (1: p.683). In this model, decision aids are a form of educational intervention, presenting information to patients about treatment benefits and risks to “encourage evidence-based decision-making” (2: p.655). Gafni et al. (4: p.352) argue “that the approach of transferring information to the patient is easier (but not easy) and, hence, more feasible than transferring each patient's preferences to the physician in each medical encounter.” These models both involve information sharing, but neither explicitly involves shared decision-making.
Third – Shared decision-making model
[bookmark: _Hlk108260083]SDM model advocates for a process where patient and practitioner work together to make an informed choice congruent with patient values (9, 10). This model “is seen as a mechanism to decrease the informational and power asymmetry between doctors and patients by increasing patients' information, sense of autonomy and/or control over treatment decisions that affect their well-being” (1: p 682). Charles et al. (1) suggest that in SDM, (a) at least two participants, i.e., a clinician and a patient, are involved; (b) both parties share information; (c) both parties take steps to build a consensus about the preferred treatment; and (d) an agreement is reached on the treatment to implement. They subsequently revised this model to incorporate a more dynamic perspective on shared decision-making by recognizing the iterative nature of this process (2).
[bookmark: _Hlk109363510][bookmark: _Hlk109363426][bookmark: _Hlk109363367]SDM has been associated with improving well-being and better experiences of the health and social care system (9-13). The SDM model has been revisited and adapted multiple times, e.g. to chronic disease (12) and primary care (13). Nonetheless, PCCNs’ decisional needs have not been considered in any of these adaptations. In this paper we revisit Charles et al.’s model and pay closer attention to what it implies for the specific needs of PCCNs.
[bookmark: _Hlk107151551][bookmark: _Hlk109363492]SDM is not suitable for every patient, decision, and context. Some patients face uncertainty about their disease outcome and feel unwelcome time pressures to make a choice among competing alternatives. Extreme psychological and/or physiological vulnerability may make it difficult for patients to participate in decision-making, no matter how well informed they feel (1: p. 684). Research indicates that SDM and thus effective support for decision-making is not perceived by the most vulnerable populations (14). However, practising SDM with vulnerable populations can reduce inequities in health (15). Although Charles et al. recognize that different models of decision-making are more or less appropriate depending on the context, they do not discuss this in depth. Faced with the enormous task of contextualizing decision-making, the authors focus on one-on-one clinical encounters, to the detriment of more complex context such as decision making with interprofessional teams (16). While interprofessional SDM has been addressed since (17), the contextualization of this model with the PCCNs population has received little attention.
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