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Over the years, the approach to medical decision-making has evolved significantly–from the traditional paternalistic model, in which decisions were made on behalf of the patient, to Shared Decision Making (SDM), which actively involves patients in the process. Given that a strong patient–healthcare provider relationship is a key factor in effective treatment, the literature increasingly highlights the importance of incorporating patient preferences. To achieve this, patients must receive clear explanations about their condition and treatment options, as well as care plans tailored to their individual needs. This is particularly relevant in conditions requiring long-term treatment, where outcomes depend heavily on patient adherence, motivation, and consistency. Chronic diseases like asthma require ongoing cooperation and trust between patients and healthcare providers. Asthma, one of the most common chronic respiratory conditions, has no curative treatment; its management relies on daily inhaled medications to control symptoms and prevent exacerbations. Several models have been developed to structure SDM implementation, ranging from basic frameworks promoting engagement to comprehensive approaches emphasizing environmental readiness and professional education. Key components include blended learning for healthcare providers and standardized tools to operationalize SDM, such as Patient Decision Aids (e.g., Written Asthma Action Plans) and multilingual resources like “Asthma Australia.” These tools are particularly valuable in overcoming barriers such as language and cultural differences, which can hinder access to care–especially for minority groups. Discrimination and lack of tailored communication can disproportionately affect patients with intellectual disabilities and those from culturally diverse backgrounds, highlighting the need for inclusive, individualized approaches in SDM-based chronic disease care. Although SDM shows promise in improving patient satisfaction, adherence, and potentially reducing healthcare costs, robust evidence remains limited. Global studies are needed to assess its true efficacy across various chronic conditions. This review aims to systematically analyze SDM models described in the literature, align them with asthma management requirements, incorporate patient needs and expectations, and propose practical strategies for integrating SDM in asthma care and other chronic respiratory diseases. Trust in healthcare providers is associated with improved health outcomes and increased treatment adherence, like for example “Asthma Australia” barriers to satisfactory care remain, particularly for patients from minority groups, who often face linguistic challenges, The structured integration of Shared Decision-Making (SDM). Although SDM has the potential to enhance patient satisfaction, improve adherence, and reduce healthcare costs is promising, conclusive evidence remains limited. The potential gain is not however excluded. There is a need for more data from studies on global scale to objectively determine its efficacy and applicability in various chronic conditions.
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1 Introduction

Patient-centered care has evolved over the years, resulting in the shift from the idea of paternalism having healthcare providers (HCPs) completely responsible for decision making, to the more cooperative one of including the patients in this process according to their expectations to the (1). This modern idea has established the term prevailing in medical literature known as Shared Decision Making (SDM). SDM describes a model of diagnosis and treatment based on such collaboration involving both the patient and the HCP (2). From the patient’s perspective, it’s beneficial as it can improve feelings of autonomy, competence, and relatedness (3). The correlation with adherence however differs between studies and its impact in this area remains with limited evidence (3–6). Nonetheless, implementation of SDM methods during consultations have been reported to raise the probability of proper treatment choice (7), as well as to improve patients’ satisfaction as a cost and time effective method (8).

Asthma is a chronic respiratory disease without the curative treatment and with the disease management relying on symptom control and exacerbation prevention facilitated by MART/SMART (Maintenance and Reliever Therapy respectively without and with single inhaler) inhalative treatment scheme (9). MART/SMART therapy requires consistency and regular administration of the medication (9). The consistency of regular inhalative medication intake, is important According to the Global Initiative for Asthma (9), developing a good partnership between patients and physicians is among the significant factors contributing to asthma management as individual preferences and experiences vary (9). Asthma often restricts daily activities, affects social interactions, and requires lifestyle adjustments. It is a condition burdened with fear of exacerbations, uncertainty regarding medication effectiveness, difficulties obtaining inhalers and negative interactions with HCPs. All these factors present barriers to effective treatment. There is no universal and optimal approach to treat asthma, as individual experiences and preferences vary (GINA) (9). SDM may aim at some of these individual factors. The guidelines recommend applying SDM methods in the choice of the inhaler (GINA) (9) and more tools are in development to facilitate patients decision making e.g., Written Asthma Action Plans (WAAPs) (10). Yet the literature emphasizes a few more areas of interest to which SDM could be implemented. For instance, the frequency of medication intake, onset of action, efficacy in symptom control, inhaler technologies (e.g., built-in dose counters), access to healthcare facilities and maintenance of physical activity (especially in pediatric patients that feel limited by asthma symptoms) (11, 12).

Several models have been developed to facilitate the structured implementation of SDM, ranging from basic frameworks focused on enhancing patient involvement to more advanced models highlighting the importance of environmental preparedness and professional training. Core components underpinning these models include professional education (utilizing blended learning approaches that integrate in-person and online methods) and standardized instruments that enable SDM in clinical settings, such as Patient Decision Aids and multilingual materials. These resources are highly valuable since barriers to adequate care persist, especially due to language difficulties experienced by minority populations. Despite numerous models with promising general health outcomes (such as treatment efficacy, quality of life, adherence, patient-centered care) there is a need for more data and research conducted on a global scale, to better determine SDM’s efficacy and applicability. Advances in psychology, social science, and technology have become deeply integrated into modern family medicine, enhancing both prevention and treatment. Emerging concepts like complex adaptive systems offer a powerful framework for understanding health as a dynamic, context-dependent process. Together, these developments support a more holistic, personalized, and systems-oriented approach to patient care (13). This review aims to systematically analyze the current knowledge on shared decision-making (SDM) approaches described in the literature, align them with the requirements of asthma treatment and management, incorporate patients’ preferences and needs, and ultimately propose strategies for implementing SDM models in asthma care and potentially in other chronic respiratory diseases. The analysis focuses on studies addressing both challenges and potential solutions relevant to asthma, using search terms such as asthma, shared decision-making, barriers, and implementation. Based on the most recent literature (published within the past 5 years), this review presents current evidence on the barriers faced by individuals with asthma, available solutions, and the application of SDM models in delivering adequate care. In addition, a conceptual model is proposed, outlining key components of the clinical encounter that may contribute to building patient trust and facilitating effective implementation of SDM. This review aims to systematically analyze the current knowledge on shared decision-making (SDM) approaches described in the literature, align them with the requirements of asthma treatment and management, integrate patients’ preferences and needs, and ultimately develop and propose possible strategies for implementing SDM models in asthma therapy and potentially in other chronic respiratory disease this review addresses.



2 Patients vs. HCPs perspective on SDM

Both asthmatic patients and their healthcare providers encounter numerous challenges in achieving accurate diagnoses and developing optimal treatment plans, with the underlying issues often perceived differently due to contrasting perspectives. Barriers frequently identified in the literature include communication obstacles, unmet educational needs, the co-occurrence of psychiatric disorders, a lack of empathy and trust, poor adherence, and systemic factors within the healthcare system that undermine confidence in its purpose and effectiveness. Additional contributing factors encompass unreported or insufficiently reported symptoms in children, as well as sociodemographic determinants–such as low educational attainment, female sex, specific occupational exposures (in Colombia), older age, low income (in Australia), and limited language proficiency among immigrant children (14). HCPs, although the problems responsible for those obstacles may be perceived differently due to the contrast of their perspective. Among the barriers often described by literature are health care system-related factors that undermine the trust in its purpose and effectiveness (14). Contributing factors include unreported or insufficiently reported symptoms in children, and sociodemographic determinants such as low educational attainment, female sex, occupational exposures (Colombia), older age, low income (Australia), or limited language proficiency among immigrant children (US) (14).

The diagnostic inaccuracy might be one of the examples of the trust deterioration (15). That about 20%–73% of asthma cases are unrecognized, depending on the population studied (14). In some situations asthma does situate a challenge in establishing the proper diagnosis, as some symptoms may overlap with other conditions or simply be unspecific (e.g., cough). Several conditions, such as inducible laryngeal obstruction, chronic obstructive pulmonary disease (COPD), hyperventilation syndrome, and panic disorders, can present symptoms like asthma and contribute to diagnostic errors (16). In one study, 613 Canadian adults with a prior asthma diagnosis underwent a stepwise reassessment protocol involving spirometry, bronchial provocation testing, medication withdrawal, and specialist review. Asthma was ruled out in 33% of participants, and after 12 months, 30% remained off asthma medication (17). Misidentification of asthma may result in the delay in the identification and management of relevant conditions, poorly controlled symptoms, leading to frequent exacerbations and airway remodeling (15). Moreover, both under- and overdiagnosis do not only lead to inefficient disease management, they can also hinder the sole idea of SDM, as decisions based on incorrect assumptions may lead to inappropriate treatment or harm (15). Among other obstacles faced in asthma care is the frequent co-occurrence with psychiatric conditions. The literature reports that asthma patients T are more likely to experience mental disorders and use psychiatric medication than their peers without asthma, even when matched for age, gender, and geographic location. For instance, mental health disorders were identified in 15.1% of men and 32.9% of women with asthma, compared to 6.8% and 18.1% among their non-asthmatic counterparts, respectively. Similarly, psychiatric medication use was reported by 15.3% of men and 33.4% of women with asthma, versus 8.3% and 21.0% in the control group, respectively (18). Psychological distress significantly increased the risk of asthma exacerbations, manifesting as hospitalizations, unscheduled doctor visits, and emergency department visits. These effects were especially pronounced when psychological symptoms persisted beyond a year (19). While emotional distress was indicated to cause upcause to 10%–15% of asthma exacerbations. The proportion of patients experiencing acute flare-ups due to psychological stress increased with the disease’s severity (20). Moreover, anxiety related to heightened sensitivity to dyspnea could lead to more negative health perceptions (18). Among obstacles for implementation of SDM among asthma patients with coexisting mental disorders, literature indicates factors such as limited decision-making capacity, poor insight, or therapeutic pessimism on the part of healthcare professionals. Difficulties may also arise from personal dislike or conflicting recovery orientations and goals of care between the patient and professional (21).

Non-Hispanic Black or African American adults are 30% more likely to have asthma in comparison to non-Hispanic white Adults. Moreover, African Americans have an asthma-related mortality rate twice as high as White Americans (22). Ethnic minority groups represent a distinct population of patients with asthma who face unique challenges in the diagnostic process and disease management, largely due to cultural factors and language barriers (23). A limitation in care delivery is miscommunication, which is often exacerbated by limited English proficiency and the process of acculturation (24). For instance, African American patients may describe breathlessness with terms associated with the upper airway, rather than the chest or lower airway, potentially complicating accurate diagnosis, and treatment (25). The use of non-standard medication names has been associated with higher risk of additional corticosteroids, increased emergency department (ED) visits, and hospital admissions (26). Immigrant patients frequently encounter challenges in comprehending medical recommendations and may perceive a lack of clarity regarding their treatment plan (27). In a study conducted in Australia, many healthcare professionals (HCPs) reported that patients from culturally and linguistically diverse (CALD) backgrounds experienced difficulties with asthma self-management. A significant number of these patients were unfamiliar with the local healthcare system and tended to rely on personal beliefs rather than scientific evidence. Effective communication was also hindered by both language barriers and social isolation (28). Lower socioeconomic status, which often occurs alongside limited health literacy, is more common among those groups, contributing to higher rates of obesity, improper inhaler technique, and increased hospital admissions (29). Targeted, culturally tailored asthma management programs may help address these disparities. Culture-specific interventions have an impact on asthma courses. Implementation of those has improved asthma quality of life in two of seven studies in adults, while among children they were effective for usual care in reducing exacerbations requiring hospitalization and increasing asthma control in one study and enhancing patient’s quality of life in three studies (30).

89% of asthmatic patients have at least one unmet educational need. Common concerns among patients are the safety of the treatment and risk of exacerbations (31, 32). Additionally, patients with lower education levels have poorer understanding compared to those with university degrees (4). A recurring challenge patients face is the misunderstanding of correct inhaler use, often confusing rescue and control inhalers, which can lead to suboptimal asthma management (33). Nowadays, there is a vast variety of inhalators on the market, offering different ways of dosing or formulation. Patients who use more than one type of inhalator have worse outcomes, also, those who understand the need for inhalator are more likely to have better adherence (34). More complex treatment plans, in general, may have a negative impact on medication compliance. A study in Ethiopia showed that patients, who had lower or moderate complexity of medication regimens, had higher adherence and control over asthma (35). Moreover, modifications of medicine regimens and more complicated language result in higher risk of errors (36). According to patients, the most important factors when choosing the right inhaler were dose counter, feedback mechanism, impact on the environment, price, frequency of use, and being easy to use and carry (37). Implementation of SDM may be helpful, as it makes it more likely that the chosen inhaler suits the patient’s needs, and that they are educated on correct use. Additionally, those who deal with severe asthma want to understand how to manage the exacerbations and obtain information on treatment using monoclonal antibodies (31). While HCPs recognize patients’ need for education, they report feeling constrained by limited time during visits and insufficient patient education (38). Patients also acknowledge that education on treatment to medication may facilitate medication adherence (39), however, some report conflict and misinformation from their provider (11).

An important factor is that effective communication between HCPs and patients may be also hindered by a lack of empathy and trust. Empathy fosters the benefits of SDM by promoting patient autonomy and encouraging active participation in the treatment and self-management, strengthens the sense of partnership, helps de-escalate potential conflicts, and enables clinicians to demonstrate genuine interest in the patient’s condition (40, 41). One of the earliest studies exploring the influence of empathy on health outcomes was conducted in 2009, where patients with the common cold assessed their HCPs’ empathy using the Consultation and Relational Empathy (CARE) measure. Patients who gave their HCP highest scores experienced milder symptoms and shorter illness duration (40). The interconnection between SDM, team dynamics, and empathy has been shown to be significant in rehabilitation settings, where providers’ empathy levels were positively correlated with both patient satisfaction and treatment acceptance (42). Similarly, the Jefferson Empathy Scale (JSE) has been used to assess HPCs’ empathic ability. Higher empathy scores reported by asthmatic patients in JSE correlate with reduced patients’ anxiety, lower serum IL-6 levels, improved self-efficacy, and better sleep quality (43). Empathic communication enhances patient-centered care by helping individuals feel valued, supported, and respected (44). A meta analysis which included 55 studies, found that physician empathy is significantly associated with better health outcomes in oncology patients (45). Similar large scale studies are still needed in the context of asthma to confirm whether these benefits also apply to patients with chronic respiratory conditions. Perceiving providers as compassionate and understanding has been positively associated with overall trust, confidence in HCP’s benevolence and competence, and the quality of therapeutic relationship (46). Physicians who were able to listen to their patients with severe asthma with empathy were more likely to engage in shared decision-making, even with patients with whom the initial relationship had been difficult (47). Further empirical validation, including pre-test or pilot data, remains necessary to confirm its effectiveness in clinical settings.

Making process individual factors such as medication beliefs, including concerns about side effects and dependence, as well as preferences for complementary and alternative medicine (CAM), may influence adherence (24), which is a key component of treatment effectiveness. Therefore, these factors should be considered when selecting a management approach. Factors like female sex and uncontrolled asthma are significantly associated with more frequent CAM usage (48). The influence of CAM on patient adherence is not yet confirmed. Among families using such therapies, the use of non-conventional treatments was generally associated with reduced adherence to prescribed asthma management, with the exception of one ethnic group. Nonetheless, families who used CAM did not appear to view these therapies as a substitute for conventional treatment. In some cases, medication substitution may have been linked to barriers in accessing standard care or to concerns about potential side effects (49). In certain groups of patients who are skeptical of conventional treatments, the integration of CAM along with standard asthma medications could be proposed to enhance adherence. Children represent a distinct population in asthma management, with adherence patterns differing markedly from adults. The highest adherence rates were found in children prescribed montelukast alone while the lowest rates were found among children prescribed fluticasone alone. Younger child age was associated with higher medication adherence (50). Other studies had reported a mean adherence of 36% to inhaled corticosteroid among asthma children aged 5–16 (51). Parental beliefs about medication necessity and family organization are significant predictors of asthma adherence (50). Specific attitudes to parents’ perception of the disease influence medicine intake by their child and should be assessed during SDM (51). Adolescence is also associated with distinct barriers to achieving adequate adherence. This developmental period is characterized by a growing sense of independence, the formation of personal health beliefs, and an increasing reluctance to parents involvement in asthma management. Factors contributing to reduced adherence during adolescence include too time-consuming treatment regimens and lack of time, forgetfulness, embarrassment about using inhales in front of peers, ans the co-occurrence of depression and anxiety. According to a study (52), systemic factors may also influence the effectiveness of SDM. Household income is a significant determinant of asthma treatment. Continuity among Taiwanese patients, a positive association was observed between income level and willingness to pay for a HCP (53). Financial barriers among low-income families affected asthma management, with 9,3% of parents reporting reduced medication use for their children due to constant concerns. This highlights the need to tailor treatment plans to patients’ financial circumstances during SDM, for example, by selecting more affordable therapeutic options or incorporating telemedicineF resulted in using lessing (54). Finally, marital status has also been shown to affect asthma management. Being a single mother is associated with lower adherence during pregnancy. 30% of single pregnant women reported not taking medication regularly, and 39% either discontinued or reduced their asthma medications during pregnancy (55). Recognizing and addressing such diverse contextual and individual factors is critical for developing asthma treatment plans that are both effective and acceptable to patients, regardless of life stage or social context. Those key elements are summarized in Table 1.


TABLE 1 Perceiving of the treatment management by patient and HCP in the context of SDM approach.


	Stance
	Perspective
	Example
	Interventions
	[Source]





	Obstacles
	HCP
	Vague definition of SDM without clear objectives.
	SDM trainings
	(106)



	Lack of time
	Compromise approach “everyday SDM” - with brief therapeutic recommendations from HCPs and supporting patient’s final decision
	(107)



	Busy and noisy ward environments
	Create a private place
	(108)



	Low health literacy in patients
	Less textual information, development of health literacy skills - functional, communicative and critical skills
	(109)



	Patient
	Stigma about asthma as a disease/taboo
	Patient’s education and disease awareness
	(110)



	Doubts about the accuracy of asthma diagnosis
	Realization about episodic nature of asthma; tailored communication between HCP and patient
	(111)



	Lack of knowledge of therapeutic options
	Ensuring about all medical solutions
	(108)



	Perceived lack of efficacy and fear of side effects
	Fight with irrational or erroneous beliefs by proper explanation of treatment scheme
	(111)



	Preferences
	HCP
	Provide feedback
	Assessment of the conversation between HCP and patient
	(99)



	Provide private space
	Ensuring no additional outside people during shared decisions
	(108)



	Patient
	Convenient treatment adjusted to patients’ preferences
	The treatment in a form of inhalers should contain more doses, last longer and contain dose counter
	(11)



	Positive relation with HCP
	Patients want to be taken seriously, they want to be empowered by health professionals to manage their asthma.
	(11)



	Development of strategies to feel control of asthma
	Recognize specific asthma triggers, immediate access to inhalers
	(11)



	Preference for written asthma action plan
	Patients want to have MART approach in written form to better remember it
	(75)








3 Known SDM models

The first structured description of SDM was introduced by Charles et al. (56). According to that, SDM needs at least two active participants, typically a patient and healthcare provider, who must both share information, build consensus, and ultimately reach an agreement on the treatment plan (56). This general model was evaluated in the context of asthma care in a 2009 study, which demonstrated that patients who experienced SDM during treatment showed better adherence to inhaled corticosteroids (ICS) and long-acting beta-agonists (LABAs), reduced use of short-acting beta-agonists (SABAs), and perceived a more equal role in decision-making compared to those receiving usual care or care based on a clinician-directed decision-making. Nevertheless, during the second year of observations adherence lowered in both groups showing that for prolonged impact of SDM, that was introduced mainly during the first time visit, there is a need for other interventions (6). Then, multiple models have been proposed, each of them taking a different approach to adjust to a variety of clinical situations.

One of the aims of SDM frameworks is to enhance patient-provider communication and cooperation. The Three Talk Model, for instance, presents SDM in three sequential steps: “choice talk,” “option talk” and “decision talk.” While straightforwardness makes it accessible for clinical use, it may oversimplify the complexity of interhuman interaction (57). In 2019 a study to evaluate efficacy of The Three Talk Model with simulated asthma patients was conducted. It consisted of two consultations, before and after SDM skills training based on the model. The OPTION5 scale was used to test perceived physician’s efforts to involve the patient in the process, and Shared Decision Making Questionnaire to measure, both physicians and patients, perspective on the process. Most physicians noticed they paid more attention to their communication, and more patient-centered approach, however, some felt the time pressure in outpatient care prevents them from asking open-questions (58). While showing promising results, the study was conducted on a small number of individuals, and only with simulated patients. More real-life research is needed.

Elements like cultural and contextual factors are highlighted in models such as MIND-IT, a conceptual framework, in which elements that interplay in that process are presented. It reminds clinicians to consider how their own and their patients’ beliefs, values, experiences, and cultural backgrounds interact during the decision-making process. Proper interpretation and understanding of those factors can facilitate consensus (59). 3-Circle Conceptual Model and Multistep Shared Decision-Making Pathway, highlight the importance of contextual influences, such as family involvement, social support, and patient’s illness history. The Multistep Pathway, created to implement that framework, underlines the value of explanation of these factors during medical encounters (60). Nethertheless, despite acknowledging the need to consider patients’ personal beliefs and values, these models do not provide in-depth guidance on how to adapt care to individual circumstances.

A key component of the Longitudinal SDM model is the use of Patients Decision Aids (PtDAs), that is also highlighted in MIND-IT model, but it expands this concept by recommending the use of educational materials even before clinical visits. In this approach, to ensure proper informed decision, patients should be provided with educational materials and review them, but also have preliminary discussion with decision partners, possibly consult other sources, and later clarify questions during consultation. Post-visit materials reinforce understanding and aid follow-up. This structure addresses patients’ educational needs regarding their condition and treatment options. Proper implementation of those in different steps of the decision-making process can help educate patients (59, 61). This model requires follow-up visits to ensure successful application. In Sweden only one in three patients had another visit during a 15-months period (62), in Korea 68,1% of patients were regular visitors (meaning having at least 3 visits per year) (63). In contrast, emerging evidence suggests that providing patients with relevant asthma-related information prior to the clinical encounter may actively support SDM. By enhancing patients’ knowledge, confidence, and sense of preparedness, such pre-visit interventions appear to foster greater awareness and engagement in the decision-making process. This effect has been reported as particularly beneficial among individuals from ethnic minority backgrounds, who may otherwise experience communication barriers or lower levels of participation. Nevertheless, due to the limited sample sizes in existing studies, further large-scale research is necessary to confirm these findings and explore their applicability across diverse populations (64).

Specialist consultations are another important aspect of SDM, especially in complex cases. The IP-SDM model (Interpersonal Shared Decision Making) emphasizes collaborative input from multiple HCPs through the process if needed (65). Creating a conductive clinical environment also supports effective SDM. The Four Habits Model focuses on communication skills that promote trust and empathy. It includes techniques such as adapting language and posture, building rapport early in the consultation, and recognizing both verbal and non-verbal emotional cues, such as facial expressions or silence, to convey empathy (66).

While these models vary in structure and focus, comprehensive frameworks such as the SHARE Model (2015) and the more recent 6-Steps of SDM Model (2023) integrate essential elements including patients’ engagement, explanation of treatment options, assessment of preferences, and collaborative decision-making (67, 68).

Based on The SHARE model another matrix was created. Purposeful SDM further categorizes SDM approaches according to clinical context. It highlights that SDM is not limited to choosing between treatment options but also includes aligning care plans with what matters most to the patient, which is particularly relevant in chronic care or life-threatening situations (69).

Most models of SDM still lack a thorough evaluation of efficacy and applicability. Although many of them acknowledge the importance of individual patient needs and the use of educational materials to support understanding, they often lack guidance on how to effectively tailor these interventions for populations with limited health literacy or restricted access to information.

For better comparison of those models and their pros and cons we have summarized them in Supplementary Table 1.



4 Promotion and implementation of SDM

Training of healthcare professionals is one of the critical factors for the successful implementation of SDM in clinical practice. Over the past decade, such training programmes have become increasingly diverse and are now targeted at various professional groups across different clinical contexts (70). The effectiveness of such training programs has shown a moderate impact on patient outcomes and a medium-large effect on observer-reported SDM skills. In terms of instructional format, blended approaches, combining online and live methods, have been found to be more effective than single-mode interventions (71). The implementation of SDM in clinical practice must be included in the context of the healthcare system where external factors mainly hinder it: time, continuity of care, workflow, and healthcare setting characteristics (70). SDM: KOMPASS is a tool designed to support the implementation of SDM in clinical practice. It functions as a self-assessment instrument tailored for healthcare professionals and managers. Although it still requires validation in real world settings, the tool is comprehensive and structured around five levels: Initiation, Operationalization, Implementation, Integration, and Sustainability, applied to key domains of SDM application: management, organizational culture, education and qualifications, and clinical practice (72). The knowledge about this attitude among HCPs varies in the exact environment; medical students who were at least 18 years old were surveyed about their awareness of SDM approach. The mean SDM knowledge score was 83.6%. Attitudes toward SDM were positive, and a willingness to use this approach seemed to be higher than in previous generations of physicians. Additionally, 74.7% of students have had prior SDM training, and 82.8% of them were interested in learning more about SDM (73). The promotion of SDM encompasses creating training programs for asthma care providers, providing anti-discrimination campaigns, and usage of telemedicine with proper implementation by involving empathy and adjusted treatment therapy.

Structured written treatment plans (WTPs) should serve as a foundation for SDM, as they enhance patient autonomy and improve understanding of asthma and its management. According to pulmonologists, the use of WTPs facilitates better communication with patients and strengthens their self-management skills (10). In pediatric care, WTPs have been associated with reduced missed doses of controller medication, decreased frequency of exacerbations, and improved medication adherence. Addictionally, children, whose parents used WTPs, experienced fewer missed school days, lower reliance on rescue medications, and improvements in Asthma Control Test (ACT) scores. From the caregiver perspective, WTPs increased confidence in managing their child’s exacerbations compared to relying solely on verbal instructions. Nonetheless, due to limited study groups in existing studies, these findings may not be relevant on the larger scale, particularly for CALD patients (74). Asthma patients prefer written, short and precise materials about Maintenance and Reliever Therapy (MART) in the form of leaflets. These leaflets should have information about the description of the effect and usage of the MART approach. Patients also report that they would like to have written forms to better remember important information. Additionally, it has been suggested that such resources could be used to help patients prepare for their consultation with a doctor, yet there is a need for more data especially from HCPs perspective (75). Written asthma action plans (WAAP) were deemed acceptable and preferred by both parties as a way to introduce asthma management into practice. They offer a structured framework that improves treatment awareness and strengthens the therapeutic relationship between patients and healthcare providers. Unfortunately, specialists are also enumerating disadvantages of WAAP like limited literacy skills of patients, difficulty with understanding the WTP, language barriers and forgetfulness about plans (10). Nevertheless, conventional WTPs may present challenges for individuals with low literacy. For example, illiterate Turkish women experienced fewer emergency visits and asthma-related complications, as well as improved disease control, when provided with pictorial treatment plans (76). Similar findings were reported among patients in Malaysia (77). While these studies involved relatively small sample sizes and required replication in more diverse populations, pictorial plans should be considered, particularly for patients from low- and middle-income countries, as a potentially effective and inclusive tool to support asthma self-management.

The absence of sufficient cultural mediators significantly hinders equitable access to healthcare services and the delivery of appropriate treatment. As described earlier, the language barrier is a crucial obstacle in asthma treatment. For example, among patients with asthma from Pakistani and Bangladeshi immigrant communities, friends frequently acted as interpreters, while others were forced to rely on gestures and non-verbal communication to interact with HCPs (78). Consequently, there is a clear need to develop multilingual educational resources to support communication with non-native speakers. Non-profit organizations, such as “Asthma Australia,” have taken steps in this direction by offering asthma information in multiple community languages (79). Physicians engaged in SDM should actively utilize culturally and linguistically appropriate educational materials, as doing so can improve disease awareness and understanding among patients from various ethnic groups. There is also a need to conduct widespread anti-discrimination campaigns among asthma specialists. Asthma risk has been found to increase among Mexican American, Latino and African American individuals who report experiencing high levels of perceived racial discrimination (80). Anti-discrimination interventions could raise awareness of provider bias and ensure egalitarian purposes for care delivery, guaranteeing unprejudiced shared decision making. A review from 2022 summarized interventions which counter racism and unconscious bias in health care. These included dialogues on race and bias, workshops incorporating lectures, and competency training. Most studies (68%) involved medical students as the study population, and both classroom-based and online formats were used to promote anti-discrimination attitudes. Unfortunately, the majority of publications did not have a control group (72%) and none of them used clinical settings. In addition, these studies did not include primarily asthma specialist groups (81, 82).

Similarly, patients with intellectual disabilities require personalized asthma management plans. Davis (83) outlines four key components that should be considered when treating this population: accurate diagnosis based on the patient’s level of cooperation, individualized selection of inhaler devices, instruction in proper inhaler technique, and the use of appropriate communication strategies (83). There is a clear need for dedicated educational materials and training programs tailored to the cognitive and functional capacities of patients with intellectual disabilities. In a small study evaluating inhaler technique and the effectiveness of training interventions, the poorest outcomes were observed in pressurized metered-dose inhalers (pMDIs). While some patients were able to learn proper inhaler use, the study highlighted that poor dexterity and cognitive impairments often led to ineffective inhalation techniques. In such cases, SDM should take into account the patient’s intelligence quotient (IG) and adapt the treatment plan accordingly. Nevertheless, the authors suggest that a more paternalistic approach to care may sometimes be necessary for patients with intellectual disabilities (84). Accurate promotion of SDM in the group of patients with disabilities demands consulting the patient caretaker to assess their ability to manage the asthma treatment of their charge.

Tailored education and training programs can enhance healthcare professionals’ capacity to express empathy. A review based on randomized controlled trials demonstrated that such interventions positively influenced empathy scores among students. These programs equip professionals with the skills necessary to connect with patients on a deeper emotional level, thereby improving communication, fostering trust, and increasing overall patient satisfaction (85).

A more contemporary approach to supporting SDM is the use of telemedicine, whose relevance has grown significantly since the onset of the COVID-19 pandemic (86). Telemedicine is a promising main resolution of transport-related social exclusion for asthma patients. Among patients with asthma, asynchronous visits are used, during which individuals report their symptoms via online portals. Reminder and alert systems are also frequently employed to support disease management T (87). A meta-analysis reviewing the effectiveness of virtual consultations and asthma education found that patients utilizing telemedicine experienced better asthma control and a greater number of symptom-free days (SFDs). This improvement was likely associated with enhanced adherence to inhaled corticosteroids, and among pediatric patients, improved inhaler technique was also observed. Nonetheless, no significant reduction was noted in emergency department (ED) visits or hospitalization rates (86). The Telemedicine Enhance Asthma Management (TEAM-ED) intervention during admissions to the ED, was shown to increase follow-up visits, use of preventive medications, and the mean number of SFDs. Nevertheless, TEAM-ED had no measurable effect on overall medication adherence or asthma morbidity during acute ED visits (88). Another promising approach includes school-based telehealth (SBTH) programs, which aim to support asthma control among pediatric populations. The typical SBTH involves a multidisciplinary team which includes nurses, school workers, and clinicians. The primary aims of SBTH programs include reducing healthcare utilization, minimizing work absenteeism among caregivers, and decreasing school absenteeism among children, while also offering opportunities for remote patient education. These programs employ a long-term care model that enables remote consultations from the school environment, which can be especially beneficial in rural areas where access to comprehensive asthma management programs is limited. Nevertheless, several barriers hinder the implementation of SBTH programs, including limited family engagement and competing responsibilities faced by nurses (89). Broader challenges in telemedicine implementation are often related to issues of financial sustainability, limited access to high-speed internet, particularly in low-income countries, and the need for software licensing (87, 90). Moreover, the cost-effectiveness of telemedicine remains debated (87). Technological exclusion represents another substantial obstacle, especially among older patients who may lack familiarity with digital tools (86). Proper training in telemedicine is essential for HCPs, but it incurs additional costs and requires dedicated time. Furthermore, providers must be prepared to manage technical issues that may arise during consultations, potentially compromising the experience for both clinicians and patients (90). A notable limitation of telemedicine remains the inability to perform a complete physical examination (86). Despite these challenges, the potential benefits of telemedicine warrants its consideration, particularly given the expanded opportunities it offers for enhancing access and facilitation of patient education. Extensive Care System (ECS) integrates continuous, unobtrusive health monitoring (e.g., HRV tracking) with advanced data analytics and real-time feedback via mobile technologies. Grounded in evolutionary science and attachment theory, the ECS emphasizes personalized, predictive, and participatory care, aiming to shift focus from reactive crisis management to proactive wellness support. It draws on established components from health psychology, epidemiology, and learning theory, reinforcing positive behaviors and enabling early intervention through intelligent triage and decision support. While not yet widely implemented, elements of the ECS, such as HRV-based triage and mHealth tools, have shown promising results in pilot studies and reviews, suggesting its potential for real-world application (91).

All aforementioned studies suggest that the proper implementation and promotion of the SDM process is crucial for the effective treatment of patients with asthma. Promotion may involve introducing new IT services such as telemedicine, running and promoting anti-discrimination campaigns aimed at combating inequalities, as well as special training programs for HCPs. From the point of implementation, the main strategies focus on an individualized approach to each patient, tailored to their backgrounds, socioeconomic status, disabilities, and intellectual level. Authors also highlight the importance of written asthma action plans, which serve as an informal agreement between physician and patient, stabilizing the SDM approach. Nevertheless, it is important to note that some of the cited studies were limited to small or highly specific patient populations and healthcare systems. Therefore, their findings should be interpreted with caution and further validated in diverse clinical contexts to avoid overgeneralization and unwarranted extrapolation. Moreover, certain proposed solutions may not be feasible to implement due to structural limitations of healthcare systems or infrastructural constraints–such as restricted access to telemedicine. These aspects warrant thorough investigation to assess their practical applicability across different settings. Teaching and promotion of empathy among healthcare personnel is also a crucial element of SDM strategy (Figure 1).


[image: Diagram illustrates the promotion and implementation of Shared Decision Making (SDM). At the top, promotion includes telemedicine and training programs. Anti-discrimination campaigns focus on healthcare biases. Implementation involves a written asthma action plan using pictograms, empathy, and individual approaches for intellectual disabilities, material state, and culturally and linguistically diverse patients.]
FIGURE 1
The form of promotion and implementation of SDM in asthma patients.




5 Discussion

Shared Decision Making was mentioned for the first time, seemingly in 1972, in an article “Models for Ethical Medicine in a Revolutionary Age” by Robert M. Veatch (92). In 1977 and 1984, Jay Katz used it in his critique of informed consent. SDM started to become a more widely recognized term, and in 2001, the first SDM conference in Oxford was held. It is also possible that at that time the first models were presented (93).

According to the article “Four Models of Physician-Patient Relationship” from 1992, there are four main approaches for how a patient should be involved in medical decision-making: paternalistic (or parental/priestly), informative (or scientific/engineering/consumer), interpretive, and deliberative (94). The choice of what model of relationship to perform is not obvious. While about 58% of patients prefer SDM, still 26% want a paternalistic approach, and 16% want to decide for themselves (95). Some patients who are neutral about their participation in decision making may shift responsibility when faced with a decision they feel is beyond their understanding (12). Among allergologists in the US, approximately 98% are aware of the SDM approach, however, they report implementing it with only 44% of their patients. In contrast, only 22% of patients report perceiving elements of SDM during their clinical encounters (96). There is no single ideal approach to asthma management, as patients’ experiences vary and influence their preferences.

In preparing this article, we conducted a narrative review of the literature using databases such as PubMed, Google Scholar, and Elsevier. We primarily included studies published between 2015 and 2025, however, to illustrate historical shifts in the development of SDM or in cases where more recent data were lacking, we also referred to earlier publications. The oldest source cited in this review dates to 1992. Based on our work we have decided to create a model adjusted to the needs of asthmatic patients. To create a theoretical model, we have gathered elements of other existing models of SDM prevalent in medicine, and chose those that answer the problems mentioned by articles focused on barriers asthmatic patients face in achievement of adequate care. The Empathy-Centered Shared Decision-Making Model is aimed to emphasize the creation of a supportive environment that fosters empathy and trust. It integrates various elements to ensure effective communication, accurate diagnosis, and personalized treatment plans, however it still needs evaluation


5.1 Create a supportive environment

The first step involves establishing a clinical environment that prioritizes empathy and trust. This element was chosen based on The Four Habits Model, as it answers patients’ needs for empathic communication for a successful consultation process (44). Anxiety and self-efficacy, as well as anxiety and sleep quality, act as chain-mediated factors linking empathy to serum IL-6 levels. Specifically, empathy reduces patient anxiety, which in turn directly enhances self-efficacy and sleep quality, both of which influence IL-6 concentrations. Anxiety negatively impacts self-efficacy by acting as a psychological barrier to proactive behavior and positive health management (43). Physiological indicators like IL-6 levels and sleep quality can be integrated into the model design by focusing on empathy and its psychological mediators, promoting better biological outcomes through increased patient engagement and improved emotional well-being. HCPs should demonstrate genuine concern for the patient’s well-being, actively listen to their concerns, and validate their experiences. This can be achieved through active listening, such as summarizing what the patient has said and asking follow-up questions to show understanding. Elements of non-verbal communication like body language and facial expressions should convey openness, helping to build rapport (66).



5.2 Assessment of situation

According to the Purposeful SDM framework, the decision to apply SDM should begin with an assessment of the individual context in which the patient presents. For patients with asthma, this context may be shaped by factors such as disease severity. Severe asthma affects approximately 9,5% of patients (97), and these individuals may require a different consultation strategy than those with milder forms of the disease. Additionally, cultural background and language barriers can significantly impact the consultation process, leading to misunderstanding (24, 25) or difficulties in understanding proposed treatment plan (27). Comorbidities, particularly mental health conditions, also play a critical role (18). This factor, highlighted as well in the MIND-IT model, should be carefully considered to enable a meaningful and satisfactory consultation process.



5.3 Collaborative discussion

Discussion is the most important element of SDM, prevalent in all of the models. HCPs should facilitate a collaborative discussion about treatment options, ensuring a patient’s feeling of involvement in the decision-making process. This can be achieved through clear outlining of the available treatment options, their benefits and potential side effects, and inviting patients to ask questions and express concerns.



5.4 Education

Lack of adequate education on illness and treatment is a barrier commonly mentioned in the studies on asthma patients’ needs (31, 32, 33). Models like Longitudinal SDM provide an interesting solution to that problem. To enhance understanding HCPs should offer educational materials tailored to the patient’s literacy level and language preferences. This can include written materials and visual aids, like diagrams or pictorial representation to illustrate inhaler techniques and medication usage (10, 74, 75).

Through the whole medical encounter PtDAs can play a crucial role by facilitating informed choice. Patients provided with information about their treatment options in a structured format, may find it easier to weigh the pros and cons. Moreover, encouraging them to reflect on their values and preferences, may lead to more personalized treatment decisions. Similarly to IP-SDM, HCPs should consider referring patients to specialists for further evaluation and management. According to The Severe Asthma Charter from 2018, patients expect accessibility of other specialist consultation if needed, as asthma is a chronic illness, with exacerbations commonly coexisting with other comorbidities (32). Electronic apps and Artificial Intelligence (AI) techniques are a promising route for the future of asthma treatment. A review that included studies on use of AI for SDM in primary care for patients with diabetes and stroke survivors and secondary care for patients who needed treatment for their knee or neonatal care, suggests that AI can present personalized treatment options, with risks and benefits. This can be used to educate patients, as AI models are able to process all information on patients’ care and create evidence based recommendations. This may open more time for HPCs during visits to focus solely on the patient. Nevertheless, implementation in practice may be challenging, due to lack of trust and inability to understand the process behind decision making of AI. There is a need for more research on AI tools, implementation, especially for asthma treatment (98). To facilitate systemic adoption, SDM practices, such as structured asthma action plans or patient preference checklists, should be embedded within electronic health record systems and quality benchmarks.

The assessment of SDM remains challenging due to the lack of standardized and universally accepted evaluation tools. Since there are numerous factors that impact treatment outcomes, direct measurement of SDM impact is difficult (99). Patient feedback remains a valuable proxy for evaluating SDM quality, however, the impact of SDM should go beyond patient satisfaction to include concrete clinical endpoints such as asthma control, frequency of exacerbations, and healthcare resource utilization.

Shared Decision Making can be applied across a range of clinical scenarios in asthma management. The considerable diversity in medication types, routes and frequency of administration, as well as the presence of comorbidities in asthma, underscores the importance of implementing shared decision-making (SDM) in clinical care. SDM increases the likelihood of developing a treatment plan that aligns with the patient’s preferences, needs, and circumstances, thereby enhancing treatment satisfaction and adherence (35, 36). This approach is particularly relevant for athletes with asthma, for whom treatment plans should be carefully tailored to meet their specific needs and to ensure that the condition does not hinder their ability to achieve performance goals. Such plans should be reviewed and adjusted regularly in accordance with the patient’s current health status and activity levels. For example, individuals with low symptom awareness may benefit from the regular use of a peak flow meter to support better self-monitoring and disease management (100). Another group that can benefit from SDM, are patients with poor-controlled asthma. Implementation of SDM prolongs time without exacerbation among children (101).

For instance, among patients with osteoarthritis, those who engaged in better-informed decision-making reported slightly improved health outcomes and less decisional regret (102). In stroke care, decision aids improved patients’ knowledge but did not show a clear link to increased adherence to anticoagulants (103). Conversely, in dermatology patients prescribed topical corticosteroids who received thorough counseling were less apprehensive about side effects and more likely to adhere to treatment, indicating that SDM can influence both satisfaction and adherence (104). For asthma patients SDM proves to improve their life quality and adherence. Those individuals who report higher participation in SDM tend to have better satisfaction with their medication choice (12). There is also interest in SDM’s potential to reduce healthcare costs by promoting appropriate resource use and avoiding unnecessary intervention, but the relationship has not yet been conclusively demonstrated (105).

Shared Decision Making models must be adapted to local healthcare contexts, taking into account technological infrastructure, cultural beliefs, and socioeconomic disparities to ensure equitable implementation.

Despite SDM being the currently preferred model of asthma management, the research on the matter is not sufficient. There is still a need for research on the applicability of different models, standardizing evaluation tools, and more in depth studies on interventions focused on answering the needs of patients from minority groups.




6 Conclusion

Asthma is a chronic obstructive inflammatory pulmonary disease where the environmental framework influences the course of this disease. The SDM concept, where both patients and their HCPs are engaged in the therapeutic process, is considered an important factor in proper asthma management. HCPs must consider all external and internal agents like patients’ backgrounds, disabilities and health awareness influencing patient-healthcare relations. A standardized tool to evaluate SDM has not yet been developed, but important elements have been presented: education on advantages and disadvantages of different treatments, discussion of patients’ preferences and needs and ensuring comprehension of asthma management. The presented models show various schemes of SDM approach, underlining cooperative therapeutic decisions. The shared decision-making principles require widespread promotion among medical society by introducing training programs or anti-discrimination campaigns, as well as the main strategies for implementing SDM approach focusing on individual attitudes toward each patient. Telehealth is a novel solution for implementation of SDM and fighting against the distance barrier problem, and should be propagated further.



7 Summary

Asthma is a chronic inflammatory disease characterized by a history of respiratory symptoms, including wheezing, shortness of breath, chest tightness, and cough. Inhaled corticosteroids (ICS) and long-acting beta-agonists (LABA) are the first-line treatments, improving disease control; however, regular administration is essential for disease control and prevention of exacerbations. Medication adherence in this regard varies and remains suboptimal. According to the World Health Organization (WHO), the effectiveness and quality of the healthcare system constitute one of the five key dimensions influencing medication adherence, with the patient-physician relationship playing a significant role. Shared Decision-Making (SDM) is a concept that involves both the patient and their healthcare provider (HCP) in the decision-making process, ensuring that patients receive comprehensive information on available treatment options and associated risks so that the chosen therapy aligns with their expectations. Although the term emerged in the 1980s and various models have been tested in medical practice over the years, no standardized or well-validated model has been specifically recommended for asthma management. Furthermore, no standardized tool exists for evaluating SDM in this context. Current asthma guidelines incorporate SDM in decisions regarding inhaler use, and HCPs are encouraged to implement SDM approaches, as they are associated with improved disease control. This review aims to analyze and synthesize recent findings from the medical literature regarding the implementation and evaluation of SDM models in clinical practice, with particular emphasis on factors most critical for enhancing asthma treatment efficacy by strengthening the patient-physician relationship and improving medication adherence.

Patient-centered interventions can be analyzed from both the patient and HCPs perspectives. Patients’ engagement in SDM varies, ranging from active participation in treatment decisions to complete reliance on the expertise of their healthcare providers. Individuals with asthma often express the need for a more comprehensive explanation of their condition and the rationale behind treatment choices. They emphasize the importance of effective verbal and non-verbal communication, as well as cultural competence among HCPs, as critical factors in asthma care. Conversely, HCPs cite time constraints and insufficient patient education as key barriers to the full implementation of asthma treatment strategies. Additionally, various challenges must be considered, including patients’ health beliefs, limited health literacy, conflicts with healthcare providers, lower socioeconomic status, and household income, all of which can hinder SDM and disrupt continuity of care.

There are many models of SDM that provide a generalized plan and advice to efficiently introduce those important elements into practice. Most of them focus on educating patients on pros and cons of different treatments, discussing patients preferences and needs, and at the end receiving confirmation, if the patient understands instructions. Better comprehension of strengths and limitations of those models can help choose the best way of conducting visits to ensure optimal outcomes for patients. Some models like three-talk or SHARE, focus on simplifying communication and ensuring patient participation, while others like Six Steps of SDM provide a structured framework for engaging patients, or like IP-SDM highlight the importance of interdisciplinary collaboration. There are also models like Purposeful SDM that emphasize tailoring models in specific medical scenarios. Combination of elements from those approaches may be helpful if implemented in practice by an allergist. The Severe Asthma Charter was developed in consultation with patients and underscores the importance of patient involvement in treatment decisions, positioning SDM as a fundamental component of asthma care. A key principle outlined in the Charter is that patients seek comprehensive education about their disease. Education is a central element in most SDM models, and in some–such as the Longitudinal-SDM and MIND-IT models–it serves as the primary objective, aiming to facilitate informed decision-making. These models utilize Patient Decision Aids (PtDAs), such as educational materials, to enhance patient understanding and engagement in the decision-making process. Beyond education, establishing trust and fostering a strong patient-provider relationship is essential for effective SDM. Empathy plays a critical role in this dynamic and is a core component of The Four Habits model, which provides structured guidance on when and how to express empathy both verbally and non-verbally during clinical encounters. Evidence suggests that empathetic interactions with HCPs can yield measurable physiological and psychological benefits; for example, studies demonstrated that patients who experienced empathy during consultations exhibited lower serum IL-6 levels, improved sleep quality, and greater self-efficacy in managing their treatment. A primary concern for patients with asthma is the extent to which their condition limits daily life. The impact of treatment on quality of life is a crucial consideration in SDM, as highlighted by the 3-Circle Conceptual Model, which illustrates how various contextual factors–such as family dynamics, medical circumstances, and evolving personal needs–interact within the DM process. This model is further supported by the Multistep SDM Pathway, designed to facilitate the integration of such contextual factors into clinical practice. Another principle emphasized in the Severe Asthma Charter is the need for timely and direct referrals to appropriate specialists based on disease severity. The Interprofessional SDM model addresses this by promoting a collaborative approach to decision-making involving the patient, their primary HCP, and at least one additional specialist. To further refine SDM strategies in varying clinical contexts, the Purposeful-SDM model was developed, offering a structured approach to navigating different decision-making scenarios. Additionally, the SDM: KOMPASS tool was developed to enable self-assessment for HCPs and healthcare administrators; however, it has yet to be validated on a large scale. The most common element of those methods is introducing patients to treatment options and education on their illness, as it proves important to patients that suffer from allergy or asthma. Many of them can also benefit from more involvement of other specialists.

The standardized tool to evaluate SDM has not yet emerged, as it still does not have clear terminology nor accreditation standards and guidelines, but it seems that implementing SDM into practice may improve feelings of autonomy, competence and relatedness of patients. On the other hand there are mixed results on impact on adherence. The effective implementation of SDM in medical practice requires the development of various interventions to strengthen the patient-HCP relationship, improve communication, and build trust. While some SDM models provide broad conceptual frameworks for integrating SDM into clinical practice–such as the Three-Talk Model–others adopt more detailed, multi-step methodologies. Researchers continue to develop practical tools to enhance SDM implementation in routine care. The ADAPT-NC Toolkit was specifically designed to support physicians in applying SDM principles, while the Share to Care intervention program was established to facilitate the introduction of SDM into healthcare systems. Telemedicine offers significant opportunities to enhance asthma management, particularly among younger and well-educated patients, leading to better symptom control and more symptom-free days. However, it also poses challenges in establishing trust, especially with new patients. Empathy from healthcare providers and continuity of care play a crucial role in improving patient outcomes. Information and Communication Technologies (ICTs) utilizing the use of electronic health care tools (eHealth), such as health mobile apps (for example Coach McLungsSM), can aid in patient education, with preferences influenced by social and educational background. Many patients favor structured, written treatment plans, while those with lower literacy levels benefit from visual aids, such as pictograms, to enhance understanding and adherence.

Shared Decision Making could be a significant aspect of asthma treatment, with HCPs considering individual, family, and institutional factors when making therapeutic decisions. Various SDM models have been discussed in this review, highlighting both their strengths and limitations, as well as their applicability in asthma treatment. Most of them focus on educating patients on pros and cons of different treatments, discussing patients’ preferences and needs, and at the end receiving confirmation, if the patient understands instructions. There is a clear need for the development of interventions to more effectively integrate SDM into clinical practice. While progress has been made, there are still opportunities to enhance HCPs’ ability to create a supportive environment for patients. A particular gap exists in addressing the needs of patients from lower socio-economic backgrounds, with limited literacy, access to new technologies, or from diverse racial and cultural backgrounds. These groups are more likely to face barriers in accessing education, treatment options, and communication with their healthcare providers.



Author contributions

AP: Writing – original draft, Writing – review and editing. KM: Writing – original draft, Writing – review and editing. NK: Writing – original draft. EM: Writing – original draft, Writing – review and editing. MA: Writing – review and editing. PK: Writing – review and editing. MP: Writing – review and editing.



Funding

The author(s) declare that no financial support was received for the research and/or publication of this article.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Generative AI statement

The authors declare that no Generative AI was used in the creation of this manuscript.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fmed.2025.1639805/full#supplementary-material



Abbreviations

ACT, Asthma Control Test; AI, Artificial Intelligence; CALD, Cultural and linguistic diversity; CAM, Complementary and Alternative Medicine; CARE, Consultation and Relational Empathy; COPD, Chronic Obstructive Pulmonary Disease; ED, Emergency Department; HCPs, Healthcare Providers; ICS, inhaled corticosteroids; JSE, Jefferson Empathy Scale; LABA, long-acting beta-agonists; MART, Maintenance and Reliever Therapy; PtDAs, Patients Decision Making Aids; SABA, short-acting beta-agonists; SBTH, school-based telehealth; SDM, Shared Decision Making; WAAP, Written asthma action plan; WTP, Written Treatment Plan.



References

	1. Hovan George AS, Shahul A, George AS. An overview of medical care and the paternalism approach: An evaluation of current ethical theories and principles of bioethics in the light of physician-patient relationships. Partners Univ Int Res J. (2022) 1:31–9. doi: 10.5281/zenodo.7419781

	2. Elwyn G, Laitner S, Coulter A, Walker E, Watson P, Thomson R. Implementing shared decision making in the NHS. BMJ. (2010) 341:c5146. doi: 10.1136/bmj.c5146

	3. Achterbosch M, Vart P, van Dijk L, van Boven J. Shared decision making and medication adherence in patients with COPD and/or asthma: the ANANAS study. Front Pharmacol. (2023) 14:1283135. doi: 10.3389/fphar.2023.1283135

	4. Ekong G, Kavookjian J. Motivational interviewing and outcomes in adults with type 2 diabetes: a systematic review. Patient Educ Couns. (2016) 99:944–52. doi: 10.1016/j.pec.2015.11.022

	5. Lilitwat W, Vorakunthada Y, Lilitwat W, Vorakunthada Y. Promoting medication adherence to asthma. Health. (2018) 10:13–9. doi: 10.4236/HEALTH.2018.101002

	6. Wilson S, Strub P, Buist A, Knowles S, Lavori P, Lapidus J, et al. Shared treatment decision making improves adherence and outcomes in poorly controlled asthma. Am J Respir Crit Care Med. (2010) 181:566–77. doi: 10.1164/rccm.200906-0907OC

	7. Marshall T, Stellick C, Abba-Aji A, Lewanczuk R, Li X, Olson K, et al. The impact of shared decision-making on the treatment of anxiety and depressive disorders: systematic review - CORRIGENDUM. BJPsych Open. (2021) 7:e212. doi: 10.1192/bjo.2021.1050

	8. Bruch J, Khazen M, Mahmic-Kaknjo M, Légaré F, Ellen M. The effects of shared decision making on health outcomes, health care quality, cost, and consultation time: an umbrella review. Patient Educ Couns. (2024) 129:108408. doi: 10.1016/j.pec.2024.108408

	9. GINA. 2024 GINA Main Report - Global Initiative for Asthma. (2024). Available online at: https://ginasthma.org/2024-report/ (accessed May 12, 2025).

	10. Sheares B, Du Y, Vazquez T, Mellins R, Evans D. Use of written treatment plans for asthma by specialist physicians. Pediatr Pulmonol. (2007) 42:348–56. doi: 10.1002/ppul.20586

	11. Baggott C, Chan A, Hurford S, Fingleton J, Beasley R, Harwood M, et al. Patient preferences for asthma management: a qualitative study. BMJ Open. (2020) 10:e037491. doi: 10.1136/bmjopen-2020-037491

	12. Baptist A, Akuthota P, Carter J, Nelson M, Simone L. Understanding the perspectives of asthma patients and caregivers to improve shared decision-making and satisfaction with care. J Allergy Clin Immunol. (2022) 149:AB211. doi: 10.1016/j.jaci.2021.12.691

	13. Drury R. The evolution of family medicine: a focused review. Arch Commun Fam Med. (2018) 1:51–4. doi: 10.22259/2638-4787.0101009

	14. Tseng H, Vastardi M. Language barriers are associated with the underdiagnosis of allergy and immunology conditions in children. Ann Allergy Asthma Immunol. (2023) 131:S81. doi: 10.1016/j.anai.2023.08.242

	15. Armeftis C, Gratziou C, Siafakas N, Katsaounou P, Pana Z, Bakakos P. An update on asthma diagnosis. J Asthma. (2023) 60:2104–10. doi: 10.1080/02770903.2023.2228911

	16. Reddel H. Common conditions that mimic asthma. Med J Aust. (2022) 216:337–40. doi: 10.5694/mja2.51467

	17. Aaron S, Vandemheen K, FitzGerald J, Ainslie M, Gupta S, Lemière C, et al. Reevaluation of diagnosis in adults with physician-diagnosed asthma. JAMA. (2017) 317:269–79. doi: 10.1001/jama.2016.19627

	18. Ji Z, López-de-Andrés A, Jiménez-García R, Maestre-Miquel C, Zamorano-León J, Scarano-Pereira J, et al. Mental health in patients with asthma: a population-based case-control study. Respir Med. (2022) 193:106758. doi: 10.1016/j.rmed.2022.106758

	19. Zhang L, Zhang X, Zheng J, Wang L, Zhang H, Wang L, et al. Co-morbid psychological dysfunction is associated with a higher risk of asthma exacerbations: a systematic review and meta-analysis. J Thorac Dis. (2016) 8:1257–68. doi: 10.21037/jtd.2016.04.68

	20. Koyanagi K, Koya T, Sasagawa M, Hasegawa T, Suzuki E, Arakawa M, et al. An analysis of factors that exacerbate asthma, based on a Japanese questionnaire. Allergol Int. (2009) 58:519–27. doi: 10.2332/allergolint.09-OA-0095

	21. Guidry-Grimes L. Overcoming obstacles to shared mental health decision making. AMA J Ethics. (2020) 22:E446–51. doi: 10.1001/amajethics.2020.446

	22. Perez MF, Coutinho MT. An overviewof health disparities in asthma. Yale J Biol Med.(2021) 94:497–507.

	23. Bryant-Stephens T, Strane D, Robinson E, Bhambhani S, Kenyon C. Housing and asthma disparities. J Allergy Clin Immunol. (2021) 148:1121–9. doi: 10.1016/j.jaci.2021.09.023

	24. McQuaid E. Barriers to medication adherence in asthma: the importance of culture and context. Ann Allergy Asthma Immunol. (2018) 121:37–42. doi: 10.1016/j.anai.2018.03.024

	25. Hardie G, Janson S, Gold W, Carrieri-Kohlman V, Boushey H. Ethnic differences: word descriptors used by African-American and white asthma patients during induced bronchoconstriction. Chest. (2000) 117:935–43. doi: 10.1378/chest.117.4.935

	26. Forth V, Cardet J, Chang K, Ericson B, Hurley L, Maher N, et al. What patients call their inhalers is associated with asthma attacks. J Am Board Fam Med. (2023) 36:650–61. doi: 10.3122/jabfm.2022.220270R2

	27. Shum M, Poureslami I, Liu J, FitzGerald JM, Shum M, Poureslami I, et al. Perceived barriers to asthma therapy in ethno-cultural communities: the role of culture, beliefs and social support. Health. (2017) 9:1029–46. doi: 10.4236/HEALTH.2017.97075

	28. Alzaye R, Chaar B, Basheti I, Saini B. General Practitioners’ experiences of asthma management in culturally and linguistically diverse populations. J Asthma. (2019) 56:642–52. doi: 10.1080/02770903.2018.1472280

	29. Akin-Imran A, Bajpai A, McCartan D, Heaney L, Kee F, Redmond C, et al. Ethnic variation in asthma healthcare utilisation and exacerbation: systematic review and meta-analysis. ERJ Open Res. (2023) 9:00591–2022. doi: 10.1183/23120541.00591-2022

	30. McCallum G, Morris P, Brown N, Chang A. Culture-specific programs for children and adults from minority groups who have asthma. Cochrane Database Syst Rev. (2017) 8:CD006580. doi: 10.1002/14651858.CD006580.pub5

	31. Laurence R, Ancel J, Devilliers M, Carre S, Dury S, Dormoy V, et al. Patient education needs in severe asthma, a pilot study. BMC Pulm Med. (2024) 24:134. doi: 10.1186/s12890-024-02960-8

	32. Menzies-Gow A, Jackson D, Al-Ahmad M, Bleecker E, Cosio Piqueras F, Brunton S, et al. A renewed charter: key principles to improve patient care in severe asthma. Adv Ther. (2022) 39:5307–26. doi: 10.1007/s12325-022-02340-w

	33. Kang H, Pen Y, He Y, Yang X, Su J, Yang Q, et al. The experience of shared decision-making for people with asthma: a systematic review and metasynthesis of qualitative studies. Health Expect. (2024) 27:e14039. doi: 10.1111/hex.14039

	34. Usmani O. Choosing the right inhaler for your asthma or COPD patient. Ther Clin Risk Manag. (2019) 15:461–72. doi: 10.2147/TCRM.S160365

	35. Belachew E, Netere A, Sendekie A. Medication regimen complexity and its impact on medication adherence and asthma control among patients with asthma in Ethiopian referral hospitals. Asthma Res Pract. (2022) 8:7. doi: 10.1186/s40733-022-00089-1

	36. Schmidt SJ, Wurmbach VS, Lampert A, Bernard S, HIOPP-6 Consortium, Haefeli WE, et al. Individual factors increasing complexity of drug treatment-a narrative review. Eur J Clin Pharmacol. (2020) 76:745–54. doi: 10.1007/s00228-019-02818-7

	37. Metting E, Dijk L, Messlaki H, Luers J, Kocks J. Development of a shared decision-making tool to support patients and their healthcare provider in choosing the best inhaler device. Eur. Respiratory J. (2018) 52:OA1643. doi: 10.1183/13993003.congress-2018.OA1643

	38. Bouloukaki I, Spanias C, Ierodiakonou D, Tzanakis N, Williams S, Tsiligianni I. Primary healthcare professionals’ perceptions, attitudes and ideas regarding asthma management in Greece: a mixed-method study. Eur J Gen Pract. (2024) 30:2418301. doi: 10.1080/13814788.2024.2418301

	39. Zhang X, Ding R, Zhang Z, Chen M, Yin Y, Quint J. Medication adherence in people with asthma: a qualitative systematic review of patient and health professional perspectives. J Asthma Allergy. (2023) 16:515–27. doi: 10.2147/JAA.S407552

	40. Rakel D, Hoeft T, Barrett B, Chewning B, Craig B, Niu M. Practitioner empathy and the duration of the common cold. Fam Med. (2009) 41:494–501.

	41. Matthias M, Salyers M, Frankel R. Re-thinking shared decision-making: context matters. Patient Educ Couns. (2013) 91:176–9. doi: 10.1016/j.pec.2013.01.006

	42. Quaschning K, Körner M, Wirtz M. Analyzing the effects of shared decision-making, empathy and team interaction on patient satisfaction and treatment acceptance in medical rehabilitation using a structural equation modeling approach. Patient Educ Couns. (2013) 91:167–75. doi: 10.1016/j.pec.2012.12.007

	43. Wu H, Zhang Y, Li S, Liu Q, Yang N. Care Is the doctor’s best prescription: the impact of doctor-patient empathy on the physical and mental health of asthmatic patients in China. Psychol Res Behav Manag. (2020) 13:141–50. doi: 10.2147/PRBM.S226706

	44. Hojat M, Maio V, Pohl CA, Gonnella JS. Clinical empathy: definition, measurement, correlates, group differences, erosion, enhancement, and healthcare outcomes. Discover Health Syst. (2023) 202:1–17. doi: 10.1007/S44250-023-00020-2

	45. Lelorain S, Gehenne L, Christophe V, Duprez C. The association of physician empathy with cancer patient outcomes: a meta-analysis. Psychooncology. (2023) 32:506–15. doi: 10.1002/pon.6108

	46. Wu Q, Jin Z, Wang P. The relationship between the physician-patient relationship, physician empathy, and patient trust. J General Internal Med. (2022) 37:1388–93. doi: 10.1007/S11606-021-07008-9/FIGURES/2

	47. Cappuccio A, Napolitano S, Menzella F, Pellegrini G, Policreti A, Pelaia G, et al. Use of narrative medicine to identify key factors for effective doctor-patient relationships in severe asthma. Multidiscip Respir Med. (2019) 14:26. doi: 10.1186/s40248-019-0190-7

	48. Chen W, Fitzgerald J, Rousseau R, Lynd L, Tan W, Sadatsafavi M. Complementary and alternative asthma treatments and their association with asthma control: a population-based study. BMJ Open. (2013) 3:e003360. doi: 10.1136/bmjopen-2013-003360

	49. McQuaid E, Fedele D, Adams S, Koinis-Mitchell D, Mitchell J, Kopel S, et al. Complementary and alternative medicine use and adherence to asthma medications among Latino and non-Latino white families. Acad Pediatr. (2014) 14:192–9. doi: 10.1016/j.acap.2013.09.006

	50. McQuaid E, Everhart R, Seifer R, Kopel S, Mitchell D, Klein R, et al. Medication adherence among Latino and non-Latino white children with asthma. Pediatrics. (2012) 129:e1404–10. doi: 10.1542/peds.2011-1391

	51. McCrossan P, Shields M, McElnay J. Medication adherence in children with asthma. Patient Prefer Adherence. (2024) 18:555–64. doi: 10.2147/PPA.S445534

	52. Kaplan A, Price D. Treatment adherence in adolescents with asthma. J Asthma Allergy. (2020) 13:39–49. doi: 10.2147/JAA.S233268

	53. Pu C, Tseng Y, Tang G, Lin Y, Lin C, Wang I. Perception and willingness to maintain continuity of care by parents of children with asthma in Taiwan. Int J Environ Res Public Health. (2021) 18:3600. doi: 10.3390/ijerph18073600

	54. Fung V, Graetz I, Galbraith A, Hamity C, Huang J, Vollmer W, et al. Financial barriers to care among low-income children with asthma: health care reform implications. JAMA Pediatr. (2014) 168:649–56. doi: 10.1001/jamapediatrics.2014.79

	55. Santa C, Milheiro Tinoco E, Barreira P, Lima R. Predictive factors of non-adherence to asthma medication in pregnancy. Eur Ann Allergy Clin Immunol. (2022) 54:84–9. doi: 10.23822/EurAnnACI.1764-1489.201

	56. Charles C, Gafni A, Whelan T. Shared decision-making in the medical encounter: what does it mean? (or it takes at least two to tango). Soc Sci Med. (1997) 44:681–92. doi: 10.1016/s0277-9536(96)00221-3

	57. Elwyn G, Durand M, Song J, Aarts J, Barr P, Berger Z, et al. A three-talk model for shared decision making: multistage consultation process. BMJ. (2017) 359:j4891. doi: 10.1136/bmj.j4891

	58. Müller E, Diesing A, Rosahl A, Scholl I, Härter M, Buchholz A. Evaluation of a shared decision-making communication skills training for physicians treating patients with asthma: a mixed methods study using simulated patients. BMC Health Serv Res. (2019) 19:612. doi: 10.1186/s12913-019-4445-y

	59. Barradell A, Gerlis C, Houchen-Wolloff L, Bekker H, Robertson N, Singh S. Systematic review of shared decision-making interventions for people living with chronic respiratory diseases. BMJ Open. (2023) 13:e069461. doi: 10.1136/bmjopen-2022-069461

	60. Rennke S, Yuan P, Monash B, Blankenburg R, Chua I, Harman S, et al. The SDM 3 circle model: a literature synthesis and adaptation for shared decision making in the hospital. J Hosp Med. (2017) 12:1001–8. doi: 10.12788/JHM.2865;CTYPE:STRING:JOURNAL

	61. LoBrutto L, Fix G, Wiener R, Linsky A. Leveraging the timing and frequency of patient decision aids in longitudinal shared decision-making: a narrative review and applied model. Health Expect. (2022) 25:1246–53. doi: 10.1111/hex.13531

	62. Sandelowsky H, Ställberg B, Wiklund F, Telg G, de Fine Licht S, Janson C. Annual and post-exacerbation follow-up of asthma patients in clinical practice - a large population-based study in Sweden. J Asthma Allergy. (2022) 15:475–86. doi: 10.2147/JAA.S357086

	63. Park H, Byun M, Kim H, Ahn C, Rhee C, Kim K, et al. Regular follow-up visits reduce the risk for asthma exacerbation requiring admission in Korean adults with asthma. Allergy Asthma Clin Immunol. (2018) 14:29. doi: 10.1186/s13223-018-0250-0

	64. Nyenhuis S, Riley I, Gardner D, Balmer J, Nelson M, Carter J, et al. Perceptions on use of a shared decision-making guide among minoritized patients with asthma. Ann Allergy Asthma Immunol. (2023) 131:S49. doi: 10.1016/j.anai.2023.08.150

	65. Légaré F, Stacey D, Pouliot S, Gauvin F, Desroches S, Kryworuchko J, et al. Interprofessionalism and shared decision-making in primary care: a stepwise approach towards a new model. J Interprof Care. (2011) 25:18–25. doi: 10.3109/13561820.2010.490502

	66. Frankel RM, Stein T. Getting the most out of the clinical encounter: the four habits model. J Med Practice Manag. (2001) 16:184–91. doi: 10.7812/TPP/99-020

	67. Clayman M, Scheibler F, Rüffer J, Wehkamp K, Geiger F. The six steps of SDM: linking theory to practice, measurement and implementation. BMJ Evid Based Med. (2023) 29:75–8. doi: 10.1136/bmjebm-2023-112289

	68. Hargraves I, Fournier A, Montori V, Bierman A. Generalized shared decision making approaches and patient problems. Adapting AHRQ’s SHARE approach for purposeful SDM. Patient Educ Couns. (2020) 103:2192–9. doi: 10.1016/j.pec.2020.06.022

	69. Hargraves I, Montori V, Brito J, Kunneman M, Shaw K, LaVecchia C, et al. Purposeful SDM: a problem-based approach to caring for patients with shared decision making. Patient Educ Couns. (2019) 102:1786–92. doi: 10.1016/j.pec.2019.07.020

	70. Oerlemans A, Knippenberg M, Olthuis G. Learning shared decision-making in clinical practice. Patient Educ Couns. (2021) 104:1206–12. doi: 10.1016/j.pec.2020.09.034

	71. Jaeken J, Billiouw C, Mertens L, Van Bostraeten P, Bekkering G, Vermandere M, et al. A systematic review of shared decision making training programs for general practitioners. BMC Med Educ. (2024) 24:592. doi: 10.1186/s12909-024-05557-1

	72. Lund L, Hansen D, Korsbek L, Christiansen M, Steffensen K, Olling K. Developing the tool SDM:kompass. Supporting shared decision making implementation processes. PLoS One. (2024) 19:e0312990. doi: 10.1371/journal.pone.0312990

	73. Yen R, Barr P, Cochran N, Aarts J, Légaré F, Reed M, et al. Medical students’ knowledge and attitudes toward shared decision making: results from a multinational, cross-sectional survey. MDM Policy Pract. (2019) 4:2381468319885871. doi: 10.1177/2381468319885871

	74. Bansal E, Mehra S, Bhalla K. Improvement of quality of life in a family of a child with asthma after using the Written asthma action plan (WAAP). J Family Med Prim Care. (2023) 12:1336–41. doi: 10.4103/jfmpc.jfmpc_1828_22

	75. Holst S, Vermehren C. Co-developing patient-centered information: a focus group study of asthma patients’ preferences and attitudes towards new medical treatment guidelines. Pharmaceuticals. (2023) 16:456. doi: 10.3390/ph16030456

	76. Pur Ozyigit L, Ozcelik B, Ozcan Ciloglu S, Erkan F. The effectiveness of a pictorial asthma action plan for improving asthma control and the quality of life in illiterate women. J Asthma. (2014) 51:423–8. doi: 10.3109/02770903.2013.863331

	77. Sazlina S, Lee P, Cheong A, Hussein N, Pinnock H, Salim H, et al. Feasibility of supported self-management with a pictorial action plan to improve asthma control. NPJ Prim Care Respir Med. (2022) 32:34. doi: 10.1038/s41533-022-00294-8

	78. Tsaroucha E, Nikolakopoulou A, Noutsos G, Kavvada A, Andrianopoulos A, Foteinakopoulos A, et al. The impact of language as a barrier to effective asthma control in young immigrants. World Allergy Organ J. (2020) 13:100200. doi: 10.1016/J.WAOJOU.2020.100200

	79. Translated Resources - Asthma Australia. (2024). Available online at: https://asthma.org.au/translated-resources/ (accessed May 14, 2025)

	80. Thakur N, Barcelo N, Borrell L, Singh S, Eng C, Davis A, et al. Perceived discrimination associated with asthma and related outcomes in minority youth: the GALA II and SAGE II studies. Chest. (2016) 151:804–12. doi: 10.1016/j.chest.2016.11.027

	81. Baptist A, Apter A, Gergen P, Jones B. Reducing health disparities in asthma: how can progress be made. J Allergy Clin Immunol Pract. (2023) 11:737–45. doi: 10.1016/j.jaip.2022.12.044

	82. Vela M, Erondu A, Smith N, Peek M, Woodruff J, Chin M. Eliminating explicit and implicit biases in health care: evidence and research needs. Annu Rev Public Health. (2022) 43:477–501. doi: 10.1146/annurev-publhealth-052620-103528

	83. Davis S. Asthma in intellectual disability: are we managing our patients appropriately? Breathe. (2016) 12:310–7. doi: 10.1183/20734735.014716

	84. Davis S, Durvasula S, Merhi D, Young P, Traini D, Bosnic-Anticevich S. The ability of people with intellectual disability to use inhalers–an exploratory mixed methods study. J Asthma. (2016) 53:86–93. doi: 10.3109/02770903.2015.1065423

	85. Schwartzkopf C, Alves R, Lopes P, Braux J, Capucho F, Ribeiro C. The role of training and education for enhancing empathy among healthcare students: a systematic review of randomised controlled trials. BMC Med Educ. (2025) 25:469. doi: 10.1186/s12909-025-07038-5

	86. Ong L, Chee N, Loh A. Risk of renal impairment in atypical antipsychotics: a systematic review and meta-analysis. Eur J Clin Pharmacol. (2024) 80:1435–44. doi: 10.1007/s00228-024-03714-5

	87. Almasi S, Shahbodaghi A, Asadi F. Efficacy of telemedicine for the management of asthma: a systematic review. Tanaffos. (2022) 21:132–45.

	88. Halterman J, Fagnano M, Tremblay P, Butz A, Perry T, Wang H. Effect of the telemedicine enhanced asthma management through the emergency department (TEAM-ED) Program on asthma morbidity: a randomized controlled trial. J Pediatr. (2024) 266:113867. doi: 10.1016/j.jpeds.2023.113867

	89. Perry T, Turner J. School-based telemedicine for asthma management. J Allergy Clin Immunol Pract. (2019) 7:2524–32. doi: 10.1016/j.jaip.2019.08.009

	90. Perry T, Margiotta C. Implementing telehealth in pediatric asthma. Pediatr Clin North Am. (2020) 67:623–7. doi: 10.1016/j.pcl.2020.04.003

	91. Drury R. Wearable biosensor systems and resilience: a perfect storm in health care? Front Psychol. (2014) 5:853. doi: 10.3389/fpsyg.2014.00853

	92. Veatch R. Models for ethical medicine in a revolutionary age. What physician-patient roles foster the most ethical realtionship? Hastings Cent Rep. (1972) 2:5–7.

	93. Bravo P, Härter M, McCaffery K, Giguère A, Hahlweg P, Elwyn G. Editorial: 20 years after the start of international shared decision-making activities: is it time to celebrate? probably. Z Evid Fortbild Qual Gesundhwes. (2022) 171:20. doi: 10.1016/j.zefq.2022.05.009

	94. Emanuel EJ, Emanuel LL. Four models of the physician-patient relationship. JAMA. (1992) 267:2221–6. doi: 10.1001/JAMA.1992.03480160079038

	95. Driever E, Stiggelbout A, Brand P. Chapter 7 patients’ preferred and perceived decision-making roles, and observed patient involvement in videotaped encounters with medical specialists. Patient Educ Couns. (2022) 105:2702–7. doi: 10.1016/j.pec.2022.03.025

	96. Eghrari-Sabet J, Williams D, Bukstein D, Winders T, Gardner D. Real-world use and perceptions of shared decision-making for allergy and asthma care in a US population. World Allergy Organ J. (2023) 16:100828. doi: 10.1016/j.waojou.2023.100828

	97. Rönnebjerg L, Axelsson M, Kankaanranta H, Backman H, Rådinger M, Lundbäck B, et al. Severe asthma in a general population study: prevalence and clinical characteristics. J Asthma Allergy. (2021) 14:1105–15. doi: 10.2147/JAA.S327659

	98. Abbasgholizadeh Rahimi S, Cwintal M, Huang Y, Ghadiri P, Grad R, Poenaru D, et al. Application of artificial intelligence in shared decision making: scoping review. JMIR Med Inform. (2022) 10:e36199. doi: 10.2196/36199

	99. Montori V, Ruissen M, Hargraves I, Brito J, Kunneman M. Shared decision-making as a method of care. BMJ Evid Based Med. (2023) 28:213–7. doi: 10.1136/bmjebm-2022-112068

	100. Zeiger J, Weiler J. Special considerations and perspectives for exercise-induced bronchoconstriction (EIB) in olympic and other elite athletes. J Allergy Clin Immunol Pract. (2020) 8:2194–201. doi: 10.1016/j.jaip.2020.01.041

	101. Liu T, Taylor Y, Mahabaleshwarkar R, Blanchette C, Tapp H, Dulin M. Shared decision making and time to exacerbation in children with asthma. J Asthma. (2018) 55:949–55. doi: 10.1080/02770903.2017.1378357

	102. Sepucha K, Vo H, Chang Y, Dorrwachter J, Dwyer M, Freiberg A, et al. Shared decision-making is associated with better outcomes in patients with knee but not hip osteoarthritis: the DECIDE-OA randomized study. J Bone Joint Surg Am. (2022) 104:62–9. doi: 10.2106/JBJS.21.00064

	103. Baers J, Adekanye J, Hazlewood G, Davies J, Caird J, Wilton S. Systematic review of patient decision aids for stroke prevention therapy in atrial fibrillation management. Rev Cardiovasc Med. (2022) 23:353. doi: 10.31083/j.rcm2310353

	104. Lee L, El-Den S, Horne R, Carter S. Patient satisfaction with information, concerns, beliefs and adherence to topical corticosteroids. Patient Educ Couns. (2019) 102:1203–9. doi: 10.1016/j.pec.2019.01.019

	105. Walsh T, Barr P, Thompson R, Ozanne E, O’Neill C, Elwyn G. Undetermined impact of patient decision support interventions on healthcare costs and savings: systematic review. BMJ. (2014) 348:g188. doi: 10.1136/bmj.g188

	106. Pollard S, Bansback N, Bryan S. Physician attitudes toward shared decision making: a systematic review. Patient Educ Couns. (2015) 98:1046–57. doi: 10.1016/j.pec.2015.05.004

	107. Caverly T, Hayward R. Dealing with the lack of time for detailed shared decision-making in primary care: everyday shared decision-making. J Gen Intern Med. (2020) 35:3045–9. doi: 10.1007/s11606-020-06043-2

	108. Waddell A, Lennox A, Spassova G, Bragge P. Barriers and facilitators to shared decision-making in hospitals from policy to practice: a systematic review. Implement Sci. (2021) 16:74. doi: 10.1186/s13012-021-01142-y

	109. Muscat D, Shepherd H, Nutbeam D, Trevena L, McCaffery K. Health literacy and shared decision-making: exploring the relationship to enable meaningful patient engagement in healthcare. J Gen Intern Med. (2021) 36:521–4. doi: 10.1007/s11606-020-05912-0

	110. Dhar R, Ip M, Kulkarni T, Kim S, Perng D, Yao X, et al. Challenges faced in managing adult asthma: a perspective from Asian countries. Respirology. (2020) 25:1235–42. doi: 10.1111/resp.13935

	111. Amin S, Soliman M, McIvor A, Cave A, Cabrera C. Understanding patient perspectives on medication adherence in asthma: a targeted review of qualitative studies. Patient Prefer Adherence. (2020) 14:541–51. doi: 10.2147/PPA.S234651




Copyright
 © 2025 Piątkowska, Marszałek, Krupińska, Malaya, Adamczewska, Kuna and Panek. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/cross.jpg
©

|





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Shared decision making - a review of its evaluation, efficacy, and applicability in asthma



		1 Introduction



		2 Patients vs. HCPs perspective on SDM



		3 Known SDM models



		4 Promotion and implementation of SDM



		5 Discussion



		5.1 Create a supportive environment



		5.2 Assessment of situation



		5.3 Collaborative discussion



		5.4 Education







		6 Conclusion



		7 Summary



		Author contributions



		Funding



		Conflict of interest



		Publisher’s note



		Supplementary Material



		References

















OPS/images/cover.jpg
, frontiers | Frontiers in Medicine













OPS/images/logo.jpg
¥ frontiers | Frontiers in Medicine






OPS/images/fmed-12-1639805-g001.jpg
SBTH programs

TEAM-ED reminders and alarms

fiaht with raci ANTI -
allgwjdtu\glctonrsaccigt'g — [ DISCRIMINATION TRAINING
bias in health care CAMPAIGNS PROGRAMS
PROMOTION
OF SDM
‘ 1
|
\ IMPLEMENTATION
OF SDM to patients with intelectiual disabilities
form of WRITTEN »
pictograms

ASTHMA
ACTION
PLAN

% INDIVIDUAL | ——
fordgg[e)lrgte APPROACH

X

to CALD patients
multilanguage
sourses in diverse
dialects

to patients with
various material state

defuse potential conflicts, promote a alliance






