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Health inequalities can be defined as ”the systematic, avoidable and unfair differences in 
health outcomes that can be observed between populations, between social groups 
within the same population or as a gradient across a population ranked by social 
position.”

McCartney G, Popham F, McMaster R, Cumbers A. Defining health and health inequalities. Public Health. 2019 May 30, 172: 22-30. 

DEFINING HEALTH INEQUALITIES



WHAT DO WE KNOW ALREADY? 



Socially disadvantaged patients (including those with lower health literacy) are less 

likely to engage in health care and to participate in medical decision making.

Evidence suggests that younger patients, women and those with higher socioeconomic 

status are more likely to play an active role in shared medical decision making. 





METHODS

Systematic review 1, 2014

• Purpose: To evaluate the impact of SDM 
interventions on disadvantaged groups and 
health inequalities.

• Data sources: CINAHL, the Cochrane 
Register of Controlled Trials, the Cochrane 
Database of Systematic Reviews, EMBASE, 
HMIC, MEDLINE, the NHS Economic 
Evaluation Database, Open SIGLE, 
PsycINFO and Web of Knowledge were 
searched from inception until June 2012.

IPDAS update review, 2021

• Purpose: To assess whether PtDAs and 
SDM interventions improve outcomes or 
decrease health inequalities among socially 
disadvantaged populations and determine the 
critical features of successful interventions.

• Data sources: MEDLINE, CINAHL, 
Cochrane, PsycINFO, and Web of Science 
from inception to October 2019. Cochrane 
systematic reviews on PtDAs.



METHODS

Systematic review 1, 2014

• Study selection: All studies without language 
restriction that assessed the effect of shared 
decision-making interventions on 
disadvantaged groups and/or health 
inequalities

• Data extraction: Independent double data 
extraction using a pre-designed form adapted 
from an earlier systematic review, and piloted 
prior to data extraction.

• Quality assessment: Cochrane risk of bias 
tool and Downs & Black checklist.

IPDAS update review, 2021

• Study selection: Randomized controlled 

trials of PtDAs and SDM interventions that 

included socially disadvantaged populations.

No language restrictions.

• Data extraction: Independent double data 
extraction using a standardized form and the 
Template for Intervention Description and 
Replication checklist.

• Quality assessment: Cochrane risk of bias                     
tool version 2. 



RESULTS OF 2014 REVIEW



RESULTS OF 2014 REVIEW

• SDM interventions improved outcomes for socially disadvantaged populations: 
improved knowledge, improved patient-clinician communication, reduced
decisional conflict, reduced the proportion undecided.

• The narrative synthesis review suggested that SDM interventions may be more 
beneficial to disadvantaged groups than higher literacy/socioeconomic status 
patients.

• Tailoring the interventions to disadvantaged groups' needs seemed important. 



LIMITATIONS

• Given the paucity of controlled research in this area in 2012 and before, 
inclusion of all study designs, introducing significant heterogeneity.

• Only 10 included studies could be pooled in the meta-analysis

• The quality of included studies was variable and fairly low.

• Sample size was generally small and follow-up was not systematic and limited. 



RESULTS OF 2021 REVIEW



RESULTS OF 2021 REVIEW

• Patient decision aids and other SDM interventions improved outcomes for socially

disadvantaged populations: improved knowledge, improved patient-clinician

communication, reduced decisional conflict, reduced the proportion 

undecided.

• PtDAs did not affect anxiety.

• Five of the 12 PtDA studies that compared outcomes by disadvantaged standing 

found that outcomes improved more for socially disadvantaged participants.

• No evidence indicated which intervention characteristics were most effective.



LIMITATIONS

• Analysis limited to randomized controlled trials

• Multiple complex definitions of social disadvantage

• Large number of studies with overall unclear risk of bias

• Substantial heterogeneity for most outcomes





METHODS 

• Purpose: Assess the effect of pictorial health information on patients' and consumers' health 
behaviors and outcomes, evaluate these effects in lower health literacy populations, and 
examine the attributes of the interventions.

• Data sources: Ovid MEDLINE, PsycINFO, Web of Science, CINAHL, Cochrane Database of 
Systematic reviews, Cochrane Central Register of Controlled Trials, Cochrane Methodology 
Register, Database of Abstracts and Reviews of Effectiveness, and ERIC from inception until 
August 2018 + eight additional search strategies.

• Study selection: RCTs that assessed the effect of pictorial health information on patient and 
consumer health behaviors and outcomes. No language restrictions.

• Data extraction: Independent dual data extraction with pre-designed, piloted form adapted 
from: 1) the Cochrane Effective Practice and Organization of Care (EPOC) checklist and 2) 
TIDieR checklist for characteristics of the pictorial health interventions.

• Quality assessment: Cochrane risk of bias tool.



RESULTS 

• We screened the titles and abstracts of 4176 unique articles, assessed the full text of 
250 articles, and found 54 articles that met all inclusion criteria. The 54 included RCTs 
were conducted across 22 countries between 1990 and 2017.

• Pictorial health information moderately improved knowledge/understanding and 
recall overall, but largely increased knowledge/ understanding for lower health 
literacy populations (n = 13), all with substantial heterogeneity.

• Icons with few words may be most helpful in conveying health information.



LIMITATIONS

• Analysis limited to randomized controlled trials.

• Not all authors reported the details of their interventions or study 
characteristics, which prevented a thorough review of all intervention 
characteristics and risk of bias assessment.

• Heterogeneity of the meta-analysis results.



USUAL CARE





Screened

Randomization 
(surgeon-level)

Picture Option Grid Usual care Option Grid

Follow-Ups: After consultation, 1 week post-surgery, 12 weeks

post-surgery, 1 year post-surgery

STUDY FLOW

Baseline assessment



OPTION GRID

 Increases observed shared decision making
(estimate: 28.93, 95% CI (7.98, 49.87),   P=.01)

 Increases self-reported shared decision 

making

(estimate: 1.18, 95% CI (0.23, 2.13), P=.02)

 Increases care coordination

(estimate: 0.66, 95% CI (0.04, 1.28), P=.04) 



PICTURE OPTION GRID

 Increases knowledge

(estimate: 0.27, 95% CI (0.01, 0.53), P=.04)

 Increases decision process

 Increases self-reported shared decision making

(estimate: 0.17, 95% CI (0.03, 0.32), P=.01)

 Increases observed shared decision making

(estimate: 24.71, 95% CI (5.93, 43.49), P=.01)

 Reduces decision regret (T3)

(estimate: -23.16, 95%CI (-45.28, -1.04), P=.04). 



SUBGROUP ANALYSES

 The difference in quality of life between 

patients of higher health literacy and patients 

of lower health literacy was smaller in the 

Picture Option Grid arm than the usual‐care 

arm.
(estimate: 0,05, IC à 95% (0,01, 0,09), P = .03)

 The difference in knowledge between patients 

of lower socioeconomic position (SEP) and 

those of higher SEP was smaller for patients 

in the Picture Option Grid arm than patients in 

the usual‐care arm.

(estimate, 0.36; 95% CI, 0.09‐0.63; P = .01)



LIMITATIONS

• Randomization at surgeon level led to imbalance of arms.

• Lower than expected number of eligible patients.

• Attrition of the number of eligible patients between T0 and T3 occurred as 
patients became ineligible after additional examinations revealed that their 
stage or surgical options had changed.

• Difficulties recruiting women of lower socioeconomic position.













Participatory approaches are useful and have become an essential part of conducting 
SDM and health literacy research with socially disadvantaged populations. 



WHAT CAN WE DO BETTER? 



Including socially disadvantaged populations in shared decision making and 
health literacy research remains a challenge. 



Do I have to take part?

No, it is your choice. This will not change 

your work or medical care. You can also 

stop at any time. If you stop, we will use the 
information you gave us.

Are there benefits?

You may enjoy doing the surveys, getting 

information about the COVID-19 vaccines and 

sharing your opinion. This may help other 

workers like you in the future.





Measuring health literacy in underserved populations continues

to be difficult. 



Questions?
marie-anne.durand@inserm.fr/marie-anne.durand@dartmouth.edu

Thank you 


