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ABSTRACT
Objectives Decision aids (DAs) for clients in home and
community care can support shared decision-making
(SDM) with patients, healthcare teams and informal
caregivers. We aimed to identify DAs developed for home
and community care, verify their adherence to international
DA criteria and explore the involvement of interprofessional
teams in their development and use.
Design Systematic review reported following the
Preferred Reporting Items for Systematic Reviews and
Meta-Analyses guidelines.
Data sources Six electronic bibliographic databases
(MEDLINE, Embase, CINAHL Plus, Web of Science,
PsycINFO and the Cochrane Library) from inception to
November 2019, social media and grey literature websites
up to January 2021.
Eligibility criteria DAs designed for home and community
care settings or including home care or community
services as options.
Data extraction and synthesis Two reviewers
independently reviewed citations. Analysis consisted of a
narrative synthesis of outcomes and a thematic analysis.
DAs were appraised using the International Patient
Decision Aid Standards (IPDAS). We collected information
on the involvement of interprofessional teams, including
nurses, in their development and use.
Results After reviewing 10 337 database citations and
924 grey literature citations, we extracted characteristics
of 33 included DAs. DAs addressed a variety of decision
points. Nearly half (42%) were relevant to older adults.
Several DAs did not meet IPDAS criteria. Involvement of
nurses and interprofessional teams in the development
and use of DAs was minimal (33.3% of DAs).
Conclusion DAs concerned a variety of decisions,
especially those related to older people. This reflects the
complexity of decisions and need for better support in this
sector. There is little evidence about the involvement of
interprofessional teams in the development and use of DAs
in home and community care settings. An interprofessional
approach to designing DAs for home care could facilitate
SDM with people being cared for by teams.
PROSPERO registration number CRD42020169450.

BACKGROUND
Home and community care affords assistance for people with various health conditions to live as independently as possible in
their home and community.1 Home-based

STRENGTHS AND LIMITATIONS OF THIS STUDY
⇒ This is the first systematic review focusing on deci-

sion aids (DAs) for use in home and community care.
⇒ All DAs presented are free and publicly available.

These DAs are accessible to all, including low-
income users.
⇒ The definition of home and community care varies
by country and health system, and therefore our
keyword search may have missed some relevant
tools.

services mobilise diverse health professionals,
including doctors, nurses, occupational therapists, physiotherapists, social workers, dietitians and non-regulated home care workers,
to form an interprofessional care team.2 3 An
interprofessional approach is when health
professionals (two or more) from different
disciplines collaborate to provide integrated
and cohesive care for their clients.4
Clients in home and community care face
difficult decisions such as whether to move,
or about advance care directives. They
frequently need support with making such
decisions. In shared decision-making (SDM),
health providers collaborate with patients to
consider the best available evidence regarding
the risks and benefits of available options and
help them make explicit their values and preferences regarding the options.5 6 An interprofessional SDM approach is particularly
appropriate for home care, where care may
be provided by healthcare teams as well as
caregivers.5 6 It is a collaborative process that
involves the patient, their caregivers (family,
friends) and interprofessional teams working
together to support clients’ decisions with
respect for their choices, preferences, priorities and goals.7
Decision aids (DAs) are decision support
tools that facilitate SDM with patients.8 9 They
present information about the options, their
benefits and risks, and the associated probabilities based on recent scientific evidence.
They also help patients clarify their values
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METHODS
Design
Systematic review.
2

Patient and public involvement
Our review team included a caregiver with experience of home care with her elderly parents. She was
an equal partner on the research team, participating
in the study design and choice of outcome measures
during focus group sessions, giving feedback on results
and coauthoring this review. Through these iterative
processes, the caregiver partner has made valuable
contributions by sharing her experience as a caregiver
or user of DAs. Moreover, some authors had relatives
or close friends who received home and community
care or faced a health decision related to this sector.
Eligibility criteria
We considered all RCTs and all types of uncontrolled
trials (except knowledge syntheses studies such as rapid
reviews or environmental scans) on developing, citing,
using or assessing DAs. The PICO strategy guided our
DA eligibility criteria:
Participants
Any person, organisation or system involved in delivering or receiving home or community care, that is,
care at home rather than in a hospital or long-term
care facility; who used a community service to maintain
independence at home; and who had assessed whether
he/she could stay or return to her home with the
support of caregivers, care teams and the community.
Interventions
DAs developed for home and community care settings
or that included home care or community services
as options. We included DAs designed to be used
with or by patients and caregivers to help prepare
them for SDM. We considered a DA as an intervention that met the six minimum qualification criteria
of the IPDAS: (1) describes the health condition or
problem for which an index decision is required; (2)
states explicitly the decision that needs to be considered; (3) describes the options available for the index
decision; (4) describes the positive features (benefits,
advantages) of each option; (5) describes the negative
features (harms, side effects or disadvantages) of each
option; (6) describes what it is like to experience the
consequences of the options (physical, psychological,
social).17 As our research was oriented towards SDM,
we excluded DAs focusing on decisions about lifestyle
changes, DAs used only by health professionals, guidelines for clinicians, algorithms, training programmes
and programmes that promoted a specific choice. As
we were interested only in tools used by health professionals and patients together, we excluded professional
DAs, clinical guidelines, lifestyle change tools and algorithms. DAs promoting a specific choice were excluded
because they contravene SDM principles.
Comparators
A control group was not needed for our study.
Lognon T, et al. BMJ Open 2022;12:e061215. doi:10.1136/bmjopen-2022-061215
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regarding the outcomes of options.10 DAs increase
patients’ knowledge, active participation in decision-
making process and accuracy of risk perceptions.9 In the
context of home care, DAs should be part of the support
offered by care teams and relatives for clients making decisions. A DA developed and used by an interprofessional
team could promote better coordination and continuity
of care, better consistency of information, strengthen the
therapeutic relationship and improve intrateam communication.11 One study indicated healthcare providers in
home care had a positive intention to engage in the interprofessional SDM process and that DAs should support its
implementation.7
DAs usually aim to facilitate clinician–patient
dialogue, that is, they assume a dyadic patient–health
professional relationship. In home and community
care, nurses are often the patient’s first contact with
the healthcare system. Patients have identified nurses
as the health professional who explains information
and medical concepts, listens to their preferences and
mediates between themselves and the doctor.12 Nurses
provide physicians with information about patient
preferences and play a large part in the SDM process.
Nurses are thus one of the key players in use of the DA
with the client.13 14
In a systematic literature review, Stacey et al9 assessed
the effects of DAs in people facing treatment or
screening decisions.9 However, their systematic review
included only published randomised controlled trials
(RCTs) comparing DAs to usual care. As most studies
on home and community care are not RCTs, relevant
studies may have been excluded. Another systematic
review evaluated the efficacy of DAs for older adults
facing treatment, screening or care decisions,15 but
used similar study design criteria as Stacey et al.9 A
more recent systematic review evaluated the effectiveness of DAs developed using the Ottawa Decision
Support Framework,16 but none related to home and
community care.
We therefore aimed to (1) identify publicly available DAs that could help patients, caregivers and
interprofessional teams to share decision-
making
in the context of home and community healthcare,
(2) report on DA characteristics (eg, decision point,
targeted users, mention of nurses and healthcare
teams), (3) assess the DA’s adherence to the International Patient Decision Aid Standards (IPDAS), and
(4) explore whether the DA had been developed (ie,
designed or evaluated) by, or for use by, more than
one professional, that is, the nature of any interprofessional involvement.

Open access

Data sources and search strategy
Literature search
An information specialist from our team developed
an Ovid-MEDLINE and Web of Science strategy with
input from project team members, who then revised it
iteratively. Research keywords included ‘Decision Aid’
and ‘Home and Community Care’. Once approved,
the information specialist translated the search
strategy into MEDLINE (via Ovid), Embase (via Elsevier), CINAHL Plus (via EBSCOhost), Web of Science,
PsycINFO (via Ovid) and the Cochrane Library from
inception to 8 November 2019 (online supplemental
material 1). There were no restrictions on language,
study design or date of publication.
Other sources
We conducted further searches in: (1) the most recent
Cochrane review on ‘Decision aids for people facing
health treatment or screening decisions’9; (2) the
Decision Aids Library Inventory of the Ottawa Patient
Decision Aids Research Group at the Ottawa Hospital
Research Institute until November 2020; (3) websites of
organisations involved in DA creation such as EBSCO
Health Option Grid Decision Aids, National Institute
for Health and Care Excellence, Peace Health, Healthwise, Laval University’s Decision Boxes (January 2021);
(4) experts in our SDM research network (eg, International Shared Decision Making Facebook group),
and LEGACy (scaLing up sharEd decision makinG
for pAtient-centred Care) newsletters from November
2020. In addition, if a DA was not available, we emailed
its author (up to twice) to ask for access to a copy of
the content. If a financial contribution was necessary, we did not pursue it. Evidence shows that low
income is associated with low patient involvement in
decision-making.18
This strategy ensured that we captured as many
tools as possible before they were published in peer-
reviewed articles and identified the most recent tools
directly from the tool designers.
Study selection
Studies found were imported into EndNote V.X9 and
Covidence software was used to review them. First, two
reviewers (TL, KVP) independently assessed each study
title and abstract for mention of DA and home and
community care. Articles with abstracts that did not
appear to meet the exclusion criteria or were ambiguous
were retained and reviewed as full text. We excluded
knowledge syntheses (eg, systematic reviews, rapid
reviews, environmental scans), conference summaries,
editorials, letters to the editor, commentaries, opinion
pieces and duplicates. Articles that were not available
electronically were ordered via interlibrary loan, or the
Lognon T, et al. BMJ Open 2022;12:e061215. doi:10.1136/bmjopen-2022-061215

corresponding author was contacted if an email was
available. Publications not available in full text were
excluded. The remaining studies were assessed for
eligibility through full-text examination. For studies
assessed as unclear, or if reviewers disagreed, reviewers
discussed the studies and, if necessary, consulted a
third reviewer for a resolution.
DA selection
All DAs identified in all sources were screened independently and in duplicate assessment by the reviewer
team (TL, KVP). Any language (eg, French, English,
Japanese) and format (eg, paper, video, web based,
application) were eligible. If DAs were not available,
a copy was requested from the developers by email. If
developers did not provide the information necessary
for evaluating a DA, we excluded it. For each step (study
selection and DA selection), we performed multiple
pilots and teaching rounds until we reached at least
75% agreement before moving to the next phase.
Data extraction and synthesis
We used a data extraction grid developed by our
team (available from the authors), and two reviewers
independently extracted the characteristics of each
DA that qualified as a DA according to IPDAS. The
following characteristics were extracted from the DA:
title, author, year of development or update, country,
language, format, involvement of clients and healthcare professionals in its conception, decision point,
options, target audience (client, caregiver, age, sex
and gender), target users (healthcare professionals
or care teams), accessibility for clients (free or paid),
presence of a space for clients to indicate what they
perceived as the advantages of each option, mention
if a follow-up was requested for next steps, display of
legal notice, use of design (graphic, table, drawing,
picture, organigram, algorithm, none) and educational components (glossary, manual, scheme, explanation of abbreviations, tutorials, links, flow chart,
none). In a further analysis, we extracted study author,
publication year, mention of one more health professional and the nature of the involvement of the teams
of healthcare professionals in the DA, that is, in its
development (design or evaluation), use or both. We
analysed the data using simple frequency counts and a
narrative approach.
Assessment instrument
Two independent reviewers analysed whether the DAs
met the six qualifying IPDAS criteria and excluded those
that did not from further analyses. For the included DAs,
we evaluated whether they met the IPDAS certification
criteria for minimising risk of bias.17 The certification
criteria include balanced presentation of options, a
clear evidence synthesis process (citations, date of publications, update policy, information about the levels of
uncertainty around event or outcome probabilities), the
3

BMJ Open: first published as 10.1136/bmjopen-2022-061215 on 5 August 2022. Downloaded from http://bmjopen.bmj.com/ on September 28, 2022 by guest. Protected by copyright.

Outcomes
We included all primary or secondary outcomes and any
type of study design.
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funding source and four additional items related to DAs
for screening or tests.17 We also analysed to what extent
DAs excluded for not meeting qualifying criteria had
nevertheless met certification criteria for minimising
risk of bias. A DA with a higher score on IPDAS criteria
suggested it met international standards but did not
necessarily indicate high quality.
We reported our systematic review in accordance with
the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) checklist (online supplemental
material 2).19

RESULTS
Figure 1 illustrates the PRISMA flow chart of this systematic review. Out of a total of 51 unique potentially eligible
DAs, 33 met the six minimum qualifying IPDAS criteria
and were included in the systematic review.
4

Characteristics of DAs
Table 1 and online supplemental table S1 depict the characteristics of the 33 DAs. The DAs included were developed between 2001 and 2020 in the USA (n=11; 33.3%),
in Quebec, Canada (n=9; 27.3%), Canada (outside
Quebec) (n=5; 15.2%), Australia (n=4; 12.1%), UK (n=2;
6.1%), Denmark (n=1; 3%) and Spain (n=1; 3%). Seventeen (51.5%) DAs are available in English, 5 (15.2%) in
French, 7 (21.2%) in English and French and 4 (12.1%)
in other languages (Spanish, Japanese, Taiwanese,
Chinese, Greek and Italian). All DAs were accessible on
the internet without requiring user registration. DAs were
available in diverse formats: web (n=2; 6.1%), paper or
PDF format (n=14; 42.4%), iPad application (n=1; 3%)
and many other formats (n=16; 48.5%).
Regarding the decision points addressed by the DA,
8 were about choosing dialysis (eg, receiving it at home
or elsewhere), 8 were about housing options (eg, stay at
Lognon T, et al. BMJ Open 2022;12:e061215. doi:10.1136/bmjopen-2022-061215
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Figure 1 PRISMA flow diagram for systematic review. *Some tools were mentioned in more than one study, and some studies
presented several tools in the same article. DA, decision aid; DALI, Decision Aids Library Inventory; IPDAS, International Patient
Decision Aid Standards; PRISMA, Preferred Reporting Items for Systematic Reviews and Meta-Analyses.
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Characteristic of DA

n (%)

ID

 Home care

31 (93.9)

1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 16, 17, 18, 20, 22 23, 24, 25, 26, 27, 28, 29, 30, 31, 32, 33

 Community care

26 (78.8)

1,3, 4, 5, 6, 7, 8, 9, 11, 12, 13, 14, 15, 16,17, 18, 19,20, 21, 22, 23, 24, 25, 29, 32, 33

 Clinical care

27 (81.8)

1, 3, 4, 5, 6, 7, 8, 9, 10, 11, 14, 15, 16, 17, 18, 22, 23, 24, 25, 26, 27, 28, 29, 30, 31, 32, 33

DA addressed to older
people

14 (42.4)

1, 2, 9, 10, 12, 13, 14, 15, 16, 17, 18, 19, 20, 21

DA designed for caregiver
friends or relatives

9 (27.3)

3, 4, 8, 10, 11, 16, 17, 18, 25

Legal notice

6 (18.2)

1, 2, 10, 11, 18, 25

Client involvement in DA
design

19 (57.6)*

3, 6, 7, 9, 13, 14, 15, 16, 17, 18, 19, 20, 22, 24, 25, 26, 27, 28, 30

Care setting

 

 

Personalisation
 A follow-up was
requested for user with
healthcare professional
after consultation

32 (97)

All except 23

 Space for users to
indicate their own
perceptions of pros and
cons of options

19 (57.6)

1, 2, 3, 4, 5, 6, 7, 19, 21, 22, 24, 25, 26, 27, 28, 29, 31, 32, 33

 

Healthcare professionals
mentioned in DA
 Nurses (eg, registered,
community nurse, nurse
practitioner)

10 (30.3)

1, 2, 4, 8, 10, 11, 19, 25, 26, 27

 Doctors (eg, generalist or
specialist)

18 (54.5)

1, 2, 3,4, 5, 6, 7, 8, 9, 11, 19, 24, 25, 26, 27, 31, 32, 33

 Physiotherapists

1 (3)

24

 Social workers

3 (9)

25, 26, 27

 Healthcare professional or 16 (48.5)
healthcare team

4, 10, 11, 12, 13, 14, 15, 18, 19, 20, 26, 27, 28, 31, 32, 33

Design

 

 Graphic

2 (6.1)

10, 19

 Table

31 (93.9)

1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 12, 13, 14, 15, 16, 17, 18, 19, 20, 21, 23, 24, 25, 26, 27, 28, 29, 30, 31, 32, 33

 Drawing

25 (75.8)

1, 2, 3, 6, 7, 9, 10, 11, 12, 13, 14, 15, 16, 17, 18, 19, 20, 22, 24, 26, 27, 28, 29, 31, 33

 Picture

10 (30.3)

3, 6, 11, 19, 22, 24, 28, 29, 30, 33,

 Organisational chart

2 (6.1)

27, 28

 Algorithm

0

 

Educational component
in DA

 

 Glossary

8 (2.2)

6, 13, 14, 17, 18, 27, 28

 Manual

2 (6.1)

3, 10

 Schema

0

 

 Abbreviation explanation

3 (9.1)

3, 6, 27

 Tutorial

3 (9.1)

6, 19, 30

 Presence of link

19 (57.6)

1, 2, 9, 12, 13, 14, 15, 16, 17, 18, 19, 20, 24, 26, 27, 28, 30, 32, 33

*Information on this decision aid is based on information from the publication studies and/or the decision aid.
DA, decision aid; ID, decision aid identification number.

home or move into long-term care), 3 were about older
adults and driving (eg, keep driving or stop driving to use
a community car service), 4 were about management of
health conditions (eg, options for depression management in an Indigenous community, a group communication programme in community care for patients with a
hearing problem), 7 were about improving quality of life
Lognon T, et al. BMJ Open 2022;12:e061215. doi:10.1136/bmjopen-2022-061215

for older adults with memory problems and 3 were about
feeding options for patients with dementia and malnutrition among older adults. Most decision-making points
were about the health of an older adult (online supplemental table S1). None of the DAs found were about
screening and tests.

5

BMJ Open: first published as 10.1136/bmjopen-2022-061215 on 5 August 2022. Downloaded from http://bmjopen.bmj.com/ on September 28, 2022 by guest. Protected by copyright.

Table 1 Characteristics of 33 included DAs

Open access

IPDAS criteria results
Table 2 describes the compliance with IPDAS criteria for
each DA included. None of the DAs applied to screening
or tests; therefore, the four certification criteria for this
category were excluded. The two lowest rated DAs satisfied
seven of the 12 remaining IPDAS criteria (six qualifying
and six certification), that is, 58.3% of all items. Eleven
(33.3%) DAs met 100% of all 12 IPDAS criteria. Eighteen
tools were excluded from the 51 tools (figure 1) because
they did not meet the six qualifying IPDAS criteria (for
details of their evaluations see online supplemental material 3). The criterion of describing the negative features
of the options was missing in all excluded tools, and four
were generic DAs (with space to fill in for the decision
point, the options and the evidence) that can be adapted
to any type of decision.
Interprofessional team results
Outcomes evaluated included the presence of an interprofessional team (ie, more than one professional) in the
development (ie, design and evaluation) or use of the
DA (online supplemental table S2).20–35 In eight studies
reporting on 11 DAs, an interprofessional team had
designed the DAs, that is, various health professionals,
researchers and/or clients (patients and caregivers)
had been asked for their opinion on the DA topic and/
6

or involved in designing the tool. No studies indicated
whether there was collaboration among health professionals in the home or community care setting. No DA
mentioned interprofessional SDM. No DA provided for
collaboration between different health professionals
(eg, a space where different team members, including
the patient and caregiver, could take notes relating to
the client). One study reported qualitatively on the prospect of using the DA in a community nursing practice.21
Nurses appreciated the DA as additional information for
them and for the caregiver. Community nurses saw DAs as
an additional aid in their work during their home visits.
DISCUSSION
We found 33 DAs that could support SDM in the context
of home and community care. The number of DAs in the
home and community care sector is increasing rapidly,
and DAs were produced by six countries, mostly in North
America. DAs varied in terms of the decision point, and
nearly half focused on the health of older adults. None
of the DAs related to screening or tests. Several DAs were
non-compliant with the IPDAS criterion on information
about the levels of uncertainty around the event. Few
DAs involved interprofessional teams and nurses in their
development (design or evaluation). Our results lead us
to make four main observations.
First, more than a third of the DAs were produced in
the last 5 years and mostly in North America (USA and
Canada) in the languages understood by the majority of
their populations (English, French and Spanish). Home
care has grown tremendously in the Americas (USA and
Canada) due to increasing population age.36 37 Countries
such as Australia, Japan and UK are also faced with an
increase in the older population in recent years.38 Ageing
populations have specific health needs and require local
and regular care, hence the rise of home care and the
consequent need for decision support for people ageing
at home. In Canada, a survey found that older adults
receiving home and community care have experienced
little SDM, with Quebec reporting the least experience of
SDM in the whole country.39 Yet, our results showed that
in Canada, over the past few years, many DAs (n=12) have
been developed to respond to the needs of older adults
in home care. This suggests that perhaps the DAs are
underused. The diversity of DA formats available (many
are paper based) means they can be used by people
without internet access, lack of familiarity with computers
or telephone or living in remote areas. The diversity of
formats could help reduce barriers to implementation to
SDM.
Second, the DAs were designed for diverse decision
points. This shows the broad range of services offered in
home and community care, and the kinds of decisions
that go with them. Whether the DA was for choosing a
type of dialysis, the safest housing, or whether to resort to
tube feeding, the users were receiving their care in their
own homes or from community services. However, DAs
Lognon T, et al. BMJ Open 2022;12:e061215. doi:10.1136/bmjopen-2022-061215
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The healthcare settings for which DAs were designed
were home care (n=31; 93.9%), community care (n=26;
78.8%) and clinical care (n=27; 81.8%). Most could be
used in all three. None mentioned the sex or gender of
the user. All DAs focused on patients and their relatives.
Nine were for use by caregivers, either of older adults
with dementia or Alzheimer’s (n=8) or of minor children (n=1). These DAs were for use by caregivers with
patients unable to make decisions (eg, minor patient),
or else related to caregiver health (eg, options to limit
their stress). Six (18.2%) contained a legal mention. Five
of these six DAs were aimed at caregivers, legal substitute
decision makers or families of an older adult, and one was
designed for parents of minor children.
All DAs were to be used with healthcare professionals
and 10 specified nurses. The terms most used were
‘doctors’, ‘healthcare teams’ and ‘health professionals’.
In 32 (97%) DAs, a follow-
up with the healthcare
professional was suggested after the consultation. As
regards personalisation, 19 (57.6%) DAs offered users a
blank space for indicating the advantages/disadvantages
for each option.
In terms of visual features, most DAs included tables
(n=31; 93.9%) or drawings (n=25; 75.8%) (table 1). There
were very few other graphics (n=2; 6.1%) or charts (n=2;
6.1%), and no algorithms. As for educational components, 19 (57.6%) DAs included links to more information, 8 (2.2%) provided a glossary, 3 (9.1%) included a
tutorial and 3 (9.1%) explained abbreviations or provided
a manual. In 19 (57.6%) DAs, clients (patients or caregivers) were involved in designing the tool.

Lognon T, et al. BMJ Open 2022;12:e061215. doi:10.1136/bmjopen-2022-061215
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*Qualifying criteria were also inclusion criteria for these studies. See online supplemental material 3 for details of IPDAS evaluations of the 18 tools that did not meet the six qualifying criteria.
DA, decision aid; ID, decision aid identification number; IPDAS, International Patient Decision Aid Standards.
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platform allowing several collaborators to edit, update
and complete the DA online.43 This collaborative DA can
be individually tailored to a patient’s risk factors and used
a technology favouring interprofessional teamwork.
Our review has some limitations. We did not pay for
access to two commercial DAs that we identified, as we
only included those that were free and publicly available.
Compared with the 26 tools to which we did not have
access (either the authors’ email was non-functional or
no response from the authors), the two commercial DAs
captured but not analysed represent a low risk of bias for
our study. Also, the definition of home and community
care varies by country and health system, and therefore
our keyword search may have missed some relevant tools.
We opted for these generic terms rather than including
certain decision conditions typical of home and community care, as in some medical systems in other countries
these conditions may not be cared for home and community care settings. Furthermore, many producers of the
DAs did not publish data about their development process
or the impact of their DA, and some may have involved
interprofessional teams or clients without reporting on it.
Few studies reported whether their DA met the IPDAS
criteria on their websites or platforms, information that
could be used to improve the standardisation of patient
decision tools.
Our findings have important implications for future
research and clinical practice. First, they highlight the
need for a standardised method to produce and publish
DAs for home and community care that enable us to
measure and compare the impacts and effectiveness of
these tools in practice. Second, while our study found
many DAs for older people and caregivers in home care,
in order to be implemented these may need to be more
personalised and ‘dynamic’ to match the reality of each
user. There was little robust evidence on effectiveness
and involvement of professional teams in the use of DAs
for home care. Further research should test their usefulness in clinical practice and especially in interprofessional teams, as well as design implementation strategies.
Third, our results confirm other studies showing that it
is necessary to encourage the practice of SDM in African
and other low-income countries, where few SDM tools
are available,44 45 in order to reduce global inequities in
patient-centred care.
CONCLUSION
Our study found that in fact there were far more DAs for
home and community care than we expected, because
we searched beyond purely quantitative sources. This
indicates a need to look beyond the peer-review literature to find tools relevant to this context. More quantitative research should be done to evaluate existing DAs,
whether produced in research or by developers to the
mutual benefit of both. There is a clearly need for tools
that can help clients in this sector, especially older people
facing various types of health decision. However, not all
Lognon T, et al. BMJ Open 2022;12:e061215. doi:10.1136/bmjopen-2022-061215
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did not represent all home care, such as home births,
postpartum care at home or care given by social workers.
More than a third were intended for older adults. Further
studies on the home and community care sector could
subclassify populations receiving home care. Another way
to tackle the heterogeneity of decision points in this sector
would be to use generic DAs. We identified four generic
DAs that could be adapted to any type of health-related
or social decision (online supplemental material 3).
Generic DAs such as the Ottawa Personal Decision Guide
have served as models for the development of several
DAs in the context of home and community care.40 The
Ottawa Personal Decision Guide has also been adapted
to support decision-making by Indigenous women,41 and
may be effective in meeting the decision-making needs of
other vulnerable populations.
Third, although many DAs did not respect the IPDAS
criterion on information about the levels of uncertainty around the event or outcome probabilities, this
criterion depends on the existence of evidence on the
options which may not have been available at the time of
development.
Finally, few DAs were developed with the involvement
of interprofessional teams, and how they could be used by
interprofessional teams was not clear. Yet, in most cases,
home care and community care involve an interprofessional team. Furthermore, although nurses are among
the largest providers of home care services,42 they were
rarely referred to. The literature has shown it is possible to
implement interprofessional SDM in home care and that
it benefits patients and the health system alike.3 However,
our results show there are few DAs that support interprofessional SDM. A DA for home and community care could
be an interactive ‘living document’ that reflects an interprofessional approach by allowing sequential (as opposed
to synchronous) interprofessional collaboration. An
interprofessional collaborative DA could contain sections
where the various team members, including the patient
and caregiver, could take notes. Before a consultation,
clients could consult the DA and identify questions they
want to ask the care team. During consultation, the nurse
or geriatrician could use the DA with the older adult and
the family, answer their questions, give them personalised
advice and leave notes in the DA for the client, caregivers
and other professionals (eg, social workers, dietitians) to
consult later. After each encounter, information (such
as about the client’s values and preferences) could be
added to the DA and transferred to the next healthcare
professional the client sees. Thus, the DA would promote
the exchange of essential patient-
centred information
and knowledge between healthcare professionals. Such
an approach would not increase professional workloads
but could help transcend the limited purview of each
profession, improve interprofessional relations and
orient everyone involved towards the common goal of
supporting and engaging patients in decision-making.3
As an example, there is a DA for life-sustaining interventions (eg, cardiopulmonary resuscitation) using a wiki
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DAs meet international standards for DAs, not enough
of them have been designed or evaluated by the interprofessional teams that care for people receiving home and
community care and none were documented as being
designed for use by all members of the interprofessional
team. Integrating an interprofessional approach into the
design of DAs for home care could improve decision-
making for people receiving these services, interprofessional relations as well as team–patient communication
for the benefit of patients and their families.
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