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Abstract

Health decisions are commonly represented as products of individual knowledge, preferences, beliefs, intentions, or risk
appraisal. Such representations are useful but incomplete because patient action unfolds within social relationships, material
constraints, healthcare organizations, information environments, and changing illness states. This conceptual article develops a
proposed behavioral architecture in which beliefs and expectations remain important but acquire behavioral significance through
interactions with social authorization, relational trust, practical opportunity, and healthcare-system conditions. The model
distinguishes preference from enacted action, information availability from usable information, service availability from
practical accessibility, interpersonal trust from institutional trust, and intended behavior from behavior sustained through
learning and routine. It further treats healthcare encounters as active behavioral environments capable of modifying appraisal,
perceived legitimacy, opportunity, and future participation. The framework is intentionally non-deterministic: similar beliefs
can produce different actions under different material, relational, or organizational conditions, while similar behaviors can arise
through different combinations of constraint and preference. The resulting architecture is proposed as a testable theoretical
structure rather than an empirically validated model. It is designed to support more context-sensitive explanations of patient
action and to identify where behavioral interventions may fail when they target cognition while leaving social, material, digital,
or institutional conditions unchanged.
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Introduction

Models of health decision-making often begin with the
individual. Patients are described as evaluating
information, weighing risks and benefits, forming
preferences, translating beliefs into intentions, and then
acting. This orientation has produced valuable insights,
yet it risks implying that action is primarily the endpoint
of an internal cognitive sequence. A growing body of
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evidence instead indicates that health-related choices are
frequently socially interdependent: other people can
shape information exposure, interpretation, preference
formation, perceived norms, and the practical legitimacy
of different options [1]. Qualitative evidence likewise
shows that social-network influence may enter at several
stages of healthcare decision-making rather than acting
as a single external pressure applied after a preference
has already formed [2].

The limits of an exclusively individual account become
more apparent when preference itself is examined.
Experimental and choice-method research suggests that
preferences elicited in abstract or hypothetical states may
diverge from choices made under more immediate
clinical conditions [3]. At the same time, theoretical work
on shared decision-making argues that preferences can be
partly constituted through care relationships, embodied
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experience, emotion, and interaction rather than merely
retrieved from a stable internal hierarchy [4]. These
observations do not render individual beliefs
unimportant. They indicate that beliefs, expectations, and
preferences operate within conditions that determine
what is thinkable, credible, feasible, legitimate, and
sustainable.

This article therefore proposes a behavioral architecture
of health decisions in which patient action emerges from

interaction among  cognitive  appraisal, social
relationships,  material ~ opportunity,  healthcare
environments, and accumulated experience. The

architecture is not presented as a validated causal model.
Its purpose is analytical: to distinguish mechanisms and
levels that are often collapsed into the broad language of
“patient choice,” and to show why the same expressed
preference may lead to different actions across settings,
populations, illness states, and care systems.

Why individual decision models are incomplete

Individual decision models are most informative when
the conditions required to enact choice are relatively
stable. Their explanatory limits become visible when
those conditions vary. Social identity, for example, is
associated with health-related attitudes, intentions, and
behaviors, but meta-analytic evidence also shows
meaningful  heterogeneity across identities and
behavioral domains [5]. Identity therefore cannot be
treated as a deterministic behavioral variable. Its
relevance depends on which group identity is salient,
what norms are attached to it, how strongly identification
is experienced, and whether the surrounding environment
enables or penalizes identity-consistent action.

Social networks add a second layer of complexity. A
systematic review of health-behavior interventions using
social-network analysis found that network structure can
provide information not captured by isolated individual
attributes, although the literature has been uneven in
theoretical integration, terminology, and application [6].
Relationships can supply information, reinforcement,
practical assistance, emotional support, surveillance, or
resistance. Formal support relationships can also be
deliberately created. Work on lay health workers
describes “synthetic social support” as a structured form
of informational, instrumental, emotional, and appraisal
support that resembles some functions of naturally
occurring relationships while remaining nonreciprocal

and institutionally organized [7]. The behavioral effect of
“social support” therefore depends on its source, form,
authority, durability, and relationship to the healthcare
system.

Clinical encounters further complicate the assumption
that decision-making consists mainly of transferring
information to an autonomous chooser. Physicians
describing disagreements with patients report using
strategies such as eliciting values, validating emotions,
providing compassionate guidance, and setting
boundaries [8]. These practices are not reducible to
factual transmission. They involve relational negotiation
over credibility, autonomy, professional responsibility,
and acceptable action. Yet conventional measurement
may fail to capture this layer: a systematic review of
shared decision-making measures found that humanistic
communication was often insufficiently represented in
evaluations of shared decision-making quality [9].

The inadequacy of simple individual models is especially
visible when demographic categories are interpreted
psychologically. A systematic review of shared decision-
making among racial and ethnic minority patients in the
United States found heterogeneous preferences, barriers,
and facilitators rather than one uniform pattern [10].
Demographic membership should therefore not be used
to infer trust, desired decisional control, willingness to
participate, or preferred communication style. Such
inferences obscure the distinction between a person's
psychological orientation and the social or institutional
conditions encountered by people assigned to particular
groups.

The proposed implication is that health decisions should
be analyzed through at least two interacting processes
that cannot be collapsed into one another: the formation
and updating of individual appraisal, and the contextual
production of opportunity, legitimacy, support,
constraint, and response. These processes may converge,
as when a preferred treatment is affordable, socially
supported, and readily accessible. They may also diverge,
as when a patient prefers an option that is financially
unreachable, socially contested, organizationally
unavailable, or relationally difficult to request.

A paired-process representation is useful here because it
makes visible where apparently coherent individual
preferences separate from the conditions required for
action (Figure 1).
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Figure 1. Where Individual Preference Ceases to Be a Sufficient Explanation of Patient Action

Beliefs, expectations, and cognitive appraisal

Beliefs remain central to health decisions, but their role
is better understood as conditional than sovereign.
Medication-related beliefs can change: randomized
intervention evidence indicates that beliefs about
medicines are modifiable rather than fixed personal
characteristics [11]. This matters theoretically because it
shifts beliefs from static descriptors to potentially
dynamic appraisals. It does not, however, establish that
changing a belief necessarily changes behavior or
improves clinical outcomes. The behavioral significance
of a changed belief still depends on whether the patient
can acton it.

Expectations also alter how treatment is experienced.
Meta-analytic evidence on nocebo effects demonstrates
that negative expectations and treatment context can
contribute to adverse symptom experience beyond the
specific pharmacological effect of an intervention [12].
Such effects create a plausible feedback pathway:
expectations can influence experience, experience can
reinforce or revise expectations, and subsequent
decisions may therefore be conditioned by prior
encounters. The existence of this pathway does not imply
that all adverse experiences are expectancy-driven, nor
that communication alone can eliminate them.

Appraisal is also temporally sensitive. Experimental
work on serious illness suggests that medical context and
prognosis can shift preferences for immediate versus
delayed benefit [13]. A preference observed at one point
in an illness trajectory should therefore not automatically
be treated as a stable expression of an enduring value
hierarchy. ~ Symptoms,  uncertainty,  prognosis,
dependency, and perceived time horizon may alter what
is valued and when.

Health literacy introduces another distinction. A
systematic review in coronary heart disease treated health
literacy as involving access to, understanding of,
appraisal of, and application of health information, while
also finding important heterogeneity in the evidence [14].
Information availability is consequently not equivalent to
usable information. A patient may receive technically
complete information but lack the linguistic, numerical,
contextual, or practical support required to use it in a
decision.

The architecture proposed here therefore treats belief as
one component of a wider appraisal state. That state
includes expectations, perceived consequences, temporal
valuation, prior experience, and the ability to make
information usable. Its effect on action is conditional on
relational and environmental opportunity.
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Social norms, relationships, and identity

Health decisions are rarely made in socially empty
settings. Social norms can define what is considered
responsible, acceptable, stigmatized, risky, or legitimate.
Relationships can supply reassurance and practical
support, but they can also create obligation or pressure.
Identity can orient attention toward particular norms, yet
the effect of identity depends on context rather than
functioning as a fixed behavioral command.

Clinical relationships are particularly important because
they combine care with asymmetrical expertise.
Conversation analysis in oncology shows how clinicians
can formulate patients' worries in ways that establish
medical authority and facilitate particular care choices
[15]. This does not mean that professional authority
simply overrides preference. It shows that appraisal can
be reorganized through interaction, with expertise
influencing which concerns are treated as medically
salient and which options appear reasonable.

Trust similarly requires conceptual separation. Research
involving Aboriginal and Torres Strait Islander Health
Workers shows how interpersonal trust can be
strengthened through boundary-spanning relational work
while institutional conditions, including racism, continue
to affect trust in the wider health system [16]. A patient
can therefore trust a particular clinician or worker while
remaining distrustful of the organization or system in
which that relationship is embedded.

Cross-country research in fragile settings likewise
identifies interpersonal, social, and institutional
dimensions of trust in relation to health-seeking for non-
communicable disease services [17]. Trust is thus better
treated as relationally and institutionally situated than as
a single patient-level attitude. This distinction becomes
especially important where healthcare experiences are
shaped by discrimination. Among US adults, reported
racial discrimination in medical care has been associated
with lower healthcare-system trust [18]. Because such
evidence is observational, causal direction should not be
overstated, but it does show why distrust cannot
automatically be interpreted as an irrational individual
barrier.

Within the proposed architecture, social influence is
therefore decomposed into identity-linked norms,
network influence, interpersonal support, relational
authority, and institutional trust. These components can
reinforce each other, but they can also conflict. A socially
endorsed treatment may be institutionally inaccessible; a
trusted clinician may recommend an option opposed by a

patient's family; an individual may endorse an
intervention while distrusting the system that provides it.
The behavioral outcome depends on how these
influences are configured in the specific decision context.

Material and environmental constraints

A theory of health decisions becomes incomplete when
opportunity is treated merely as background. Structural
conditions can shape whether a person becomes a
plausible candidate for care, whether engagement
remains possible, and whether apparent “disengagement”
is attributed incorrectly to individual motivation. Recent
conceptual work combining fundamental-cause and
candidacy  perspectives argues that structural
determinants can shape withdrawal or exclusion from
primary healthcare through mechanisms that precede the
moment of individual choice [19].

These structural conditions can coexist with
psychological processes without being reducible to them.
Among Black Americans, healthcare-access barriers
across dental, medical, mental, and vision services have
been examined alongside health-seeking attitudes and
internalized racism [20]. Such findings support a
multilevel interpretation: social conditions may affect
both opportunity and psychological orientation, but an
observed association does not justify treating one as a
simple proxy for the other.

Financial feasibility is among the clearest examples of
the distinction between preference and action. Cost-
related prescription-drug rationing among adults with
obesity demonstrates how affordability can directly
constrain medication-taking behavior [21]. A person may
believe a medicine is necessary, intend to take it, and still
be unable to purchase or refill it. Under these conditions,
describing nonuse primarily as a belief problem
misidentifies the operative constraint.

Geographic accessibility poses similar measurement
problems. Research comparing conventional and
perceived travel-time measures for opioid treatment
programs shows that standard metrics can underestimate
practical travel burden by omitting waiting, walking,
transfers, and other components of experienced access
[22]. Service presence is therefore not equivalent to
service reachability.

The same distinction applies to healthcare-system
opportunity. In diabetes management, inequity may
appear at the stage of whether treatment is offered before
differences in utilization are even observed [23]. Supply-
and demand-side interventions can likewise have
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context-dependent equity consequences for healthcare
use, as demonstrated in maternal healthcare research
from Senegal [24]. These findings caution against
treating utilization as a direct behavioral readout of
patient preference.

The material component of the proposed architecture
therefore distinguishes at least five states: wanting or
intending an action, having the resources required to

pursue it, being offered an appropriate opportunity, being
able to reach and use that opportunity, and ultimately
enacting the behavior. These states may align, but they
should not be assumed to do so.

The following crosswalk is needed because material
constraints differ not merely in severity but in where they
interrupt the pathway between appraisal and enacted
action (Table 1).

Table 1. Where Material Conditions Interrupt the Translation of Health Preference Into Action

Behavioral process ~ Context that changes . Competl.ng Boundary or Consequence for the
disrupted its meaning mterpretgtlon to exception pro_posed
avoid architecture
Constraint pattern — Financial infeasibility
Conversion of Affordable

intention into
treatment

acquisition or

continuation

Insurance coverage,
household resources,
medication price,
competing needs

Interpreting nonuse
primarily as weak
motivation or
unfavorable belief

alternatives or
effective financial
support can alter
feasibility

Material feasibility
must remain separate
from cognitive
endorsement

Constraint pattern — Practical travel burden

Physical realization
of access

Transport mode,
waiting, transfers,
service location,
mobility

Equating geographic
proximity with usable
access

Short distance may
still involve high
experienced burden

Reachability is a
distinct opportunity
state

Constraint pattern — Unequal treatment offer

Entry into a care
pathway

Service organization,
eligibility
interpretation,
professional practice

Assuming utilization
differences arise only
from patient demand

A patient cannot use
an option that is never
meaningfully offered

Opportunity precedes
utilization analytically

Constraint pattern — Structural candidacy constraints

Recognition as an
appropriate or
viable care user

Institutional rules, Framing
social resources, disengagement as an
accumulated isolated personal

disadvantage disposition

Candidacy can change
across organizations
and encounters

Apparent choice may
reflect prior structural
filtering

Constraint pattern — Racism-linked access conditions

Trust, willingness to
seek care, and
practical
engagement

Prior discrimination,
institutional culture,
service setting

Inferring an intrinsic
group-level
psychological deficit

Experiences and
responses vary within
demographic groups

Structural exposure
and psychological
response must be

modeled separately

Constraint pattern — Supply—demand mismatch

Availability and
uptake of services

Workforce, service Treating increased

Effects vary across

design, household supply as .
. . populations and
resources, policy automatically -
. . . delivery systems
configuration equitable

System provision and
patient-side capacity
interact rather than
substitute for each
other

A multilevel map further clarifies that these constraints
surround, penetrate, and interact with patient appraisal

(Figure 2).

rather than appearing only at the end of a decision process
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Figure 2. How Material Opportunity Is Nested With

Healthcare environments as behavioral contexts
Healthcare organizations are not neutral containers in
which otherwise independent decisions occur. They
shape credibility, accessibility, timing, available options,
perceived safety, and the costs of participation. Trust
illustrates this clearly. A large US survey conducted
during the COVID-19 period documented substantial
variation in trust in physicians and hospitals and an
association between lower trust and lower vaccination or
booster uptake [25]. The pandemic is an unusual context,
so these findings should not be universalized, but they
demonstrate that institutional trust can become
behaviorally relevant at scale.

Organizational culture may also affect action before a
patient makes an explicit decision. Qualitative research
on racialized talk among healthcare staff shows how
categorization and devaluation can be normalized within
healthcare practice [26]. Such discourse does not itself
measure patient behavior, yet it identifies an
organizational mechanism through which healthcare
environments may become differentially welcoming,
credible, or safe.

in the Conditions That Make Health Action Possible

Digital care similarly reveals why access must be
understood relationally and organizationally. Patient
experiences with mobile integrated health and facilitated
telehealth have been examined in relation to community-
level indicators of health disparity [27]. Digital
participation therefore depends not only on possession of
technology but also on facilitation, local resources,
service design, and the wider conditions in which
technology is used.

The usability of decision support is another example.
Analysis of patient decision aids found that apparently
acceptable layout did not guarantee adequate
accessibility of content or communication of
probabilities for people with limited health literacy [28].
A decision aid can therefore exist, be offered, and remain
functionally inaccessible.

Within the proposed architecture, the healthcare
environment acts through at least four channels:
institutional credibility, relational climate, opportunity
structure, and interface usability. These channels can
support behavior, constrain it, or alter the meaning of a
patient's prior beliefs.
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Interactions between belief, context, and opportunity
The architecture becomes analytically useful only when
its components are allowed to interact. Belief, social
context, material opportunity, and healthcare
environment should not be represented as independent
additive variables. Their effects can depend on one
another.

Pregnancy-options counseling provides a useful example
of this interaction. Qualitative research with US
healthcare providers shows that scientific information
may be communicated through selective language,
evidentiary framing, and value-laden interpretations in a
politically and morally contested setting [29].
Information therefore does not enter decision-making
independently of professional authority or institutional
context. What a patient is told, how certainty is
expressed, and which evidence is foregrounded may
affect the apparent choice architecture.
Technology-supported shared decision-making offers a
second example. A systematic review of randomized
trials in chronic conditions found that digital tools
distribute decision functions across patients, clinicians,
and technological systems rather than acting as
autonomous information devices [30]. The behavioral
effect of technology consequently depends on who
introduces it, how patients interact with it, whether it fits
clinical workflow, and whether the patient can use the
information it produces.

The proposed interaction principle is therefore
conditionality. A favorable belief may predict action
when an option is affordable, reachable, socially
acceptable, clinically available, and institutionally
credible, yet predict little when those conditions are
absent. Conversely, the same observable behavior may
arise from different pathways: autonomous preference,
social endorsement, professional persuasion, constrained
alternatives, routine, or necessity. Behavioral
interpretation should therefore move from asking only
“What does the patient believe?” toward asking “Under
which  configuration of appraisal, relationships,
opportunity, and healthcare context could this action
occur?”

Feedback, learning, and behavioral persistence

Health behavior is not recreated from zero at every
encounter. Repeated action can become stabilized
through routines and cues, while disruptions can
destabilize previously successful behavior. Qualitative
work on antihypertensive medication adherence

identifies routines, planning, reminders, perceived need,
treatment experiences, and interruptions as important
features of habit building [31]. Persistence therefore
reflects not only a continuing intention but also the
construction of an environment in which the desired
action becomes easier to reproduce.

The reverse is also important: vulnerability can reduce
the capacity to participate even when willingness
remains. Research with acutely ill hospital patients
describes involvement in safety as requiring both risk
work and relational work under conditions of
dependency and vulnerability [32]. Illness state may
therefore alter not only beliefs but also the practical and
relational capacity to act on them.

These observations support a recursive rather than purely
linear account of health decisions. The article proposes
that enacted behavior and healthcare experience feed
back into subsequent appraisal. A successful encounter
may increase perceived feasibility or institutional trust;
an inaccessible service may revise expectations about
future care; adverse treatment experience may alter
anticipated benefit or harm; repeated successful action
may become routinized; and disrupted routines may
return behavior to a more effortful deliberative state.
These pathways are theoretically plausible and grounded
in distinct strands of evidence, but the complete feedback
system has not been tested as a unified mechanism.
Behavioral persistence should therefore be understood as
a history-dependent state. The relevant question is not
only why a patient made a particular decision at one
moment, but how prior decisions, consequences,
relationships, material conditions, and healthcare
encounters altered the next decision environment.

An integrated behavioral architecture of health decisions
The proposed architecture treats patient action as a
temporary  resolution among appraisal, social
authorization,  material ~ opportunity,  healthcare
conditions, and prior experience. The information
environment belongs within this architecture because
credibility and exposure can shape what becomes
available for appraisal [33]. No component is assumed
sufficient. Action may occur when domains align, fail
when one becomes constraining, or occur through a
different pathway than expressed preference suggests.
The architecture therefore separates observed behavior
from its inferred explanation and treats feedback as
capable of changing the next decision state. This
distinction also addresses behavioral equifinality: the
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same observable action can arise through endorsement,
social support, professional persuasion, restricted
alternatives, habit, or necessity. Conversely, similar
preferences can produce different behaviors when
opportunity, trust, or organizational conditions differ.

Explanation  therefore requires identifying the
configuration producing action rather than assigning
meaning to behavior retrospectively, and examining
whether alternative pathways fit the same observation
(Table 2).

Table 2. Failure States That Break the Expected Link Between Preference and Patient Action

Preference-action

Binding constraint Behavioral consequence

Interpretive safeguard

mismatch
Exception-first state — Preference without feasible opportunity
Dominant Belief aligns with treatment, but cost, . - . “Nonadherence” reflects
. - . Misleading interpretation -

mismatch reachability, or service offer does not weak motivation

Architectural .
Opportunity blocks enactment
consequence
Exception-first state — Available care without usable participation
. Service exists, but communication,
Dominant . - . . . -
mismatch literacy fit, digital access, or Misleading interpretation Auvailability equals access

vulnerability limits use

Architectural

Usability is a separate state

consequence
Exception-first state — Action under relational pressure
Dominant Behavior occurs despite uncertain or . N . Behavior proves
. . Misleading interpretation
mismatch conflicting preference endorsement
Architectural . L
Action and preference remain distinct
consequence
Exception-first state — Trusted clinician, distrusted system
Dominant Interpersonal confidence coexists with . - . . . .
. persona’ ot . Misleading interpretation Trust is a single attitude
mismatch institutional distrust
Architectural .
Trust must be level-specific
consequence
Exception-first state — Stable intention, disrupted routine
Dominant Preference persists while cues, routines, . L . Intention predicts
- - Misleading interpretation . -
mismatch or circumstances change persistence directly
Architectural .
Feedback and habit alter enactment
consequence

Context-sensitive propositions

The architecture yields bounded propositions rather than
universal predictions. Social influence should matter
differently across decision domains [1]. Appraisal should
correspond more closely with action when practical
opportunity is adequate, whereas structural constraints
can weaken that correspondence [19]. Trust-related
behavior should depend partly on institutional experience
rather than clinician interaction alone [25]. Decision
support should be less behaviorally useful when
information is technically available but inaccessible to
the user [28]. These propositions require longitudinal and
multilevel testing.

Implications for behavioral intervention and clinical
practice

Intervention selection should follow diagnosis of the
dominant decision constraint. Belief-focused approaches
are plausible when appraisal is the limiting process
because medication beliefs can change [11], but they are
poorly matched to unaffordability or inaccessible
services. Relational disagreement may require
communication work [8], digital interventions require
practical facilitation [27], and persistent medication use
may require routine scaffolding [31]. The architecture
therefore favors matched, context-sensitive intervention
targets over default attribution of inaction to motivation.
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Results and Discussion

The reviewed evidence supports contextual dependence
but not validation of one unified causal model. Identity-
behavior  associations are  heterogeneous  [5],
discrimination-trust evidence is observational [18], and
structural explanations caution against individualizing
disengagement [19]. The information-environment
extension is itself theoretical [33]. The proposed
architecture should therefore be tested across illnesses,
cultures, healthcare systems, digital conditions, and
stages of illness using measures that distinguish
appraisal, opportunity, action, and outcome.

Conclusion

Health decisions cannot be inferred reliably from beliefs
or observed behavior alone. The proposed behavioral
architecture treats patient action as context-dependent,
multilevel, and history-sensitive, while preserving
distinctions among appraisal, relationships, material
feasibility, healthcare opportunity, and institutional
conditions. Its value lies in generating testable
explanations of when these domains align, conflict, or
change over time, not in claiming a universal model of
patient behavior.

Acknowledgments: None
Conflict of Interest: None
Financial Support: None
Ethics Statement: None
References

1. PilliL, Veldwijk J, Swait JD, Donkers B, de Bekker-
Grob EW. Sources and processes of social influence
on health-related choices: A systematic review based
on a social-interdependent choice paradigm. Soc Sci
Med. 2024;361:117360.
doi:10.1016/j.socscimed.2024.117360

2. Nouwens SPH, Veldwijk J, Pilli L, de Bekker-Grob
EW. Exploring social influences on healthcare user
decision-making. Soc Sci Med. 2025;383:118480.
doi:10.1016/j.socscimed.2025.118480

3. Ozdemir S, Gonzalez JM, Bansal P, Huynh VA, Sng
BL, Finkelstein E. Getting it right with discrete

10.

11.

12.

choice experiments: Are we hot or cold? Soc Sci
Med. 2024,348:116850.
doi:10.1016/j.socscimed.2024.116850

Turrini M, Valenti R, Ladegaard Knox JB, NKosi
Rio AZ, Svendsen MN, Bourgain C. Beyond
preferences: Rethinking shared decision-making
through the lens of care. Soc Sci Med.
2026;390:118801.
doi:10.1016/j.socscimed.2025.118801

de Hoog N, Pat-El R. Social identity and health-
related behavior: A systematic review and meta-
analysis. Soc Sci  Med. 2024;344:116629.
doi:10.1016/j.socscimed.2024.116629

Shelton RC, Lee M, Brotzman LE, Crookes DM,
Jandorf L, Erwin D, et al. Use of social network
analysis in the development, dissemination,
implementation, and sustainability of health
behavior interventions for adults: A systematic
review. Soc Sci Med. 2019;220:81-101.
doi:10.1016/j.socscimed.2018.10.013

Gale NK, Kenyon S, MacArthur C, Jolly K, Hope L.
Synthetic social support: Theorizing lay health
worker interventions. Soc Sci Med. 2018;196:96-
105. doi:10.1016/j.socscimed.2017.11.012

Sarwar F, Ring D, Donovan E. Clinician
communication strategies to navigate differences of
opinion with patients. Patient Educ Couns.
2024;123:108185. doi:10.1016/j.pec.2024.108185
Kunneman M, Gionfriddo MR, Toloza FJK, Gértner
FR, Spencer-Bonilla G, Hargraves IG, et al.
Humanistic communication in the evaluation of
shared decision making: A systematic review.
Patient Educ  Couns.  2019;102(3):452-66.
d0i:10.1016/j.pec.2018.11.003

Perez Jolles M, Richmond J, Thomas KC. Minority
patient preferences, barriers, and facilitators for
shared decision-making with health care providers in
the USA: A systematic review. Patient Educ Couns.
2019;102(7):1251-62.
d0i:10.1016/j.pec.2019.02.003

Sheils E, Tillett W, James D, Brown S, Dack C,
Family H, et al. Changing medication-related
beliefs: A systematic review and meta-analysis of
randomized controlled trials. Health Psychol.
2024;43(3):155-70. doi:10.1037/hea0001316
Rooney T, Sharpe L, Todd J, Tang B, Colagiuri B.
The nocebo effect across health outcomes: A
systematic review and meta-analysis. Health



Muiller et al.

Int J Soc Psychol Asp Healthc, 2026, 6(1):13-23

13.

14,

15.

16.

17.

18.

19.

20.

21.

Psychol.
d0i:10.1037/hea0001326
Xu B, Shao YF, Xi HL, Chang SY, Ge ZQ. Time
preference shifts in medical decision-making after
serious illness. Soc Sci Med. 2024;360:117321.
doi:10.1016/j.socscimed.2024.117321

Peltzer S, Hellstern M, Genske A, Jiinger S, Woopen
C, Albus C. Health literacy in persons at risk of and
patients with coronary heart disease: A systematic
review. Soc Sci  Med. 2020;245:112711.
doi:10.1016/j.socscimed.2019.112711

Beach WA. Formulating cancer worries: How
doctors establish medical expertise and authority to
facilitate patients' care choices. Soc Sci Med.
2024;354:117071.
doi:10.1016/j.socscimed.2024.117071

Topp SM, Tully J, Cummins R, Graham V,
Yashadhana A, Elliott L, et al. Building patient trust
in health systems: A qualitative study of facework in
the context of the Aboriginal and Torres Strait
Islander Health Worker role in Queensland,
Australia.  Soc  Sci  Med. 2022;302:114984.
doi:10.1016/j.socscimed.2022.114984

Arakelyan S, Jailobaeva K, Dakessian A, Diaconu
K, Caperon L, Strang A, et al. The role of trust in
health-seeking for non-communicable disease
services in fragile contexts: A cross-country
comparative study. Soc Sci Med. 2021;291:114473.
doi:10.1016/j.socscimed.2021.114473

Brown JA, Taffe BD, Richmond JA, Roberson ML.
Racial discrimination and health-care system trust
among American adults with and without cancer. J
Natl Cancer Inst.  2024;116(11):1845-55.
doi:10.1093/jnci/djae154

Mackenzie M, Baruffati D, Lindsay C, O'Donnell K,
Ellis D, Simpson S, et al. Fundamental causation and
candidacy: Harnessing explanatory frames to better
understand how structural determinants of health
inequalities shape disengagement from primary
healthcare. Soc Sci Med. 2025;374:118043.
doi:10.1016/j.socscimed.2025.118043

James D, Horne L. Examining barriers to dental,
medical, mental, and vision healthcare access,
attitudes  towards seeking healthcare, and
internalized racism among Black Americans. Soc
Sci Med. 2024;357:117193.
doi:10.1016/j.socscimed.2024.117193

Chen AS, Borden CG, Canavan ME, Ross JS,
Oladele CR, Lipska KJ. Cost-related prescription

2024;43(1):41-57.

22.

23.

24.

25.

26.

217.

28.

29.

drug rationing by adults with obesity. JAMA Netw
Open. 2024;7(11).
doi:10.1001/jamanetworkopen.2024.33000

Kim J, Lee J, Thornhill TA, Dennett J, Lu H, Howell
B, et al. Accessibility of opioid treatment programs
based on conventional vs perceived travel time
measures. JAMA  Netw Open. 2024;7(2).
doi:10.1001/jamanetworkopen.2024.0209

Tapager I, Olsen KR, Vrangbak K. Exploring equity
in accessing diabetes management treatment: A
healthcare gap analysis. Soc Sci  Med.
2022;292:114550.
doi:10.1016/j.socscimed.2021.114550

Parmar D, Banerjee A. How do supply- and demand-
side interventions influence equity in healthcare
utilisation? Evidence from maternal healthcare in
Senegal. Soc Sci  Med. 2019;241:112582.
doi:10.1016/j.socscimed.2019.112582

Perlis RH, Ognyanova K, Uslu A, Lunz Trujillo K,
Santillana M, Druckman JN, et al. Trust in
physicians and hospitals during the COVID-19
pandemic in a 50-state survey of US adults. JAMA
Netw Open. 2024;7(7).
doi:10.1001/jamanetworkopen.2024.24984

Hamed S, Bradby H, Thapar-Bjoérkert S, Ahlberg
BM. Healthcare staff's racialized talk: The
perpetuation of racism in healthcare. Soc Sci Med.
2024;355:117085.
doi:10.1016/j.socscimed.2024.117085

Daniels B, McGinnis C, Shafran Topaz L,
Greenwald P, Reading Turchioe M, Masterson
Creber RM, et al. Bridging the digital health divide-
patient experiences with mobile integrated health
and facilitated telehealth by community-level
indicators of health disparity. J Am Med Inform
Assoc. 2024;31(4):875-83.
doi:10.1093/jamia/ocae007

Richter R, Jansen J, van der Kraan J, Abbaspoor W,
Bongaerts I, Pouwels F, et al. How inclusive are
patient decision aids for people with limited health
literacy? An analysis of understandability criteria
and the communication about options and
probabilities. Med Decis Making. 2025;45(2):143-
55. doi:10.1177/0272989X241302288

Tu L. (Mis)Informed decision-making: How U.S.
healthcare providers use science to influence
pregnancy options counseling. Soc Sci Med.
2025;370:117804.
doi:10.1016/j.socscimed.2025.117804



Int J Soc Psychol Asp Healthc, 2026, 6(1):13-23

Muiller et al.

30.

3L

Vaseur RME, te Braake E, Beinema T, Oude
Nijeweme-d'Hollosy W, Tabak M. Technology-
supported shared decision-making in chronic
conditions: A systematic review of randomized
controlled trials. Patient ~ Educ  Couns.
2024;124:108267. doi:10.1016/j.pec.2024.108267
Ghai I, Palimaru A, Ebinger JE, Barajas D, Vallejo
R, Morales M, et al. Barriers and facilitators of habit
building for long-term adherence to antihypertensive
therapy among people with hypertensive disorders in
Los Angeles, California: A qualitative study. BMJ
Open. 2024;14(7). doi:10.1136/bmjopen-2023-
079401

32.

33.

Sutton E, Martin G, Eborall H, Tarrant C.
Undertaking risk and relational work to manage
vulnerability: Acute medical patients' involvement
in patient safety in the NHS. Soc Sci Med.
2023;320:115729.
doi:10.1016/j.socscimed.2023.115729

Palmer A, Gorman S. Misinformation, trust, and
health: The case for information environment as a
major independent social determinant of health. Soc
Sci Med. 2025;381:118272.
doi:10.1016/j.socscimed.2025.118272



