
Open Research Online

Citation

Harris, Emma; Benham, Alex; Stephenson, John; Conway, Dwayne; Chong, Aun-Yeong; 
Curtis, Helen and Astin, Felicity (2024). Patient Decision Aids for Aortic Stenosis and 
Chronic Coronary Artery Disease: A Systematic Review and Meta-Analysis. European 
Journal of Cardiovascular Nursing, 23(6) pp. 561–581. 

URL

https://oro.open.ac.uk/94949/ 

License

(CC-BY 4.0) Creative Commons: Attribution 4.0

https://creativecommons.org/licenses/by/4.0/

Policy

This document has been downloaded from Open Research Online, The Open University's 
repository of research publications. This version is being made available in accordance 
with Open Research Online policies available from Open Research Online (ORO) Policies 

Versions

If this document is identified as the Author Accepted Manuscript it is the version after peer 
review but before type setting, copy editing or publisher branding

https://oro.open.ac.uk/94949/
https://www5.open.ac.uk/library-research-support/open-access-publishing/open-research-online-oro-policies
https://creativecommons.org/licenses/by/4.0/


. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Patient decision aids for aortic stenosis 
and chronic coronary artery disease: 
a systematic review and meta-analysis
Emma Harris  1*, Alex Benham  2, John Stephenson  2, Dwayne Conway  3, 
Aun-Yeong Chong  4, Helen Curtis  5, and Felicity Astin  1

1School of Health, Wellbeing and Social Care, Faculty of Wellbeing, Education and Language Studies, The Open University, Walton Hall, Kents Hill, Milton Keynes MK7 6AA, UK; 2School of 
Human and Health Sciences, University of Huddersfield, Queensgate, Huddersfield HD1 3DH, UK; 3Department of Cardiology, Chesterman Wing, Northern General Hospital, Sheffield 
Teaching Hospitals NHS Foundation Trust, Sheffield S5 7AU, UK; 4Department of Cardiology, University of Ottawa Heart Institute, 40 Ruskin Street, Ottawa, Ontario K1Y 4W7, Canada; 
and 5The Library and Knowledge Service, Calderdale Royal Hospital, Calderdale and Huddersfield NHS Foundation Trust, Halifax HX3 0PW, UK

Received 24 July 2023; revised 12 December 2023; accepted 19 December 2023; published 26 December 2023

Aims Shared decision-making is recommended for patients considering treatment options for severe aortic stenosis (AS) and 
chronic coronary artery disease (CAD). This review aims to systematically identify and assess patient decision aids 
(PtDAs) for chronic CAD and AS and evaluate the international evidence on their effectiveness for improving the quality 
of decision-making.

Methods 
and results

Five databases (Cochrane, CINAHL, Embase, MEDLINE, and PsycInfo), clinical trial registers, and 30 PtDA repositories/web-
sites were searched from 2006 to March 2023. Screening, data extraction, and quality assessments were completed independ-
ently by multiple reviewers. Meta-analyses were conducted using Stata statistical software. Eleven AS and 10 CAD PtDAs 
were identified; seven were less than 5 years old. Over half of the PtDAs were web based and the remainder paper based. 
One AS and two CAD PtDAs fully/partially achieved international PtDA quality criteria. Ten studies were included in the re-
view; four reported on the development/evaluation of AS PtDAs and six on CAD PtDAs. Most studies were conducted in the 
USA with White, well-educated, English-speaking participants. No studies fulfilled all quality criteria for reporting PtDA de-
velopment and evaluation. Meta-analyses found that PtDAs significantly increased patient knowledge compared with ‘usual 
care’ (mean difference: 0.620; 95% confidence interval 0.396–0.845, P < 0.001) but did not change decisional conflict.

Conclusion Patients who use PtDAs when considering treatments for AS or chronic CAD are likely to be better informed than those who 
do not. Existing PtDAs may not meet the needs of people with low health literacy levels as they are rarely involved in their 
development.

Registration PROSPERO: CRD42021264700.
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Introduction
Over the last 60 years, technological innovations have revolutionized 
the field of interventional cardiology. Two of the most common inter-
ventions are percutaneous coronary intervention (PCI) and transcath-
eter aortic valve implantation/replacement (TAVI). Over 965 000 PCIs 
are performed annually in the USA alone.1 Global projections of the an-
nual number of TAVI procedures are estimated to rise to 300 000 im-
plants by 2025.2 Both interventions have the potential to relieve 
symptoms that negatively impact quality of life3,4

Patients with chronic coronary artery disease (CAD) may experience 
symptoms of angina. First-line treatment is medication, but if this is not ef-
fective, PCI is a treatment option to consider.5 Patients with severe aortic 

stenosis (AS) also live with unpleasant symptoms associated with heart fail-
ure. Clinical guidelines indicate that a multi-disciplinary heart team should 
evaluate the degree of AS along with clinical and anatomical characteristics 
to inform their recommendations to patients about treatment options, 
such as TAVI or surgical aortic valve replacement (SAVR).6

Whilst PCI and TAVI are different interventions, the decision-making 
processes share common features; the decision to go ahead with the 
treatment is considered to be ‘preference sensitive’; i.e. two or more 
treatment options exist but the ‘best’ treatment depends on how ac-
ceptable the patient views the potential risks and benefits of each.7 In 
these situations, a process of shared decision-making (SDM) helps pa-
tients make an informed choice.8 Accordingly, The American College 
of Cardiology and European Society for Cardiology recommend that 

Novelty
• This is the first review to systematically identify and evaluate the availability, characteristics, and quality of patient decision aids for use in severe 

aortic stenosis and chronic coronary artery disease patient pathways.
• A barrier to implementing shared decision-making for people with heart disease or aortic stenosis is the lack of high-quality, up-to-date, pub-

licly available patient decision aids.
• Existing patient decision aids are not tailored to meet the needs of people with low health literacy levels or from underserved populations.
• Patient decision aids in this review improved patient knowledge, but decisional conflict scores were unchanged, possibly due to a ceiling effect.
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SDM should take place before a patient agrees to an interventional pro-
cedure for chronic CAD or AS.5,6,9,10

Shared decision-making involves a two-way discussion in which pa-
tients are informed by their doctors and nurses about what a treatment 
involves, the benefits and risks, and alternative options and what the 
outcome might be if they decided against having treatment. 
Importantly, SDM means that patients are encouraged to consider their 
unique preferences, goals, and values (i.e. what matters most to an in-
dividual about attributes of a health decision).11,12 In today’s clinical 
practice, SDM may be difficult to achieve. Patients’ preferences and 
goals for treatment are not routinely discussed.13 Moreover, patients 
treated with PCI often misunderstand the treatment benefits and risks 
and perceive their treatment as a ‘fix’.14,15 Patients considering TAVI 
experience uncertainty about their treatment decision16 and want to 
understand the risks and benefits of all potential treatment options 
and outcomes (e.g. TAVI, SAVR, or no intervention).17

Patient decision aids (PtDAs) are effective interventions known to 
improve the quality of both the decision-making process and the choice 
made.18 Evidence shows that PtDAs increase patients’ knowledge 
about treatments and support more accurate perceptions of associated 
benefits and risks.18 However, PtDAs are not routinely used in clinical 
practice despite the potential benefits.19 Some cardiologists’ do not 
perceive PtDAs to be of benefit to their patients.20 Unfamiliarity and 
a lack of awareness of PtDAs and disagreement with the content are 
also factors that compromise implementation.21

A recent meta-analysis reported that cardiology PtDAs improved 
two key decision outcomes: decisional conflict and patient knowledge.22

These findings support the use of PtDAs. However, the review did not 
report the availability, content, and quality of the PtDAs, include PtDAs 
for AS, or summarize evidence on other decision-making constructs, 
leaving gaps in the evidence base. Accordingly, the aims of this review 
were to (i) identify PtDAs for chronic CAD and AS that include PCI 
and TAVI as treatment options and evaluate their availability, character-
istics, and quality; (ii) identify and describe the quality of studies reporting 
on the development and evaluation of identified PtDAs; and (iii) evaluate 
their effectiveness on improving the quality of the decision-making pro-
cess and the choice made. Findings will provide cardiology teams with an 
international overview of available PtDAs designed to improve the qual-
ity of SDM for chronic CAD and AS.

Methods
Review approach
Our review methods were informed by previous reviews23,24 and Cochrane 
guidance.25 To support the robustness of this review, the protocol was de-
veloped and registered on PROSPERO (CRD42021264700) a priori and 
Preferred Reporting Items for Systematic Reviews and Meta-Analyses guide-
lines26 implemented (see Supplementary material online, Table S1).

Search strategy
A search of multiple databases, trial registries, PtDA repositories, and web-
sites was conducted, to identify eligible PtDAs and published articles that 
described their development or evaluation. A search strategy was devel-
oped by an information technologist (H.C.), piloted on MEDLINE (Ovid), 
refined, and applied to five databases in all languages: CENTRAL via the 
Cochrane Library, CINAHL (EBSCO), Embase, Ovid MEDLINE, and APA 
PsycInfo (ProQuest). Four trial registers were searched: EU clinical trials 
register, ClinicalTrials.gov, ISRCTN Registry, and ICTRP (WHO). 
Searches were limited to articles published since 1 January 2006, because 
the consensus on criteria for judging the quality of PtDAs was published 
in 2006 by the International Patient Decision Aid Standards (IPDAS) 
Collaboration.27 Thirty PtDA repositories/websites were also hand 
searched. Searches were conducted in July 2021 and updated in March 
2023. See Supplementary material online, Tables S2–S7 for search terms 
and the list of PtDA repositories/websites.

Patient decision aid eligibility and selection
Patient decision aids were defined as tools designed to help facilitate SDM 
between patients and health professionals.18 Patient decision aids were eli-
gible for inclusion if they fulfilled the following criteria: 

• Identified as a PtDA, decision tool or an aid to support SDM in their 
name/title, or by the developers/authors, or listed within a PtDA 
repository.

• Designed for patients (18+ years) with chronic CAD or AS.
• Included at least two treatment options, one of which must either be 

PCI or TAVI.

All identified PtDAs were independently screened for inclusion by two 
reviewers (E.H. and A.B.). The authors, or organizations listing PtDAs not 
publicly available, were contacted to request a copy. Eligible PtDAs that 
met the criteria, but were not available in full, were included in the overview 
(Table 2) but not in the evaluation of PtDA characteristics (Table 2).

Article eligibility and selection
Search results were independently screened for inclusion by at least two re-
viewers (E.H. and A.B./F.A.) in three phases: title, abstract, and full-text 
screening. Where disagreement occurred, consensus was achieved through 
discussion. Articles and study reports of any design were included providing 
they reported on the development, user-testing, acceptability, or evaluation 
of eligible PtDAs. Articles reporting on ineligible PtDAs, literature reviews, 
and editorials were excluded.

Data extraction
Data from each included study were independently extracted by two re-
viewers (E.H., D.C., A.Y.C., J.S., and A.B.) into a datasheet. Characteristics 
from included PtDAs were extracted by one reviewer and independently 
checked for accuracy by a second author. Any discrepancies in data extrac-
tion were resolved by consensus. Data were synthesized into tables and 
presented in a narrative.

Statistical analysis
Studies evaluating the effectiveness of PtDAs were assessed for suitability 
and those with the same primary endpoint pooled for a meta-analysis. 
Due to the heterogeneity of outcome measures, only two meta-analyses 
were conducted on the primary interval-level outcomes of patients’ 
Knowledge score and Decisional Conflict score. The meta-analyses were 
formulated as random effects using the DerSimionian and Laird model28

to reflect clinical and methodological heterogeneity. For both outcomes, 
standardized mean differences, based on post-test statistics in intervention 
and control groups (intervention minus control), and associated 95% con-
fidence intervals (CIs) were measured. For the Knowledge score outcome, 
clinical improvement was represented by increases in reported scores. For 
the Decisional Conflict score outcome, clinical improvement was repre-
sented by decreases in reported scores. Forest plots were conducted for 
meta-analyses of both primary outcomes, reporting synthesized estimates, 
and associated 95% CIs, and a Z-test for the standardized mean difference. 
Heterogeneity statistics were also reported, including Cochran’s Q test for 
heterogeneity, and the I2 statistic.

Leave-one-out sensitivity analyses were conducted on the meta-analyses 
of both primary outcomes to assess the robustness of the derived estimates. 
Each of the k-included studies was omitted in turn, and a meta-analysis was 
conducted based on the remaining (k − 1) studies. Any study that was sus-
pected of excessive influence was flagged as an influential study. Funnel plots 
were proposed for analyses of small-study effects for meta-analyses in which 
the number of identified studies reached the recommended minimum25 but 
were not conducted. No sub-group analyses were identified. All analysis was 
conducted using Stata statistical software (Version 17 I/C).29

Quality assessment
To support the rigour of this review, three approaches were implemented 
to evaluate the quality of included studies and associated PtDAs. First, the 
quality of PtDAs was evaluated using the six qualifying and six certification 
criteria of the IPDAS version four checklist,30 which are the minimum 
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standards for tools to be defined as a PtDA and deemed as adequate for 
patient use. As these criteria are designed for the evaluation of ‘full’ PtDAs, 
we excluded brief one- to two-page consultation/conversation aids from 
this assessment. Second, studies reporting an evaluation of PtDAs were 
assessed using the ‘Standards for UNiversal reporting of patient 
Decision Aid Evaluations’ (SUNDAE) checklist.31 A modified version of 
this checklist was used for PtDA development studies. The IPDAS and 
SUNDAE checklists were independently completed by two reviewers 
and disagreements were resolved through discussions with a third review-
er (E.H. and A.B./F.A.). To increase the consistency of the assessments, 
three response options were developed: yes, partially, and no (see 
Supplementary material online, Tables S8 and S9). Third, the studies in-
cluded in the meta-analyses were independently assessed by two re-
viewers (E.H. and F.A./J.S.) for risk of bias using either the Cochrane 
Risk of Bias 2 tool (RoB232) or the NHLBI Quality Assessment of 
Controlled Intervention Studies.33

Results
Figure 1 shows the search results for AS and PCI PtDAs combined. In 
summary, 10 studies were eligible and included in the review, which, 
in total, reported on the development or evaluation of 11 PtDAs. A fur-
ther 10 PtDAs were identified from a trial registry record and from on-
line PtDA repositories and relevant websites. Therefore, a total of 21 
PtDAs (11 AS and 10 CAD PtDAs) were included in this review. 
Results for the two groups of PtDAs are presented separately by con-
dition (A.S. and C.A.D.).

Patient decision aids for aortic stenosis
Availability of patient decision aids for aortic stenosis
The search identified 11 PtDAs designed for patients with AS consider-
ing TAVI (see Table 1 for an overview). Comparative treatment options 

included SAVR (n = 9) or symptom management (n = 2). Five PtDAs 
included the same content but were adapted for use by different 
age groups (MAGIC TAVI vs. SAVR PtDAs44–48). Patient decision 
aids were developed either in the USA (n = 5),34,38,39,41,43 Canada 
(n = 1),36,37 or by an international panel of experts (n = 5).44–48 All 
were written in English and seven were available in other languages 
(two in Spanish and French39,41 and five in Norwegian with translation 
of some sections available in 12 other languages44–48). Over half (n = 8) 
were web-based PtDAs34,36,38,44–48 and the other three were paper 
based.39,41,43 Five web-based PtDAs could be converted into a print-
able format.44–48 Three PtDAs were less than five years old36,38,41

but only one was publicly available,41 which also fully or partially 
achieved all 12 IPDAS quality criteria (see Quality of patient decision 
aids for aortic stenosis).

Characteristics of patient decision aids for aortic stenosis
The characteristics of eight PtDAs for AS were evaluated 
(Table 2).39,41,43–48 The remaining three were unavailable for evaluation 
due to website deactivation34 or ongoing development.36,38

Two types of PtDAs were identified: a PtDA booklet (eight pages) to 
be reviewed by the patient at home39,41 and an ‘encounter PtDA’ (pa-
per or web-based) to be used during the consultation with a health pro-
fessional.43–48 The type and presentation of information varied 
between PtDAs. One ‘encounter PtDA’ presented information about 
the risks and benefits of treatment options on a single page,43 whereas 
the other ‘encounter PtDAs’ were web based and required health pro-
fessionals to navigate between different sections to present the infor-
mation.44–48 All PtDAs included icon arrays to present the risks and 
benefits of treatment options. Patient stories were only included in 
the two booklet PtDAs.39,41 Three PtDAs incorporated an explicit va-
lues clarification method39,41,43 (i.e. determining what matters to 

Identification of studies or PtDAs via databases and registers

Records identified from:
CINAHL (EBSCO) n = 2792
MEDLINE (OVID) n = 2045
PsycInfo (ProQuest) n =1531
EMBASE (OVID) n = 766
Central (Cochrane) n = 188
Trial Registers n = 241
Total: 7563

Duplicates removed: 
n = 496

Identification of studies or PtDAs via other methods

Records identified from:
Websites/PtDA repositories (n = 22)
Citation search from trial registers (n =1)
Hand searching (n=1)
Total: n = 24

Title/abstracts screened 
n = 7067

Records excluded: 
n = 7022 

Full text screened: n = 33
Trial registry records 
screened: n = 12 
Total: n = 45

Total included:
Studies: n = 10 (7 identified from database and 3 from the ‘other methods’ searches)
PtDAs: n = 21 (11 identified from the included studies; 1 from trial registry records; 9 via ‘other methods’ searches)

Full-texts excluded: n = 26 
Ineligible study type: n = 3
Not a PtDA: n = 8
PtDA for a different decision: n = 10
Ineligible study outcome: n = 2
Qualitative study: n = 2
Ineligible PtDA: n = 1

Trial records excluded: n = 11 (n = 5 
linked to full-text articles; n = 4 no 
response from authors; n = 2 PtDA 
ineligible)
Total: n = 37
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Records assessed for 
eligibility: n = 24

Reports excluded: 
PtDA not eligible (n = 2) 
Duplicates (n = 10)

Total: n = 12

Included:
n = 3 studies, which reported on 3 PtDAs
n = 9 PtDAs

Included:
n = 7 studies, which reported 
on 8 PtDAs
n = 1 PtDA from a trial 
registry record

Figure 1 Preferred Reporting Items for Systematic Reviews and Meta-Analyses 2020 flow-diagram.26

564                                                                                                                                                                                             E. Harris et al.
D

ow
nloaded from

 https://academ
ic.oup.com

/eurjcn/article/23/6/561/7499593 by guest on 27 Septem
ber 2024

http://academic.oup.com/eurjcn/article-lookup/doi/10.1093/eurjcn/zvad138#supplementary-data


..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

T
ab

le
 1

O
ve

rv
ie

w
 o

f p
at

ie
nt

 d
ec

is
io

n 
ai

ds

P
tD

A
T

re
at

m
en

t 
op

ti
on

s
A

ut
ho

r(
s)

 a
nd

/o
r 

de
ve

lo
pi

ng
 

or
ga

ni
za

ti
on

D
at

e 
de

ve
lo

pe
d 

or
 u

pd
at

ed
C

ou
nt

ry
 a

nd
 

la
ng

ua
ge

Fo
rm

at
A

va
ila

bi
lit

y
So

ur
ce

 o
f 

id
en

ti
fic

at
io

n

P
tD

A
s 

fo
r 

ao
rt

ic
 s

te
no

si
s 

tr
ea

tm
en

t 
op

ti
on

s

A
D

VI
C

E:
 N

av
ig

at
in

g 
A

or
tic

 V
al

ve
 

Tr
ea

tm
en

t 
C

ho
ic

es
34

•
TA

VI

•
SA

VR

Br
en

na
n 

et
 a

l., 
D

uk
e 

U
ni

ve
rs

ity

20
17

U
SA

, E
ng

lis
h

W
eb

 b
as

ed
N

ot
 a

va
ila

bl
e:

 W
eb

sit
e 

de
ac

tiv
at

ed
.

Li
te

ra
tu

re
35

id
en

tifi
ed

 v
ia

 

on
lin

e 
so

ur
ce

sa

A
or

tic
 S

te
no

sis
 C

ho
ic

e 

(C
H

O
IC

E-
A

S)
36

,3
7

•
TA

VI

•
SA

VR

La
uc

k 
et

 a
l.37

O
ng

oi
ng

C
an

ad
a,

 E
ng

lis
h

W
eb

 b
as

ed
N

ot
 c

ur
re

nt
ly

 a
va

ila
bl

e.
 P

tD
A

 

de
ve

lo
pm

en
t 

an
d 

te
st

in
g 

st
ud

y 
on

go
in

g.
 C

on
ta

ct
 

au
th

or
s 

fo
r 

ac
ce

ss
.

O
nl

in
e 

so
ur

ce
sb

A
or

tic
 v

al
ve

 im
pr

ov
ed

 tr
ea

tm
en

t 

ap
pr

oa
ch

es
 (A

VI
TA

) t
oo

l38
•

N
o 

va
lv

e 
re

pl
ac

em
en

t 

(m
ed

ic
at

io
ns

/c
om

fo
rt

 
ca

re
)

•
TA

VI

•
SA

VR

Sh
ar

ed
 

D
ec

isi
on

-M
ak

in
g 

Re
so

ur
ce

s 

co
lla

bo
ra

tin
g 

w
ith

 

Ed
w

ar
d 

Li
fe

sc
ie

nc
es

O
ng

oi
ng

U
SA

, E
ng

lis
h

W
eb

 b
as

ed
N

ot
 c

ur
re

nt
ly

 a
va

ila
bl

e.
 P

tD
A

 

de
ve

lo
pm

en
t 

an
d 

pi
lo

t 
st

ud
y 

on
go

in
g.

 C
on

ta
ct

 

au
th

or
s 

fo
r 

ac
ce

ss
.

Tr
ia

l r
eg

ist
ry

 

N
C

T0
47

55
42

6

A
 d

ec
isi

on
 a

id
 fo

r 
tr

ea
tm

en
t 

op
tio

ns
 

fo
r 

se
ve

re
 a

or
tic

 s
te

no
sis

 (T
A

VI
 v

s. 
sy

m
pt

om
 m

an
ag

em
en

t)
39

•
Sy

m
pt

om
 m

an
ag

em
en

t 

(t
ak

in
g 

m
ed

ic
at

io
ns

 o
nl

y)

•
TA

VI

A
m

er
ic

an
 C

ol
le

ge
 o

f 

C
ar

di
ol

og
y

A
ug

us
t 

20
17

U
SA

, E
ng

lis
h,

 

Sp
an

ish
, F

re
nc

h

Ei
gh

t-
pa

ge
 

bo
ok

le
t 

(p
df

)

ht
tp

s:/
/w

w
w

.c
ar

di
os

m
ar

t.o
rg

/ 

as
se

ts
/d

ec
isi

on
-a

id
/ 

ch
oo

sin
g-

be
tw

ee
n-

ta
vr

- 

an
d-

sy
m

pt
om

-m
an

ag
em

en
t

Li
te

ra
tu

re
40

A
 d

ec
isi

on
 a

id
 fo

r 
tr

ea
tm

en
t 

op
tio

ns
 

fo
r 

se
ve

re
 a

or
tic

 s
te

no
sis

 fo
r 

pa
tie

nt
s 

de
ci

di
ng

 b
et

w
ee

n 
TA

VI
 a

nd
 

su
rg

er
y41

•
TA

VI

•
SA

VR

A
m

er
ic

an
 C

ol
le

ge
 o

f 

C
ar

di
ol

og
y

Ju
ly

 2
02

0
U

SA
, E

ng
lis

h,
 

Sp
an

ish
, F

re
nc

h

Ei
gh

t-
pa

ge
 

bo
ok

le
t 

(p
df

)

ht
tp

s:/
/w

w
w

.c
ar

di
os

m
ar

t.o
rg

/ 

as
se

ts
/d

ec
isi

on
-a

id
/ 

ch
oo

sin
g-

be
tw

ee
n-

ta
vr

- 
an

d-
su

rg
er

y

Li
te

ra
tu

re
40

,4
2

Se
ve

re
 A

or
tic

 S
te

no
sis

 D
ec

isi
on

 A
id

43
•

Sy
m

pt
om

 M
an

ag
em

en
t 

(P
al

lia
tiv

e 
ca

re
)

•
TA

VI

A
m

er
ic

an
 C

ol
le

ge
 o

f 
C

ar
di

ol
og

y
20

14
U

SA
, E

ng
lis

h
O

ne
-p

ag
e 

pd
f

ht
tp

s:/
/s

ha
re

dc
ar

di
ol

og
y.

or
g/

 
to

ol
s/

an
d 

av
ai

la
bl

e 
in

 

Fi
gu

re
 1

in
 p

ub
lis

he
d 

st
ud

y20

Li
te

ra
tu

re
20

TA
VI

 v
s. 

SA
VR

 fo
r p

at
ie

nt
s w

ith
 se

ve
re

 

sy
m

pt
om

at
ic

 a
or

tic
 s

te
no

sis
 a

t 
lo

w
 

to
 in

te
rm

ed
ia

te
 p

er
io

pe
ra

tiv
e 

ris
k:

 
fo

r 
pa

tie
nt

s 
ab

ov
e 

85
 y

ea
rs

 w
ith

 

se
ve

re
 s

ym
pt

om
at

ic
 a

or
tic

 s
te

no
sis

, 

at
 lo

w
 o

r i
nt

er
m

ed
ia

te
 p

er
io

pe
ra

tiv
e 

ris
k44

•
TA

VI

•
SA

VR

M
A

G
IC

 E
vi

de
nc

e 

Ec
os

ys
te

m
 

Fo
un

da
tio

n 
(B

M
J 

Ra
pi

dR
ec

s)

M
ay

 2
01

7
M

ul
tip

le
 c

ou
nt

rie
s, 

En
gl

ish
, 

N
or

w
eg

ia
n;

 
pa

rt
ia

l t
ra

ns
la

tio
n 

in
to

 1
2 

ot
he

r 

la
ng

ua
ge

s 
on

 
w

eb
sit

e

W
eb

 b
as

ed
 w

ith
 

op
tio

n 
to

 

cr
ea

te
 a

 
13

-p
ag

e 
pd

f

ht
tp

s:/
/a

pp
.m

ag
ic

ap
p.

or
g/

 

#
/g

ui
de

lin
e/

13
08

O
nl

in
e 

so
ur

ce
sa

TA
VI

 v
s. 

SA
VR

 fo
r p

at
ie

nt
s w

ith
 se

ve
re

 
sy

m
pt

om
at

ic
 a

or
tic

 s
te

no
sis

 a
t 

lo
w

 

to
 in

te
rm

ed
ia

te
 p

er
io

pe
ra

tiv
e 

ris
k:

 

fo
r p

at
ie

nt
s 7

5–
85

 y
ea

rs
 w

ith
 se

ve
re

 

•
TA

VI

•
SA

VR
M

A
G

IC
 E

vi
de

nc
e 

Ec
os

ys
te

m
 

Fo
un

da
tio

n 
(B

M
J 

Ra
pi

dR
ec

s)

M
ay

 2
01

7
M

ul
tip

le
 c

ou
nt

rie
s, 

En
gl

ish
, 

N
or

w
eg

ia
n;

 

pa
rt

ia
l t

ra
ns

la
tio

n 

W
eb

 b
as

ed
 w

ith
 

op
tio

n 
to

 

cr
ea

te
 a

 

13
-p

ag
e 

pd
f

ht
tp

s:/
/a

pp
.m

ag
ic

ap
p.

or
g/

 
#

/g
ui

de
lin

e/
13

08
O

nl
in

e 
so

ur
ce

sa

Co
nt

in
ue

d 

Cardiac patient decision aids                                                                                                                                                                         565
D

ow
nloaded from

 https://academ
ic.oup.com

/eurjcn/article/23/6/561/7499593 by guest on 27 Septem
ber 2024

https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-symptom-management
https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-symptom-management
https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-symptom-management
https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-symptom-management
https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-surgery
https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-surgery
https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-surgery
https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-surgery
https://sharedcardiology.org/tools/
https://sharedcardiology.org/tools/
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308


..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

T
ab

le
 1

 
C

on
ti

nu
ed

  

P
tD

A
T

re
at

m
en

t 
op

ti
on

s
A

ut
ho

r(
s)

 a
nd

/o
r 

de
ve

lo
pi

ng
 

or
ga

ni
za

ti
on

D
at

e 
de

ve
lo

pe
d 

or
 u

pd
at

ed
C

ou
nt

ry
 a

nd
 

la
ng

ua
ge

Fo
rm

at
A

va
ila

bi
lit

y
So

ur
ce

 o
f 

id
en

ti
fic

at
io

n

sy
m

pt
om

at
ic

 a
or

tic
 s

te
no

sis
 w

ho
 

ar
e 

at
 lo

w
 o

r 
in

te
rm

ed
ia

te
 

pe
rio

pe
ra

tiv
e 

ris
k45

in
to

 1
2 

ot
he

r 

la
ng

ua
ge

s 
on

 

w
eb

sit
e

TA
VI

 v
s. 

SA
VR

 fo
r p

at
ie

nt
s w

ith
 se

ve
re

 

sy
m

pt
om

at
ic

 a
or

tic
 s

te
no

sis
 a

t 
lo

w
 

to
 in

te
rm

ed
ia

te
 p

er
io

pe
ra

tiv
e 

ris
k:

 

fo
r 

pa
tie

nt
s 

ag
ed

 6
5 

to
 <

75
 y

ea
rs

 

an
d 

el
ig

ib
le

 fo
r t

ra
ns

fe
m

or
al

 T
A

VI
 o

r 
SA

VR
46

•
TA

VI

•
SA

VR

M
A

G
IC

 E
vi

de
nc

e 

Ec
os

ys
te

m
 

Fo
un

da
tio

n 
(B

M
J 

Ra
pi

dR
ec

s)

M
ay

 2
01

7
M

ul
tip

le
 c

ou
nt

rie
s, 

En
gl

ish
, 

N
or

w
eg

ia
n;

 

pa
rt

ia
l t

ra
ns

la
tio

n 

in
to

 1
2 

ot
he

r 
la

ng
ua

ge
s 

on
 

w
eb

sit
e

W
eb

 b
as

ed
 w

ith
 

op
tio

n 
to

 
cr

ea
te

 a
 

13
-p

ag
e 

pd
f

ht
tp

s:/
/a

pp
.m

ag
ic

ap
p.

or
g/

 

#
/g

ui
de

lin
e/

13
08

O
nl

in
e 

so
ur

ce
sa

TA
VI

 v
s. 

SA
VR

 fo
r p

at
ie

nt
s w

ith
 se

ve
re

 

sy
m

pt
om

at
ic

 a
or

tic
 s

te
no

sis
 a

t 
lo

w
 

to
 in

te
rm

ed
ia

te
 p

er
io

pe
ra

tiv
e 

ris
k:

 
fo

r 
pa

tie
nt

s 
ag

ed
 <

65
 y

ea
rs

 a
nd

 

el
ig

ib
le

 fo
r 

tr
an

sf
em

or
al

 T
A

VI
 o

r 

SA
VR

47

•
TA

VI

•
SA

VR

M
A

G
IC

 E
vi

de
nc

e 

Ec
os

ys
te

m
 

Fo
un

da
tio

n 
(B

M
J 

Ra
pi

dR
ec

s)

M
ay

 2
01

7
M

ul
tip

le
 c

ou
nt

rie
s, 

En
gl

ish
, 

N
or

w
eg

ia
n;

 
pa

rt
ia

l t
ra

ns
la

tio
n 

in
to

 1
2 

ot
he

r 

la
ng

ua
ge

s 
on

 
w

eb
sit

e

W
eb

 b
as

ed
 w

ith
 

op
tio

n 
to

 

cr
ea

te
 a

 
13

-p
ag

e 
pd

f

ht
tp

s:/
/a

pp
.m

ag
ic

ap
p.

or
g/

 

#
/g

ui
de

lin
e/

13
08

O
nl

in
e 

so
ur

ce
sa

TA
VI

 v
s. 

SA
VR

 fo
r p

at
ie

nt
s w

ith
 se

ve
re

 

sy
m

pt
om

at
ic

 a
or

tic
 s

te
no

sis
 a

t 
lo

w
 

to
 in

te
rm

ed
ia

te
 p

er
io

pe
ra

tiv
e 

ris
k 

w
ho

 c
an

no
t 

un
de

rg
o 

tr
an

sf
em

or
al

 

TA
VR

 b
ut

 c
an

 u
nd

er
go

 t
ra

ns
ap

ic
al

 

ap
pr

oa
ch

48

•
TA

VI

•
SA

VR

M
A

G
IC

 E
vi

de
nc

e 

Ec
os

ys
te

m
 

Fo
un

da
tio

n 
(B

M
J 

Ra
pi

dR
ec

s)

M
ay

 2
01

7
M

ul
tip

le
 c

ou
nt

rie
s, 

En
gl

ish
, 

N
or

w
eg

ia
n;

 
pa

rt
ia

l t
ra

ns
la

tio
n 

in
to

 1
2 

ot
he

r 

la
ng

ua
ge

s 
on

 
w

eb
sit

e

W
eb

-b
as

ed
 w

ith
 

op
tio

n 
to

 

cr
ea

te
 a

 
13

-p
ag

e 
pd

f

ht
tp

s:/
/a

pp
.m

ag
ic

ap
p.

or
g/

 

#
/g

ui
de

lin
e/

13
08

O
nl

in
e 

so
ur

ce
sa

P
tD

A
s 

fo
r 

ch
ro

ni
c 

co
ro

na
ry

 a
rt

er
y 

di
se

as
e 

tr
ea

tm
en

t 
op

ti
on

s

A
ng

in
a 

tr
ea

tm
en

t: 
st

en
ts

, d
ru

gs
, 

lif
es

ty
le

 c
ha

ng
es

—
W

ha
t's

 b
es

t?
49

•
M

ed
ic

at
io

ns

•
A

ng
io

pl
as

ty
 a

nd
 s

te
nt

 
pl

ac
em

en
t

•
En

ha
nc

ed
 e

xt
er

na
l 

co
un

te
r-

pu
lsa

tio
n 

(E
EC

P)
 

th
er

ap
y

•
Li

fe
st

yl
e 

ch
an

ge
s

M
ay

o 
C

lin
ic

M
ay

 2
02

1
U

SA
, E

ng
lis

h
W

eb
 b

as
ed

ht
tp

s:/
/w

w
w

.m
ay

oc
lin

ic
.o

rg
/ 

di
se

as
es

-c
on

di
tio

ns
/ 

co
ro

na
ry

-a
rt

er
y-

di
se

as
e/

in
- 

de
pt

h/
an

gi
na

-t
re

at
m

en
t/ 

ar
t-

20
04

62
40

O
nl

in
e 

so
ur

ce
sc

A
ng

in
a:

 t
re

at
m

en
t 

op
tio

ns
, O

pt
io

n 

G
rid

™
50

•
M

ed
ic

al
 m

an
ag

em
en

t

•
St

en
tin

g 
(a

ng
io

pl
as

ty
)

O
pt

io
n 

G
rid

 

C
ol

la
bo

ra
tiv

e

20
15

/1
6

U
SA

, E
ng

lis
h

W
eb

 b
as

ed
O

ut
 o

f d
at

e:
 n

o 
lo

ng
er

 

av
ai

la
bl

e.

Li
te

ra
tu

re
51

C
he

st
 p

ai
n 

(s
ta

bl
e 

an
gi

na
) t

re
at

m
en

t 

op
tio

ns
, O

pt
io

n 
G

rid
™

52
•

N
on

-in
va

siv
e 

tr
ea

tm
en

t 
D

yn
aM

ed
 D

ec
isi

on
s, 

EB
SC

O
 H

ea
lth

D
ec

em
be

r 
20

21
. 

U
pd

at
ed

 w
he

n 

U
SA

, E
ng

lis
h

W
eb

 b
as

ed
 w

ith
 

op
tio

n 
to

 

N
ot

 p
ub

lic
ly

 a
va

ila
bl

e.
 C

on
ta

ct
 

O
nl

in
e 

so
ur

ce
sd

Co
nt

in
ue

d 

566                                                                                                                                                                                             E. Harris et al.
D

ow
nloaded from

 https://academ
ic.oup.com

/eurjcn/article/23/6/561/7499593 by guest on 27 Septem
ber 2024

https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://www.mayoclinic.org/diseases-conditions/coronary-artery-disease/in-depth/angina-treatment/art-20046240
https://www.mayoclinic.org/diseases-conditions/coronary-artery-disease/in-depth/angina-treatment/art-20046240
https://www.mayoclinic.org/diseases-conditions/coronary-artery-disease/in-depth/angina-treatment/art-20046240
https://www.mayoclinic.org/diseases-conditions/coronary-artery-disease/in-depth/angina-treatment/art-20046240
https://www.mayoclinic.org/diseases-conditions/coronary-artery-disease/in-depth/angina-treatment/art-20046240


..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

..
..

T
ab

le
 1

 
C

on
ti

nu
ed

  

P
tD

A
T

re
at

m
en

t 
op

ti
on

s
A

ut
ho

r(
s)

 a
nd

/o
r 

de
ve

lo
pi

ng
 

or
ga

ni
za

ti
on

D
at

e 
de

ve
lo

pe
d 

or
 u

pd
at

ed
C

ou
nt

ry
 a

nd
 

la
ng

ua
ge

Fo
rm

at
A

va
ila

bi
lit

y
So

ur
ce

 o
f 

id
en

ti
fic

at
io

n

(m
ed

ic
in

es
, l

ife
st

yl
e 

ch
an

ge
s)

•
In

va
siv

e 
tr

ea
tm

en
t 

(s
te

nt
 

or
 b

yp
as

s 
su

rg
er

y)

ne
w

 r
el

ev
an

t 
sc

ie
nt

ifi
c 

ev
id

en
ce

 

be
co

m
es

 a
va

ila
bl

e

cr
ea

te
 a

 4
-p

ag
e 

pd
f

EB
SC

O
 H

ea
lth

 fo
r 

co
st

 
(w

w
w

.e
bs

co
.c

om
).

C
O

N
N

EC
T:

 C
O

ro
N

ar
y 

aN
gi

op
la

st
y 

dE
C

isi
on

 T
oo

l53
•

M
ed

ic
in

es
 o

nl
y

•
C

or
on

ar
y 

an
gi

og
ra

m
 t

es
t 

an
d 

tr
ea

tm
en

t 
w

ith
 

co
ro

na
ry

 a
ng

io
pl

as
ty

, i
f 

be
ne

fic
ia

l, 
A

N
D

 
m

ed
ic

in
es

H
ar

ris
 e

t a
l.54

Fe
br

ua
ry

 2
02

1
U

K
, En

gl
ish

W
eb

 b
as

ed
N

ot
 c

ur
re

nt
ly

 p
ub

lic
ly

 

av
ai

la
bl

e.
 R

an
do

m
iz

ed
 

fe
as

ib
ilit

y 
st

ud
y 

on
go

in
g.

 

C
on

ta
ct

 a
ut

ho
rs

 fo
r 

ac
ce

ss
.

Li
te

ra
tu

re
54

C
or

on
ar

y 
ar

te
ry

 d
ise

as
e:

 W
ha

t 
tr

ea
tm

en
t 

w
ou

ld
 y

ou
 p

re
fe

r?
55

•
M

ed
ic

in
es

 o
nl

y

•
A

ng
io

pl
as

ty
 (s

te
nt

)

•
By

pa
ss

 s
ur

ge
ry

D
uk

e 
U

ni
ve

rs
ity

 M
ed

ic
al

 

C
en

te
r c

lin
ic

ia
ns

 a
nd

 

H
ea

lth
w

ise

20
15

U
SA

, E
ng

lis
h

W
eb

 b
as

ed
; 

ei
gh

t-
pa

ge
 

pa
pe

r 
ve

rs
io

n 

av
ai

la
bl

e 
w

ith
in

 
pu

bl
ic

at
io

n

W
eb

 v
er

sio
n:

 a
cc

es
s u

nk
no

w
n.

 
Pa

pe
r 

ve
rs

io
n 

sh
ow

n 
in

 t
he

 

su
pp

le
m

en
ta

ry
 m

at
er

ia
li

n 

pu
bl

ish
ed

 s
tu

dy
56

Li
te

ra
tu

re
56

D
ec

id
in

g 
w

ha
t 

to
 d

o 
ab

ou
t 

st
ab

le
 

an
gi

na
57

•
Li

fe
st

yl
e 

ch
an

ge
s

•
M

ed
ic

al
 t

re
at

m
en

t

•
Re

va
sc

ul
ar

iz
at

io
n 

(a
ng

io
pl

as
ty

 o
r 

co
ro

na
ry

 

ar
te

ry
 b

yp
as

s 
gr

af
t)

N
H

S 
En

gl
an

d 
Va

le
 o

f 

Yo
rk

 C
lin

ic
al

 

C
om

m
iss

io
ni

ng
 

G
ro

up

Ja
nu

ar
y 

20
17

U
K

, E
ng

lis
h

N
in

e-
pa

ge
 p

df
ht

tp
s:/

/w
w

w
.v

al
eo

fy
or

kc
cg

. 

nh
s.u

k/
rs

s/
ho

m
e/

pa
tie

nt
- 

de
ci

sio
n-

m
ak

in
g/

sh
ar

ed
- 

de
ci

sio
n-

m
ak

in
g/

O
nl

in
e 

so
ur

ce
se

PC
I C

ho
ic

e:
 C

la
ss

 I/
II 

St
ab

le
 A

ng
in

a58
•

M
ed

ic
in

es
 a

lo
ne

•
M

ed
ic

in
es

 +
 st

en
ts

M
ay

o 
Fo

un
da

tio
n 

fo
r 

M
ed

ic
al

 E
du

ca
tio

n 

an
d 

Re
se

ar
ch

20
12

U
SA

, E
ng

lis
h

Tw
o-

pa
ge

 p
df

ht
tp

s:/
/c

ar
et

ha
tfi

ts
.o

rg
/p

ci
- 

ch
oi

ce
/

Li
te

ra
tu

re
59

,6
0

PC
I C

ho
ic

e:
 C

la
ss

 II
I S

ta
bl

e 
A

ng
in

a61
•

M
ed

ic
in

es
 a

lo
ne

•
M

ed
ic

in
es

 +
 st

en
ts

M
ay

o 
Fo

un
da

tio
n 

fo
r 

M
ed

ic
al

 E
du

ca
tio

n 
an

d 
Re

se
ar

ch

20
12

U
SA

, E
ng

lis
h

Tw
o-

pa
ge

 p
df

ht
tp

s:/
/c

ar
et

ha
tfi

ts
.o

rg
/p

ci
- 

ch
oi

ce
/

Li
te

ra
tu

re
59

,6
0

Sh
ou

ld
 I 

ha
ve

 a
ng

io
pl

as
ty

 fo
r 

st
ab

le
 

ch
es

t 
an

gi
na

?62
•

Ta
ke

 m
ed

ic
in

es
 a

nd
 h

av
e 

a 
he

al
th

y 
lif

es
ty

le

•
A

ng
io

pl
as

ty
, a

lo
ng

 w
ith

 

ta
ki

ng
 m

ed
ic

in
es

 a
nd

 
ha

vi
ng

 a
 h

ea
lth

y 
lif

es
ty

le

H
ea

lth
w

ise
U

pd
at

ed
 2

02
2

U
SA

, E
ng

lis
h

W
eb

-b
as

ed
 w

ith
 

op
tio

n 
to

 

cr
ea

te
 a

 

19
-p

ag
e 

‘p
rin

te
r 

fr
ie

nd
ly

’ 

ve
rs

io
n

ht
tp

s:/
/d

ec
isi

on
ai

d.
oh

ri.
ca

/ 
A

zs
um

m
.p

hp
?ID

=
12

02

Li
ce

nc
e 

re
qu

ire
d 

fo
r 

di
st

rib
ut

io
n 

to
 p

at
ie

nt
s 

or
 

co
ns

um
er

s.

Li
te

ra
tu

re
63 Co

nt
in

ue
d 

Cardiac patient decision aids                                                                                                                                                                         567
D

ow
nloaded from

 https://academ
ic.oup.com

/eurjcn/article/23/6/561/7499593 by guest on 27 Septem
ber 2024

https://www.ebsco.com
http://academic.oup.com/eurjcn/article-lookup/doi/10.1093/eurjcn/zvad138#supplementary-data
https://www.valeofyorkccg.nhs.uk/rss/home/patient-decision-making/shared-decision-making/
https://www.valeofyorkccg.nhs.uk/rss/home/patient-decision-making/shared-decision-making/
https://www.valeofyorkccg.nhs.uk/rss/home/patient-decision-making/shared-decision-making/
https://www.valeofyorkccg.nhs.uk/rss/home/patient-decision-making/shared-decision-making/
https://carethatfits.org/pci-choice/
https://carethatfits.org/pci-choice/
https://carethatfits.org/pci-choice/
https://carethatfits.org/pci-choice/
https://decisionaid.ohri.ca/Azsumm.php?ID=1202
https://decisionaid.ohri.ca/Azsumm.php?ID=1202


patients about a given health decision by using an approach that re-
quires interaction12). The method in the two booklet PtDAs invited pa-
tients to write their hopes and concerns for the treatment options and 
any questions for their doctor and family.39,41 The one-page ‘encounter 
PtDA’ invited patients to verbally respond to the question during a con-
sultation, about what was important to them about their treatment.43

This was the only PtDA to invite patients to indicate their preferred 
treatment. The readability score was not reported for any PtDA. 
Two PtDAs did not report their development method.39,41

Quality of patient decision aids for aortic stenosis
Seven PtDAs39,41,44–48 were included for quality appraisal using the re-
commended IPDAS checklist (‘encounter PtDAs’ were excluded43). 
Results are summarized in Table 2 (full evaluation in Supplementary 
material online, Table S10). To ‘qualify’ as a PtDA, six IPDAS criteria 
need to be achieved; only the two booklet PtDAs fulfilled these.39,41

In total, the PtDAs fulfilled between 67% and 92% (median 67%) of 
all 12 IPDAS criteria. Two IPDAS criteria were not achieved by all 
PtDAs: ‘describes the condition related to the decision’ and ‘the level 
of uncertainty around outcome probabilities’ (i.e. the likelihood of an 
adverse or positive outcome occurring following treatment).

Patient decision aids for chronic coronary 
artery disease
Availability of patient decision aids for coronary artery 
disease
Ten PtDAs designed for patients with chronic CAD considering PCI 
were identified (Table 1). The comparative treatment options pre-
sented were medical therapy (n = 10), lifestyle changes (n = 4), and cor-
onary artery bypass graft (CABG) surgery (n = 4). The two ‘PCI 
Choice’ PtDAs58,61 included the same content but adapted the risks/ 
benefits probabilities for either Class I/II or Class III stable angina. 
Eight PtDAs were developed in the USA49,50,52,55,58,61,62,64 and two 
in the UK,53,57 and all were only available in English. Six were web-based 
PtDAs49,50,52,53,55,62 and four were paper based57,58,61,64 (one also in-
cluded a 20-min DVD64). One web-based PtDA had a paper-based ver-
sion55 and two others could be converted into a printable format.52,62

Four PtDAs were less than five years old49,52,53,62 but only one was 
publicly available.49 This PtDA49 fulfilled only five of the 12 IPDAS 
criteria.

Characteristics of patient decision aids for coronary artery 
disease
The characteristics of seven PtDAs for chronic CAD were evaluated 
(Table 2).49,53,55,57,58,61,62 The remaining three were unavailable for 
evaluation.50,52,64

The type of PtDA, approach, and time point of use in the patient 
journey varied. Two were short paper-based ‘encounter PtDAs’ (PCI 
Choice58,61) to be used by the doctor with the patient in a consultation 
prior to diagnostic cardiac catheterization. Three web-based 
PtDAs53,62 (one had a paper version option55) could be reviewed by 
patients either at home or whilst in hospital before the procedure. 
One paper-based PtDA could be used either pre-consultation or dur-
ing the consultation.57 Details about the delivery of one web-based 
PtDA were absent.49 The design of PtDAs varied from a basic table 
comparing treatments with the use of multi-media to explain health 
conditions, treatment options, and procedures. Treatment risks and 
benefits were presented using a wide range of approaches. All but 
two49,57 included icon arrays to convey the likelihood of risks and ben-
efits. One PtDA49 omitted the major risks associated with PCI. Patient 
stories/scenarios were included in two PtDAs.53,62 Two PtDAs in-
cluded explicit value clarification methods: a rating scale62 and 
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completion of questions about what matters to them and their con-
cerns.53 Five PtDAs invited patients to indicate their preferred treat-
ment.53,55,58,61,62 A personalized summary of patients’ responses 
could be generated in two web-based PtDAs.53,62 The readability level 
was not stated within any PtDA, although associated publications for 
two PtDAs reported the target reading age as eighth grade (age 13– 
14 years).54,56 Development information was published, in varying de-
tail, for some PtDAs,53,55,58,61 two omitted this information,49,57 whilst 
brief details about the development of clinical content were described 
for the remainder on the developers’ websites.62

Quality of patient decision aids for coronary artery disease
Five PtDAs49,53,55,57,62 were included for quality appraisal (two ‘en-
counter PtDAs’ were excluded58,61; Table 2). Three PtDAs53,55,62 com-
pletely fulfilled the six IPDAS ‘qualify’ criteria (see Supplementary 
material online, Table S10). In total, the five PtDAs fulfilled between 
42% and 100% (median 75%) of all 12 IPDAS criteria. Two 
PtDAs53,62 fully or partially achieved all 12 IPDAS criteria but are not 
currently publicly available to patients. The IPDAS criteria least fulfilled 
across the PtDAs were ‘providing information about the funding 
source’, ‘the updated policy’, and ‘the level of uncertainty around out-
come probabilities’.

Overview of included studies
Table 3 provides an overview of the 10 studies included in the review 
(full details in Supplementary material online, Table S1). One study 
was conducted in the UK54 and the remainder in the USA. Three 
reported on PtDA development and acceptability testing,35,54,59

and seven evaluated PtDA effectiveness in either an RCT42,60 or a 
quasi-experimental design.20,40,51,56,63

Studies reporting the development/acceptability of patient 
decision aids
One study35 described the development of a PtDA for AS (TAVI vs. 
SAVR34) that is no longer available, and two studies54,59 described the 
development and acceptability of PtDAs for chronic CAD (PCI vs. med-
icines only; PCI Choice58,61 and CONNECT53). The systematic method 
of PtDA development recommended by IPDAS was implemented in the 
two CAD PtDA studies,54,59 but only the CONNECT development 
study54 cited a theory underpinning the methodology (i.e. Ottawa 
Decision Support Framework65). Patients and/or healthcare profes-
sionals were involved in either providing feedback or user testing 
PtDAs across all development studies.35,54,59 Methods included 
semi-structured interviews,35 cognitive interviews,54 video and telecon-
ference calls,35,54 focus groups,54,59 and observations.59 Participant 
demographics were only reported in the CONNECT PtDA study, 
which was the only study that assessed health literacy levels with 71% 
of participants scoring ‘adequate’ on the Brief Health Literacy Screen.54

Studies evaluating the effectiveness of patient decision aids
Three AS PtDAs39,41,43 and seven PtDAs for chronic CAD50,55,58,61,62,64

were evaluated across seven studies.20,40,42,51,56,60,63 Sample size ranged 
from 12 to 203 participants. Most participants were White and had an ad-
vanced level of education (i.e. completed college). A variety of decision- 
making processes and decisional quality outcomes were assessed, 
including, patient satisfaction, treatment preference, patient-centred com-
munication, involvement in SDM, decisional conflict, and knowledge level. 
Two20,56out of four studies that measured the SDM process (via the 
OPTION Scale66 or Control Preferences Scale67) showed a significant im-
provement after using a PtDA for AS (TAVI or symptom management/ 
palliative care43) and CAD (PCI, medical therapy, or CABG55). High scores 
for patient satisfaction, patient-centred communication (measured using 
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CollaboRATE68), and the Preparation for Decision-making Scale69 were 
reported after PtDA use for both AS and chronic CAD treat-
ments.20,40,42,63 Patients’ treatment preference, treatment delivered, or 
treatment concordance with patient preferences did not significantly 
change in any study.42,51,56 Cardiologists in two studies felt that they al-
ready performed SDM consistently and that PtDAs were poorly under-
stood by patients and negatively impacted on consultations.20,60 Most 
patients preferred a DVD- or booklet-formatted PtDAs than web-based 
formats.56,63

Quality of studies
The 26-item SUNDAE checklist was used to evaluate the quality of 
reporting for all included studies, with results summarized in Table 3
(full evaluation in Supplementary material online, Table S12). Across 
the studies, between 50% and 89% (median 73%) of the SUNDAE cri-
teria were completely fulfilled. Two of the three development studies 

either fully, or partially, satisfied all applicable SUNDAE.54,59 No evalu-
ation study achieved all 26 criteria. One criterion (Item 18) was only 
fully achieved by one study,40 because the other six evaluation 
studies used a bespoke patient knowledge questionnaire, which had 
not undergone psychometric testing. Nine SUNDAE criteria were 
achieved by all studies. The criteria least consistently achieved were 
those related to the methods and results sections (e.g. ‘description of 
the development process’, ‘PtDA fidelity’, ‘process evaluation’, and ‘the-
ories/models used to guide the study design and selection of evaluation 
measures’).

Meta-analyses
All six evaluation studies were assessed for inclusion in meta-analyses. 
Usable post-test data for patient knowledge and decisional conflict 
scores were obtained from four studies, with a total sample of 476 par-
ticipants,20,42,56,60 evaluating two PtDAs for AS39,41 and three for 

Figure 2 Forest plot for the meta-analysis of patient knowledge scores.

Figure 3 Forest plot for meta-analysis of decisional conflict scores.
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chronic CAD.55,58,61 Variation in the PtDAs and the patient groups 
across the four studies necessitated the use of standardized measures 
in the meta-analyses. Leave-one-out sensitivity analyses revealed no in-
dividual study to be exerting excessive influence on either meta-analysis 
(see Supplementary material online).

Patient knowledge
Patient knowledge of treatment options was significantly greater in the 
PtDA groups compared with usual care in all four studies.20,42,56,60 The 
meta-analysis determined that the synthesized estimate of the standar-
dized mean difference in knowledge scores (PtDA—usual care) was 
0.620 (95% CI 0.396–0.845), favouring the PtDA over usual care 
groups. A Z-test of the standardized mean effect indicated strong 
evidence at the 5% significance level for a non-zero effect (Z = 5.42; 
P < 0.001). Cochran’s χ2 test for heterogeneity indicated no evidence 
for statistical heterogeneity (χ2

(3) = 4.12; P = 0.248). The I2 statistic 
was 27.3%, which may indicate low levels of heterogeneity. Data are 
summarized in Figure 2.

Decisional conflict
Decisional conflict (measured by the validated SURE score70 or 
Decisional Conflict Scale71) was not significantly different between 
PtDA and usual care groups in all four studies.20,42,56,60 However, the 
‘informed’ subscale of the Decisional Conflict Scale score was signifi-
cantly lower (i.e. favourable) in the PtDA groups compared with usual 
care.56,60 The meta-analysis determined that the synthesized estimate 
of the standardized mean difference in decisional conflict (PtDA—usual 
care) was −0.159 (95% CI −0.339 to 0.022). A Z-test of the standar-
dized mean effect revealed no evidence for a non-zero effect (Z =  
−1.717; P = 0.086). Cochran’s χ2 test for heterogeneity indicated no 
evidence for statistical heterogeneity (χ2

(3) = 0.47; P = 0.925). The I2 

statistic was 0.00%, indicating that heterogeneity might not be import-
ant. Data are summarized in Figure 3.

Risk of bias
The RoB2 tool32 was used to evaluate potential bias in the two 
randomized controlled studies42,60 with results indicating ‘some con-
cerns’ (Figure 4). The two non-randomized studies20,56 were 
evaluated using the NHLBI Quality Assessment of Controlled 
Intervention Studies and were rated as ‘fair quality’, indicating suscep-
tibility to ‘some bias’.33

Discussion
Patient decision aids are evidence-based tools known to be effective in 
improving the quality of SDM to help patients receive care that is ‘right’ 
for them. Patients who use PtDAs are more knowledgeable, informed, 
and involved, have more accurate risk perceptions, and are more con-
fident in their treatment decision and clearer about their health goals 
and treatment preferences.18 This benefits patients because those 
who are more active in making treatment decisions tend to have better 
health outcomes and are more satisfied with their care.72 Within car-
diology, many patients with AS and chronic CAD have unresolved de-
cisional needs and require support when considering treatment with 
TAVI and planned PCI, respectively.14–17 Patient decision aids offer a 
potential solution but cardiology teams’ lack of awareness of available 
high-quality PtDAs is a barrier to implementation.21

To the best of our knowledge, this review makes a useful contribu-
tion to the research literature as the first study to systematically identify 
and evaluate the availability, characteristics, and quality of PtDAs used 
to support SDM for AS and chronic CAD. We also report on the ef-
fectiveness of TAVI PtDAs to improve decisional quality, which extends 
an existing meta-analysis on SDM in cardiology settings that did not 
include this common interventional procedure.22 These findings, com-
bined with our narrative summary of PtDA evaluation and develop-
ment studies, provide a comprehensive international overview of AS 
and CAD PtDAs to inform cardiology practice.

Patient decision aid availability and quality
Our findings on the availability of PtDAs (Table 1) provide a valuable ref-
erence for cardiology teams and make an important contribution to the 
international literature. For the first time, internationally accepted qual-
ity criteria were used to evaluate the quality of AS and CAD PtDAs. We 
identified 21 PtDAs, but only one AS41 and one CAD PtDA49 were less 
than 5 years old and currently publicly available for patient distribution. 
However, only the AS PtDA was rated as high-quality having fulfilled all 
quality criteria. Given that SDM is recommended in clinical guidelines 
and health policy,5,6,9,10 this lack of publicly available high-quality AS 
and CAD PtDAs is a significant finding that has not previously been re-
ported. Overall, PtDAs scored poorly on criteria that address poten-
tially harmful bias, which is consistent with reviews of cancer 
PtDAs.23 This highlights that information concerning the uncertainty 
of treatment options, funding sources and updated policies, requires 
improvement. Doctors may be reluctant to discuss uncertainties 
around treatment outcomes, as they believe this will be viewed as in-
competence73 and will reduce patient trust and satisfaction with 
care.74 Yet, from a patient perspective, higher levels of trust in 

D1 D2 D3 D4 D5 Overall

Coylewright 
et al. 2016

Valentine
et al. 2022

+

+ + + ! ! !

+ + ! ! !

Low risk

Some concerns

D1 Randomization process
D2 Deviations from the intended interventions
D3 Missing outcome data
D4 Measurement of the outcome
D5 Selection of the reported result

Figure 4 Risk of bias summary using the Cochrane RoB2 tool.
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cardiologists are associated with feeling listened to and involved in de-
cisions about their health and treatments.75 Having an open and honest 
dialogue is valued by heart disease patients.76 Increasing cardiology 
teams’ awareness about patients’ communication preferences and add-
itional SDM skills may improve this important element of SDM.77

Patient decision aid accessibility
The PtDAs identified in this review had different designs, formats, and 
delivery approaches. There was a lack of consensus about the optimum 
characteristics for AS and CAD PtDAs. Potentially, this might be be-
cause patients’ and cardiology teams’ preferences varied; a view con-
firmed in this review.54,56,63 A recent meta-analysis reported that the 
PtDA format (e.g. paper, computer, and web based) had no impact 
on effectiveness for improving SDM in cardiology settings.22 Our re-
sults corroborate this finding; patient knowledge and some aspects of 
the SDM process (patient perception of SDM and integration of 
SDM in consultations) were significantly improved in two studies des-
pite using PtDAs with different formats20,56: a printed one-page 
within-consultation ‘encounter PtDA’ for AS43 and a web-based pre- 
consultation PtDA for CAD.55 This suggests that a paper-based 
PtDA may be as effective as a more sophisticated digital version. 
However, additional research is required to corroborate this finding gi-
ven the paucity of studies. We suggest that paper versions of PtDAs 
could be made routinely available, as a minimum, to support SDM for 
two reasons. First, 6–7% of adults in the USA78 and the UK79 have 
never used the internet. Second, it is recognized that the introduction 
of digital interventions can potentially widen health inequalities.80

The overall quality of reporting, in both AS and CAD PtDA develop-
ment and evaluation studies, was good, according to the recommended 
SUNDAE criteria. The aims, rationale, explanation of the PtDA and 
study methods, and implications for practice and research were com-
prehensively described in most studies. However, most studies did 
not measure PtDA fidelity or explore potential mechanisms for 
their effect on decision outcomes. The demographics of patients 
involved in the development and/or evaluation studies were 
either unknown,35,59 under-reported,40,51 or predominantly White, 
English-speaking people educated to high school level or high-
er.20,42,54,56,60,63 Furthermore, readability levels were not reported in 
any PtDA, although the target reading age for two CAD PtDAs was re-
ported as 13–14 years in associated publications.54,56 These findings are 
significant because it is unclear how relevant and accessible existing AS 
and CAD PtDAs are for under-represented populations, which makes 
it challenging for cardiology teams to evaluate their appropriateness 
and usefulness within their clinical setting. Since patient–healthcare pro-
fessional communication has the potential to reduce or increase health 
disparities,81 it is important that the development and testing of PtDAs 
involve patients from diverse backgrounds.

Comparisons with other meta-analyses
Our meta-analyses found significantly improved levels of patient knowl-
edge following the use of two AS PtDAs39,41 and three CAD 
PtDAs,55,58,61 compared with usual care. This finding is consistent 
with a recent meta-analysis of cardiology PtDAs.22 However, our 
meta-analysis found no significant difference in decisional conflict be-
tween PtDA and usual care groups, in contrast to other reviews.18,22

There are several potential explanations for this finding. The five 
PtDAs41,43,55,58,61 evaluated may have limited function in eliciting pre-
ferences. Decisional conflict may have already been low in participants 
at baseline and/or in usual care groups7,47,64,75 or the measure may have 
a ceiling effect. Another explanation relates to educational attainment. 
A large proportion of participants across the four studies had achieved 
a high-school education level or higher, which is known to be associated 
with lower decisional conflict.82

Although not included in our meta-analysis due to heterogeneity of 
study designs, outcome measures indicating the quality of the decision- 
making process were significantly greater following the use of PtDAs 
across some20,40,42,56,63 but not all studies,51,60 and no negative out-
comes were reported. The inconsistent findings might be explained 
by differences are study designs, outcomes, measurement instruments, 
and the PtDAs themselves. Given the wide variety of measures used to 
evaluate the quality of SDM, consensus on the most appropriate is 
recommended.

Implementation of patient decision aids in 
clinical practice
None of the PtDAs were evaluated in a large-scale randomized con-
trolled trial that appeared to be sufficiently powered with a low risk 
of bias, possibly due to difficulties with recruitment and/or PtDA imple-
mentation. Several factors influence the successful implementation of 
PtDAs; a PtDA that is too complex or competes with existing practice 
is unlikely to be used.77 Involvement and commitment from senior lead-
ership and the clinical teams are an enabler to the use of PtDAs as is the 
engagement of the family and significant others.77 Successful strategies 
to integrate PtDAs into clinical settings include training the entire car-
diology team, linking PtDA outcomes with organizational priorities, 
proactively encouraging patients to engage with the PtDA, and reflect-
ing on existing pathways to identify opportunities for PtDA use and 
SDM conversations.77 The latter strategy could be particularly useful 
for elective PCI where the timing of PtDA delivery is challenging be-
cause diagnosis and treatment often occur together in the same pro-
cedure.83 Providing PtDAs and seeking patients’ treatment 
preferences and goals earlier in the severe AS pathway should be 
considered.13

Strengths and limitations
We comprehensively and systematically searched multiple databases, 
trial registers, and 30 online sources to identify AS and CAD PtDAs 
and their development and evaluation studies. However, we may not 
have identified all eligible PtDAs and six were not available so an evalu-
ation of their characteristics and quality was not possible. The wide 
range of measurement instruments used to evaluate the quality of 
SDM limited the number of meta-analyses conducted and made cross 
study comparisons challenging. Nevertheless, this review provides a 
high-quality international review of AS and CAD PtDAs.

Conclusions
A diverse range of AS and CAD PtDAs has been developed over the 
past 16 years, but few are up to date and currently available. To increase 
the transparency around PtDA quality and effectiveness, information 
about the uncertainty of treatment outcomes, funding sources and fu-
ture updates should be added. The ‘voice’ of underserved populations 
and those with low health literacy levels is needed in the development 
or evaluation of PtDAs as to date, this has been lacking. Paper-based 
versions of digital PtDAs should be available to avoid widening health 
inequalities associated with the digital divide. We recommend that car-
diology teams use the most up-to-date and highest-quality PtDAs avail-
able. We concluded that patients who use PtDAs when considering 
treatments for AS or chronic CAD are likely to be better informed 
than those who do not.

Supplementary material
Supplementary material is available at European Journal of Cardiovascular 
Nursing online.
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32. Sterne JAC, Savović J, Page MJ, Elbers RG, Blencowe NS, Boutron I, et al. Rob 2: a revised 
tool for assessing risk of bias in randomised trials. BMJ 2019;366:l4898.

33. NHLBI Risk Assessment Work Group. Assessing cardiovascular risk systematic evidence 
review from the risk assessment work group. Bethesda, MD: National Heart, Lung, and 
Blood Institute; 2013.

34. Duke University. ADVICE: Navigating Aortic Valve Treatment Choices. https://www. 
pcori.org/research-results/2013/comparing-two-treatments-aortic-valve-disease

35. Brennan JM, Dokholyan RS, Graham F, Thomas L, Cohen DJ, Shahian D, et al. Comparing 
two treatments for aortic valve disease. Washington, DC, USA: Patient-Centered 
Outcomes Research Institute (PCORI): Duke University; 2020. doi: 10.25302/08.2020. 
CER-1306-04350

36. Lauck S, Borregaard B, Lewis K, De Souza I. Aortic Stenosis Choice (CHOICE-AS).
37. Lauck S, Borregaard B, Lewis K, De Souza I. Implementation of shared decision-making 

for aortic stenosis: development of a patient decision aid. Eur J Cardiovasc Nurs 2021;20: 
zvab060.027.

38. Col N. Aortic valve improved treatment approaches (AVITA) tool. https://classic. 
clinicaltrials.gov/ct2/show/NCT04755426

39. American College of Cardiology. A decision aid for treatment options for severe aortic 
stenosis (TAVI vs Symptom Management). https://www.cardiosmart.org/assets/ 
decision-aid/choosing-between-tavr-and-symptom-management

580                                                                                                                                                                                             E. Harris et al.
D

ow
nloaded from

 https://academ
ic.oup.com

/eurjcn/article/23/6/561/7499593 by guest on 27 Septem
ber 2024

https://www.pcori.org/research-results/2013/comparing-two-treatments-aortic-valve-disease
https://www.pcori.org/research-results/2013/comparing-two-treatments-aortic-valve-disease
https://doi.org/10.25302/08.2020.CER-1306-04350
https://doi.org/10.25302/08.2020.CER-1306-04350
https://classic.clinicaltrials.gov/ct2/show/NCT04755426
https://classic.clinicaltrials.gov/ct2/show/NCT04755426
https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-symptom-management
https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-symptom-management


40. Einfeld K. Implementation of peer support and shared decision-making aids for the transcath-
eter aortic valve replacement population. Boise, Idaho, USA: Boise State University, School 
of Nursing; 2020.

41. American College of Cardiology. A decision aid for treatment options for severe aortic 
stenosis for patients deciding between TAVI and surgery. https://www.cardiosmart.org/ 
assets/decision-aid/choosing-between-tavr-and-surgery

42. Valentine KD, Marques F, Selberg A, Flannery L, Langer N, Inglessis I, et al. Impact of de-
cision aid on decision-making of patients with severe aortic stenosis: randomized pilot 
study. JSCAI 2022;1:100025.

43. American College of Cardiology. Severe Aortic Stenosis Decision Aid. https:// 
sharedcardiology.org/tools/

44. MAGIC Evidence Ecosystem Foundation (BMJ RapidRecs). TAVI versus SAVR for pa-
tients with severe symptomatic aortic stenosis at low to intermediate perioperative 
risk: for patients above 85 years with severe symptomatic aortic stenosis, at low or 
intermediate perioperative risk. https://app.magicapp.org/#/guideline/1308

45. MAGIC Evidence Ecosystem Foundation (BMJ RapidRecs). TAVI versus SAVR for pa-
tients with severe symptomatic aortic stenosis at low to intermediate perioperative 
risk: for patients 75–85 years with severe symptomatic aortic stenosis who are at 
low or intermediate perioperative risk. https://app.magicapp.org/#/guideline/1308

46. MAGIC Evidence Ecosystem Foundation (BMJ RapidRecs). TAVI versus SAVR for pa-
tients with severe symptomatic aortic stenosis at low to intermediate perioperative 
risk: for patients aged 65 to &lt; 75 years and eligible for transfemoral TAVI or SAVR. 
https://app.magicapp.org/#/guideline/1308

47. MAGIC Evidence Ecosystem Foundation (BMJ RapidRecs). TAVI versus SAVR for pa-
tients with severe symptomatic aortic stenosis at low to intermediate perioperative 
risk: for patients aged &lt; 65 years and eligible for transfemoral TAVI or SAVR. 
https://app.magicapp.org/#/guideline/1308

48. MAGIC Evidence Ecosystem Foundation (BMJ RapidRecs). TAVI versus SAVR for pa-
tients with severe symptomatic aortic stenosis at low to intermediate perioperative 
risk who cannot undergo transfemoral TAVR but can undergo transapical approach. 
https://app.magicapp.org/#/guideline/1308

49. Mayo Clinic. Angina treatment: Stents, drugs, lifestyle changes—What's best? https:// 
www.mayoclinic.org/diseases-conditions/coronary-artery-disease/in-depth/angina- 
treatment/art-20046240

50. Option Grid Collaborative. Angina: treatment options Option Grid™.
51. Scalia P, Durand MA, Kremer J, Faber M, Elwyn G. Online, interactive option grid patient 

decision aids and their effect on user preferences. Med Decis Making 2018;38:56–68.
52. DynaMed Decisions EBSCO Health. Chest Pain (Stable Angina) Treatment Options 

Option Grid™. www.ebsco.com
53. Harris E, Conway D, Jimenez-Aranda A, Butts J, Hedley-Takhar P, Thomson R, et al. 

CONNECT: COroNary aNgioplasty dECision Tool.
54. Harris E, Conway D, Jimenez-Aranda A, Butts J, Hedley-Takhar P, Thomson R, et al. 

Development and user-testing of a digital patient decision aid to facilitate shared 
decision-making for people with stable angina. BMC Med Inform Decis Mak 2022;22:143.

55. Duke University Medical Center clinicians and Healthwise. Coronary Artery Disease: 
What treatment would you prefer?

56. Doll JA, Jones WS, Lokhnygina Y, Culpepper S, Parks RL, Calhoun C, et al. PREPARED 
study: a study of shared decision-making for coronary artery disease. Circ Cardiovasc 
Qual Outcomes 2019;12:e005244.

57. NHS England Vale of York Clinical Commissioning Group. Deciding what to do about 
stable angina. https://www.valeofyorkccg.nhs.uk/rss/home/patient-decision-making/ 
shared-decision-making/

58. Mayo Foundation for Medical Education and Research. PCI Choice: Class I/II Stable 
Angina. https://carethatfits.org/pci-choice/

59. Coylewright M, Shepel K, Leblanc A, Pencille L, Hess E, Shah N, et al. Shared decision 
making in patients with stable coronary artery disease: PCI choice. PLoS One 2012;7: 
e49827.

60. Coylewright M, Dick S, Zmolek B, Askelin J, Hawkins E, Branda M, et al. PCI choice de-
cision aid for stable coronary artery disease: a randomized trial. Circ Cardiovasc Qual 
Outcomes 2016;9:767–776.

61. Mayo Foundation for Medical Education and Research. PCI Choice: Class III Stable 
Angina. 2012. https://carethatfits.org/pci-choice/

62. Healthwise. Should I Have Angioplasty for Stable Chest Angina? https://decisionaid.ohri. 
ca/Azsumm.php? ID=1202

63. Hinsberg L, Marques F, Leavitt L, Skubisz C, Sepucha K, Wasfy JH. Comparing the effect-
iveness of two different decision aids for stable chest discomfort. Coron artery dis 2018; 
29:230–236.

64. Health Dialog and Foundation for Informed Medical Decision Making. Treatment 
Choices for Stable Chest Discomfort.

65. Stacey D, Légaré F, Boland L, Lewis KB, Loiselle M-C, Hoefel L, et al. 20th anniversary 
Ottawa decision support framework: part 3 overview of systematic reviews and up-
dated framework. Med Decis Making 2020;40:379–398.

66. Elwyn G, Hutchings H, Edwards A, Rapport F, Wensing M, Cheung WY, et al. The 
OPTION scale: measuring the extent that clinicians involve patients in decision-making 
tasks. Health Expect 2005;8:34–42.

67. Degner LF, Sloan JA, Venkatesh P. The control preferences scale. Can J Nurs Res 1997; 
29:21–43.

68. Elwyn G, Barr PJ, Grande SW, Thompson R, Walsh T, Ozanne EM. Developing 
CollaboRATE: a fast and frugal patient-reported measure of shared decision making 
in clinical encounters. Patient Educ Couns 2013;93:102–107.

69. Bennett C, Graham ID, Kristjansson E, Kearing SA, Clay KF, O'Connor AM. Validation of 
a preparation for decision making scale. Patient Educ Couns 2010;78:130–133.

70. Legare F, Kearing S, Clay K, Gagnon S, D'Amours D, Rousseau M, et al. Are you SURE?: 
assessing patient decisional conflict with a 4-item screening test. Can Fam Physician 2010; 
56:e308–e314.

71. O'Connor AM. Validation of a decisional conflict scale. Med Decis Making 1995;15: 
25–30.

72. Hibbard JH, Greene J. What the evidence shows about patient activation: better health 
outcomes and care experiences; fewer data on costs. Health Aff (Millwood) 2013;32: 
207–214.

73. Zeuner R, Frosch DL, Kuzemchak MD, Politi MC. Physicians’ perceptions of shared 
decision-making behaviours: a qualitative study demonstrating the continued chasm be-
tween aspirations and clinical practice. Health Expect 2015;18:2465–2476.

74. Henry MS. Uncertainty, responsibility, and the evolution of the physician/patient rela-
tionship. J Med Ethics 2006;32:321–323.

75. Keating NL, Gandhi TK, Orav EJ, Bates DW, Ayanian JZ. Patient characteristics and ex-
periences associated with trust in specialist physicians. Arch Intern Med 2004;164: 
1015–1020.

76. Mentrup S, Harris E, Gomersall T, Köpke S, Astin F. Patients’ experiences of cardiovas-
cular health education and risk communication: a qualitative synthesis. Qual Health Res 
2020;30:88–104.

77. Joseph-Williams N, Abhyankar P, Boland L, Bravo P, Brenner AT, Brodney S, et al. What 
works in implementing patient decision aids in routine clinical settings? A rapid realist 
review and update from the International Patient Decision Aid Standards 
Collaboration. Med Decis Making 2021;41:907–937.

78. Pew Research Center. Survey of U.S. adults conducted Jan. 25-Feb, 8, 2021. Washington, 
DC, USA: Pew Research Center; 2021.

79. Office for National Statistics. Internet users 2020. Newport, South Wales, UK: Office for 
National Statistics; 2021. https://www.ons.gov.uk/businessindustryandtrade/itandinternet 
industry/datasets/internetusers.

80. Yao R, Zhang W, Evans R, Cao G, Rui T, Shen L. Inequities in health care services caused 
by the adoption of digital health technologies: scoping review. J Med Internet Res 2022; 
24:e34144.

81. Pérez-Stable EJ, El-Toukhy S. Communicating with diverse patients: how patient and 
clinician factors affect disparities. Patient Educ Couns 2018;101:2186–2194.

82. Tang H, Wang S, Dong S, Du R, Yang X, Cui P, et al. Surgery decision conflict and its 
related factors among newly diagnosed early breast cancer patients in China: a cross- 
sectional study. Nurs Open 2021;8:2578–2586.

83. Peters LJ, Torres-Castaño A, van Etten-Jamaludin FS, Perestelo Perez L, Ubbink DT. 
What helps the successful implementation of digital decision aids supporting shared 
decision-making in cardiovascular diseases? A systematic review. Eur Heart J Digit 
Health 2023;4:53–62.

Cardiac patient decision aids                                                                                                                                                                         581
D

ow
nloaded from

 https://academ
ic.oup.com

/eurjcn/article/23/6/561/7499593 by guest on 27 Septem
ber 2024

https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-surgery
https://www.cardiosmart.org/assets/decision-aid/choosing-between-tavr-and-surgery
https://sharedcardiology.org/tools/
https://sharedcardiology.org/tools/
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://app.magicapp.org/#/guideline/1308
https://www.mayoclinic.org/diseases-conditions/coronary-artery-disease/in-depth/angina-treatment/art-20046240
https://www.mayoclinic.org/diseases-conditions/coronary-artery-disease/in-depth/angina-treatment/art-20046240
https://www.mayoclinic.org/diseases-conditions/coronary-artery-disease/in-depth/angina-treatment/art-20046240
https://www.ebsco.com
https://www.valeofyorkccg.nhs.uk/rss/home/patient-decision-making/shared-decision-making/
https://www.valeofyorkccg.nhs.uk/rss/home/patient-decision-making/shared-decision-making/
https://carethatfits.org/pci-choice/
https://decisionaid.ohri.ca/Azsumm.php?%20ID=1202
https://decisionaid.ohri.ca/Azsumm.php?%20ID=1202
https://www.ons.gov.uk/businessindustryandtrade/itandinternetindustry/datasets/internetusers
https://www.ons.gov.uk/businessindustryandtrade/itandinternetindustry/datasets/internetusers

	Patient decision aids for aortic stenosis and chronic coronary artery disease: a systematic review and meta-analysis
	Introduction
	Methods
	Review approach
	Search strategy
	Patient decision aid eligibility and selection
	Article eligibility and selection
	Data extraction
	Statistical analysis
	Quality assessment

	Results
	Patient decision aids for aortic stenosis
	Availability of patient decision aids for aortic stenosis
	Characteristics of patient decision aids for aortic stenosis
	Quality of patient decision aids for aortic stenosis

	Patient decision aids for chronic coronary artery disease
	Availability of patient decision aids for coronary artery disease
	Characteristics of patient decision aids for coronary artery disease
	Quality of patient decision aids for coronary artery disease

	Overview of included studies
	Studies reporting the development/acceptability of patient decision aids
	Studies evaluating the effectiveness of patient decision aids
	Quality of studies

	Meta-analyses
	Patient knowledge
	Decisional conflict
	Risk of bias


	Discussion
	Patient decision aid availability and quality
	Patient decision aid accessibility
	Comparisons with other meta-analyses
	Implementation of patient decision aids in clinical practice
	Strengths and limitations

	Conclusions
	Supplementary material
	Acknowledgements
	Funding
	Author contributions
	Data availability
	References




