Supplemental materials: 
Appendix 1 : Clinical Vignette used for the Q-sort
One of your chronic 60 years old patient is slowly reaching ESKD and you propose him to attend ESKD education with the specific nurse(s) in your unit. 
After optimal counselling and education on modality selection including all potential existing modalities, how do you think the final choice should be made? rank the sentences in order of your preferences.
	S1 The patient should follow nephrologist advice

	S2 The patient should be able to decide at all times

	S3 The patient should decide whatever nephrologist says

	S4 The patient decision can be nudged by nephrologist

	S5 The patient will decide together with family & GP

	S6 The final modality decision should be left to nephrologist

	S7 The patient steers his decision with his nephrologist & nurse

	S8 The patient should decide regardless of the consequences

	S9 The patient decision can be nudged by nurses or by other peer patients



Appendix 2 : COREQ checklist
Based on Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups. Int J Qual Health Care. 2007;19:349-357.
	COREQ item
	Guide question
	Study response

	Domain 1: Research team and reflexivity

	1. Interviewer/facilitator
	Which author(s) conducted the interviews?
	Interviews were conducted by ALC and TL, who were, respectively, a practicing nephrologist and a dialysis nurse specializing in pre-dialysis education.

	2. Credentials
	What were the researchers' credentials?
	The interviewers' qualifications included MD and PhD degrees (MD: ALC and CC; PhD: WVB and TM) and a head nurse of dialysis unit (TL). 

	3. Occupation
	What were their occupations at the time of the study?
	At the time of the study, the interviewers were practicing at the University Hospital of Brussels (HUB) and Ghent University Hospital (UZ Gent), respectively.

	4. Gender
	What was the gender of the interviewers?
	The interviewers were women.

	5. Experience and training
	What experience or training did the researchers have?
	The interviewers had previous experience in qualitative interviewing and were trained in the use of the Q-sort.

	6. Relationship established
	Was a relationship established before study commencement?
	Six participants were known professionally to the interviewers, but no hierarchical or direct clinical relationship existed.

	7. Participant knowledge of the interviewers
	What did participants know about the researchers?
	Participants were informed of the interviewers' professional backgrounds, the study objectives, and the fact that the study formed part of a PhD project. Before the interviews, all participants received written study information and provided informed consent covering the study objectives and the intended use and reporting of the data.

	8. Interviewer characteristics and reflexivity
	What researcher characteristics, assumptions, or interests may have influenced the study?
	The shared clinical background facilitated rapport and contextual understanding but may also have introduced shared assumptions. The structured Q-sort, which required participants to rank predefined statements within a forced-choice distribution, may have mitigated, but could not eliminate, this risk. The interviewers remained mindful of how their professional backgrounds could influence data collection and interpretation.

	Domain 2: Study design

	9. Methodological orientation and theory
	What methodological orientation underpinned the study?
	We conducted an inductive thematic analysis following Braun and Clarke's approach, with themes derived from the data rather than defined in advance. The Q-sort was used as a structured elicitation tool to explore participants' reasoning underlying their rankings.

	10. Sampling
	How were participants selected?
	We used purposive maximum-variation sampling to capture a broad range of professional and institutional perspectives across multiple Belgian centres operating within a broadly similar national financial and regulatory context.

	11. Method of approach
	How were participants approached?
	Potential participants were approached by ALC via their professional email addresses.

	12. Sample size
	How many participants were included?
	Twenty-five nephrologists participated in the study.

	13. Non-participation
	How many people declined or withdrew, and why?
	Five nephrologists declined to participate, and none withdrew. Reasons for non-participation included limited availability or lack of interest in the study.

	14. Setting of data collection
	Where were the data collected?
	Interviews were conducted face to face in the participants' usual professional settings.

	15. Presence of non-participants
	Was anyone else present during the interviews?
	No individuals other than the participant and the interviewer were present.

	16. Description of the sample
	What were the relevant characteristics of the sample?
	Participants' demographic and professional characteristics are reported in Table 1.

	17. Interview guide
	Were an interview guide, prompts, or vignettes used and pilot-tested?
	A structured Q-sort exercise comprising one clinical vignette from a broader four clinical vignettes interview’s  protocol. wasused to guide the interviews. The interview guide was pilot-tested with three nephrologists working at Ghent University Hospital. The clinical vignettes and predefined statements and actions are provided in Appendix 1.

	18. Repeat interviews
	Were repeat interviews conducted?
	No repeat interviews were conducted.

	19. Audio/visual recording
	Were interviews audio- or video-recorded?
	All interviews were audio-recorded and transcribed verbatim with participants' consent.

	20. Field notes
	Were field notes made during or after the interviews?
	The interviewers recorded field notes during or immediately after each interview.

	21. Duration
	What was the duration of the interviews?
	The Q-sort exercise and think-aloud interview lasted approximately 60 minutes in total.

	22. Data saturation
	How was the adequacy of the data assessed?
	The sample was considered sufficient to capture a broad range of perspectives, based on maximum-variation sampling and the thematic sufficiency of the data. No substantially new themes emerged during the final interviews.

	23. Transcripts returned
	Were transcripts returned to participants for comment or correction?
	Transcripts were not returned to participants for comment or correction.

	Domain 3: Analysis and findings

	24. Number of data coders
	How many researchers coded the data?
	The transcripts were independently coded by two researchers (ALC and CC).

	25. Description of the coding tree
	Was the coding framework described?
	An initial coding framework was developed inductively after the first 10 interviews and iteratively refined through discussion among the research team, including WVB, TM, TL, and ALC.

	26. Derivation of themes
	Were themes identified in advance or derived from the data?
	Themes were derived inductively from the data rather than defined in advance.

	27. Software
	What software, if any, was used to manage the data?
	Data were managed and coded manually.

	28. Participant checking
	Did participants provide feedback on the findings?
	Participants were not asked to provide feedback on the findings.

	29. Quotations presented
	Were quotations used and identified?
	Participant quotations are provided to support each of the three main themes and are identified using anonymized participant codes (1-25).

	30. Consistency between data and findings
	Were the findings consistent with the data presented?
	Findings were supported by illustrative quotations and Q-sort data, where relevant.

	31. Clarity of major themes
	Were the major themes clearly presented?
	The three overarching themes and their related subthemes are presented consistently in the Abstract, Results, Figure 1, and Discussion sections.

	32. Clarity of minor themes
	Were diverse cases and minor themes described?
	Divergent and minority perspectives were retained and reported to reflect the heterogeneity of participants' views.







Appendix 3: Attribute scoring for each factor assessment methodology
To explore how the different conceptual attributes were represented across the factors, attribute scores were derived from the Q-sort factor Z-scores for each Q-item. Each Q-item was first assigned to one or more predefined attributes with a conceptual direction (positive or negative orientation) and a weight reflecting its conceptual importance.


	Statement
	Patient autonomy
	Doctor input
	Collaborative
	External influence
	Safety/logistical

	S1
	−2
	+3
	0
	−1
	0

	S2
	+3
	−2
	−1
	0
	0

	S3
	+3
	−3
	−2
	0
	−2

	S4
	+1
	+3
	+2
	0
	0

	S5
	0
	−2
	−2
	+3
	0

	S6
	−3
	+3
	−3
	0
	0

	S7
	+1
	+2
	+3
	−2
	0

	S8
	+3
	−1
	−2
	0
	−3

	S9
	+1
	0
	+2
	0
	0



Table 1. Conceptual orientation and weight of Q-items across predefined attributes used for attribute scoring. A positive sign (+) indicates that agreement with the item increases the attribute, while a negative sign (−) indicates that agreement with the item reflects the opposite direction of the attribute and was therefore reverse-coded. Items marked 0 were not included in the corresponding attribute score.
For each factor, item Z-scores were oriented according to the conceptual direction of the attribute (reverse-coded when the item reflected the opposite direction). Attribute scores were then calculated as the weighted sum of the oriented item Z-scores across all items contributing to the attribute:
Score{attribute,factor} =  (wi x Z’i)
where wi represents the conceptual weight assigned to item « i » for each attribute, and Z’i is the oriented Z-score of that item for the corresponding factor. These scores were subsequently used to visualize factor profiles across attributes using a radial chart.
Attribute scores were calculated as weighted sums of oriented item Z-scores. This approach was preferred to preserve the discriminative contribution of individual Q-items and to allow clearer visual comparison of factor profiles in the radial chart.




Table 2. Used Z-score matrix for attributes scoring within each factor (KADE file): 
	Item
	F1
	F2
	F3

	S1
	−1,124
	−0,699
	−0,091

	S2
	0,765
	1,157
	−0,537

	S3
	0,521
	0,409
	−0,663

	S4
	0,239
	−0,549
	0,337

	S5
	−0,170
	0,255
	−0,349

	S6
	−1,194
	−1,646
	−1,785

	S7
	1,685
	−0,208
	1,327

	S8
	−1,157
	1,656
	0,365

	S9
	0,434
	−0,375
	1,396



Table 3 : Calculation of weighted attribute scores for each Factor used in the radial chart. Scores correspond to the weighted sum of oriented item Z-scores derived from the Q-sort analysis, with Q-item weights reflecting their conceptual importance for each predefined attribute.

	Attribute
	F1
	F2
	F3

	Patient autonomy
	8,575
	14,870
	6,092

	Doctor input
	−4,463
	−14,805
	1,433

	Collaborative
	10,830
	−3,331
	14,633

	External influence
	−2,756
	1,880
	−3,610

	Safety/logistical
	2,429
	−5,786
	0,231




Illustration of attributes scoring  assessment for the F1: 
Table 4. Calculation of post-factor attribute scores for Factor 1
	Attribute
	Non-zero signed coefficients
	Calculation using Factor 1 Z-scores
	Attribute score

	Patient autonomy
	S1 = −2; S2 = +3; S3 = +3; S4 = +1; S6 = −3; S7 = +1; S8 = +3; S9 = +1
	(−2 × −1.124) + (3 × 0.765) + (3 × 0.521) + (1 × 0.239) + (−3 × −1.194) + (1 × 1.685) + (3 × −1.157) + (1 × 0.434)
	8.575

	Doctor input
	S1 = +3; S2 = −2; S3 = −3; S4 = +3; S5 = −2; S6 = +3; S7 = +2; S8 = −1
	(3 × −1.124) + (−2 × 0.765) + (−3 × 0.521) + (3 × 0.239) + (−2 × −0.170) + (3 × −1.194) + (2 × 1.685) + (−1 × −1.157)
	−4.463

	Collaborative approach
	S2 = −1; S3 = −2; S4 = +2; S5 = −2; S6 = −3; S7 = +3; S8 = −2; S9 = +2
	(−1 × 0.765) + (−2 × 0.521) + (2 × 0.239) + (−2 × −0.170) + (−3 × −1.194) + (3 × 1.685) + (−2 × −1.157) + (2 × 0.434)
	10.830

	External influence
	S1 = −1; S5 = +3; S7 = −2
	(−1 × −1.124) + (3 × −0.170) + (−2 × 1.685)
	−2.756

	Logistical/safety concerns
	S3 = −2; S8 = −3
	(−2 × 0.521) + (−3 × −1.157)
	2.429


Calculation rule: For each attribute (a), the Factor 1 score was calculated as the signed weighted sum
[A_{a,F1}=\sum_{i=1}^{9} c_{a,i}Z_{i,F1},

where (c_{a,i}) is the predefined signed coefficient assigned to Q-item (i) for attribute (a), and (Z_{i,F1}) is the corresponding KADE Z-score for Factor 1. Coefficients equal to zero do not contribute to the sum and are omitted from the calculation column. Scores are unnormalised signed weighted sums and are reported to three decimal places.

Appendix 4. Participant mapping by home dialysis programme size
Home dialysis programme size was categorised according to the proportion of the centre's dialysis population treated with a home modality.
	Participant number
	Home dialysis programme size

	1
	≤10%

	2
	≤10%

	3
	11–20%

	4
	11–20%

	5
	11–20%

	6
	≤10%

	7
	≤10%

	8
	≤10%

	9
	≤10%

	10
	≤10%

	11
	11–20%

	12
	11–20%

	13
	11–20%

	14
	11–20%

	15
	≤10%

	16
	11–20%

	17
	>20%

	18
	>20%

	19
	≤10%

	20
	≤10%

	21
	≤10%

	22
	11–20%

	23
	11–20%

	24
	>20%

	25
	≤10%


Categories: ≤10%, 11–20%, and >20%. Total sample: 25 participants.

Appendix 5: Extended results section with relevant quotes
Overall quantitative Interpretation of Q sort Results 
Principal component analysis followed by Varimax rotation yielded a three-factor solution accounting for approximately 79-80% of the variance. In the rotated solution, Factors 1, 2, and 3 accounted for 32%, 21%, and 27% of the variance, respectively.
The Q-methodological analysis identified three distinct factors explaining approximately 79% of the total variance (Figure 1). Based on the pre-defined attributes, each factor corresponds to a distinct and interpretable viewpoint.

· A group focused on a team-based approach with safety oversight and sense of institutional constraints.
· A single (patient or physician) decision-maker driven group. 
· A group focused on collaborative empowerment of patients via nursing education and peers.

Factors 1 and 3 shared some general perspectives (correlation r = 0.50), but with some distinct narrative patterns and priorities. In contrast, Factor 2 represented a more singular viewpoint and could be considered as a truly “divergent” profile. 

Detailed Description of Factors

Factor 1 – “Unit norms – oriented SDM 
Factor 1 accounted for the largest proportion of variance (32%) in the analyzed Q-sorts and therefore represented the statistically most prominent shared viewpoint within the study sample. Within this viewpoint, patient autonomy is supported while realistically considering organizational and safety constraints. The nephrologist nevertheless retains a coordinating role, ensuring that the chosen care plan remains feasible, safe, and sustainable for the patient and all those involved in their care.
We (the team) do not actually ask the patient what will ultimately be done. Rather, we ask what, ideally, would be the modality best suited to their life. Then, our role is to say, ‘This may not work, for this or that reason.’ At that point, we can draw a line. The nephrologist can therefore influence the decision but should not necessarily have to.” (F1, 12)
Statements emphasizing the collaborative nature of the decision-making process whereby patients make decisions together with educational nurses and nephrologists were highly valued (factor array (FA) +1,69). 
“I see myself as a navigator, while the patient remains the captain. I come on board with them, and when the captain tells me what they still want to achieve in life, I help them navigate the different possible routes.” (F1, 2)
Statements supporting paternalistic approaches, such as leaving the modality decision entirely to nephrologists (FA -1,19) or expecting patients to follow medical advice unconditionally (FA -1,12) are strongly rejected. Yet statements stipulating that modality choice is unrestricted by the level of perceived consequences for the local organization, or the potential impact of incorrect decisions on the patient (the patient can decide whatever the consequence, FA -1,16) were negatively ranked. 
“I do not agree with the idea that the patient must always follow the nephrologist’s advice. However, I also do not agree with the idea that the patient can decide without considering the consequences for the team or the healthcare system. The system must continue to function and ensure that other patients can still receive the care they are entitled to.” (F1, 24)
Subtle 'nudging' by all stakeholders, including peer-patients, is perceived to facilitate a well-informed choice, and can be applied to demystify home-based therapies.
« I openly acknowledge that I am a nephrologist who promotes home dialysis. While I emphasize its advantages, I also discuss the responsibilities and potential risks. I never withhold information in order to direct the patient toward a specific option.” (F1, 24)
Factor 2 – “pro-autonomist attitude”
Factor 2 accounted for 21% of the total variance, representing the smallest proportion among the three retained factors. Nevertheless, it reflects a distinct shared perspective within the analyzed Q-sorts. It differs clearly from Factors 1 and 3 and displays a bipolar structure, comprising two opposing perspectives: one assigns final decision-making authority to the patient, whereas the other assigns it to the physician, and this irrespective of the consequences. Despite their opposition, both poles concentrate decision-making power in a single individual rather than endorsing a genuinely shared decision-making process. Factor 2 includes 4 participants with positive defining loadings and 3 participants with negative defining loadings. Participants that loaded positively on F2 assigns this authority primarily to the patient, even when such choices may have strong implications for the care team or for their own health (“The patient can decide at all times, whatever the consequences”; FA +1.66). 
« We had a patient who had previously received modality education but refused to start dialysis. He later presented in emergency with pulmonary oedema and remained reluctant to in-centre haemodialysis, even temporary. … we initiated HHD training immediately. Six weeks later, he was performing HD at home. (loading positively to F2, 8)”
By contrast, quotations from participants loading negatively on Factor 2 illustrate the opposing pole of this bipolar factor. They express a strong preference for the nephrologist to steer DMS, with even greater emphasis than in Factor 1 on financial, logistical, and patient-related considerations.
« I strongly support placing the patient at the centre of our concerns, but I am also uncomfortable with situations in which patients dictate how physicians should manage their care. Patients should also show a certain respect for our clinical schedules and organization. It is ultimately a compromise, not a customer service relationship ». (loading negatively to F2, 16)
Their common denominator is therefore not a shared viewpoint, but a preference for one individual having the final say rather than for a « multi-stakeholders » shared decision-making process.
Factor 3 – “Modality choice relying on Nursing Education and Peer Support”
Factor 3, accounting for 27% of the total variance, emphasizes the key roles of nurse-led education and peer support in shaping the SDM process. From this perspective, the patient’s preferences may be supported by both nurses and peers, while the final decision is made collaboratively by the patient, nephrologist, and nurse. The importance attributed to the involvement of the nephrologist and nurse is reflected in their high factor-specific z-scores of +1.3 and +1.4, respectively.
« I see the influence of nurses and peer patients as something very positive. As nephrologists who follow our patients over the long term, we sometimes become part of a very close relationship with them. Involving external people can open the discussion to different perspectives, allowing the patient to reflect and sometimes reconsider their initial preference, thinking ” (F3, 4)
The trust in the positive role of nurses and peer patients in DMS depends on nurses – peers being sufficiently experienced and skilled and/or avoiding too personal, emotional discourse. The value of peers was especially acknowledged to demystify home-based treatment.
“The role of the nurse is highly influent. They spend a lot of time with patients and can therefore strongly influence their choices, sometimes guiding them according to what they believe to be the best option for the patient. This may introduce bias if nephrologists and nurses do not openly discuss their potential preconceptions—such as age, frailty, or autonomy—against home-based therapies. » (F3, 1)

“Peers who were already performing HHD were very helpful in launching the program. Patients in the pre-dialysis phase meet patients who are in training or in respite care, and most of the time these exchanges are focused on practical aspects.”(F3, 4J)

Compared with Factor 1, this factor is more neutral on concerns about the potential organizational or clinical consequences of patients’ choices (‘whatever the consequences’, FA = +0.37). This indicates a preference for shared but well-balanced choice, where the physician’s input remains valued but certainly not dominant compared to the nurse’s influence. 
Cross-factors comparison 
Factor correlations indicated a moderate relationship between Factors 1 and 3 (r = 0.50), suggesting partial overlap (convergence), whereas Factor 2 showed only weak correlations with the two other factors, indicating a clear distinct conceptual viewpoint (table 2)
Areas of consensus
The quantitative analysis revealed several areas of consensus across the participants. 
The idea that DMS should be left primarily to nephrologists  was  strongly rejected in all 3 factors (FA −1.19, −1.65, and −1.79 for F1, F2, and F3 respectively; p < 0.05),  Similarly, the statement that patients should follow the nephrologist’s advice regardless of their own preferences was strongly rejected by participants from F1 and F2 and slightly negative among participants from F3 (FA −1.12, −0.70, and −0.09 for F1, F2, and F3 respectively).
“I see myself as a pilot, while the patient remains the captain. I come on board with them, and when the captain tells me what they still want to achieve in life, I help them navigate the different possible routes.”(F1,2)
Further, it was also acknowledged that nursing education and family support can be valuable, but concerns are made about potentially irrational discourses from peers or GPs.
“Involving the family in the process ultimately helps to partially relieve the patient from having to make a heavy decision alone. As for the GP, their role is primarily one of emotional support and should not interfere with the choice of dialysis modality itself.” (19, F2)
« Despite that a peer patient represents one individual opinion, they might have a strong influence on patient decision…it’s why it is important to choose them well.”(6, F3)

Areas of divergence
Most divergent viewpoints concern the extent to which the consequences of patient choice were considered medically or logistically acceptable. This directly highlights differences in interpretation of patient autonomy and physicians’ responsibility.
The prime example reflecting this was the statement that patients should be able to decide at any time regardless of the consequences elicited strong disagreement among participants from Factor 1 but strong agreement among those from Factor 2 (FA −1.16 and +1.66 for F1 and F2 respectively).
“I do not agree with the idea that the patient must always follow the nephrologist’s advice. However, I also do not agree with the idea that the patient can decide without considering the consequences for the team or the healthcare system. The system must continue to function and ensure that other patients can still receive the care they are entitled to.” (F1, 24)
“ What concerns me most are the consequences for the patient, because they ultimately engage my responsibility. If I believe that PD would be dangerous, then it is my responsibility to place a veto on that option.” (7, F2 polarized)
“Nudging” the decision by nephrologists was perceived as acceptable by participants associated with Factors 1 and 3 (FA 0.24 and 0.34 respectively), but unacceptable by participants associated with Factor 2 (FA −0.55). 
“We have this role of guide in the information we provide. We rely on our clinical expertise and our knowledge of the patient. Not only their medical situation but, more broadly, their psychosocial, family, and professional context. That allows you, to some extent, to gently orient them toward the modalities that might suit them best, without imposing your own choice.”(F3, 3)
The ‘tripod’ collaborative model of SDM in DMS, whereby the final decision is jointly shaped by the patient, the referring nephrologist, and nursing staff, was strongly endorsed by participants associated with Factors 1 and 3 (FA1.69 and 1.33, respectively), but not by those associated with Factor 2 (FA −0.21).
“For me, the decision should be a team decision, with the patient and their family at the centre. The nephrologist does not necessarily have the final word; they are one member of the team.”(F1, 24)
Qualitative Interpretation 
While the overall quantitative analysis indicates that almost none of the participants perceived themselves as paternalistic, the think-aloud interviews revealed a more complex reality. When discussing real-world clinical scenarios, many participants loading on Factors 1 and 3 acknowledged restricting patients’ choices during the DMS process yet rarely identified these practices as potentially paternalistic.
Such restrictions may arise early in the decision-making trajectory and are typically framed as perceived “obvious” medical, technical, or logistical contraindications.“I find it more difficult to accept the idea that a patient could impose any choice, particularly when it comes to home-based therapies, especially if we have serious concerns. I’m thinking of situations involving social vulnerability, non-adherence, poor hygiene, or substance abuse, where the home environment is often problematic. In such cases, I believe we still have a legitimate role in overseeing the decision.” (3, F3)
Some participants from F1 and F3 struggle with such “early veto’s” and prefer to allow patients to explore their own decision. However, this might result in a “delayed paternalism” or decisional conflict at the side of the nephrologist.
“When we are less confident about a patient’s choice, the question becomes: should we allow some room for experimentation, letting patients learn from possible failures or mistakes? Or should we place a veto earlier? » (4, F3)
In some cases, a paternalistic stance is even more insidious, manifesting through the withholding of full support after the dialysis modality has been chosen or even started, thereby undermining the successful implementation or continuation of the initial modality choice.
“If a patient insists on peritoneal dialysis but the PD team does not support the project, it is unlikely to work. At the first complication, there is a risk that the response will be, “We told you so!” (4, F3)
On the other side, participants loading strongly on F2 tend to drift towards an absolutist view of autonomy, with limited integration of professional input and fewer concerns about the consequences. 
“Patients should have the freedom to discontinue a given modality from one day to another, for example by transitioning to conservative management or by exploring an alternative modality through a trial period, with all our appropriate support.”(19, F2)
Interestingly, some of these participants appeared to endorse a form of “conditional autonomy”, whereby patients were granted decision-making authority only if they demonstrated a sufficient understanding of the consequences of their choices. This reflects concerns that some patients may lack the capacity to make complex medical decisions autonomously.
« If there are potential consequences that could harm the patient and that the patient may not fully understand, that becomes problematic. It may be based on a lack of knowledge or understanding. 
On the other hand, if a competent patient knowingly makes a decision that may be harmful to their own health, then that is their choice.” (17, F2). 
Only a few of participants recognized that a patient’s limited ability to make informed decisions may itself be the consequence of a failing pre-dialysis education program with insufficient emphasis placed on goal-centred education and empowerment. 
There is a clear need to train more nursing staff across all dialysis modalities. When nurses are not comfortable with a technique such as peritoneal dialysis (PD), they are less likely to present it in a balanced manner. The way information is delivered can significantly shape patients’ perspectives.” (17, F2).
For participants inversely polarized to Factor 2, patients’ ability to make their own choices was sometimes weighed against the nephrologist’s superior biomedical expertise and perceived duty to ensure patient safety.
  « I always communicate my opinion, as a recommendation grounded in scientific evidence. It is ultimately up to the nephrologist to discuss and decide on therapeutic limitations. This is a too heavy burden for the patient to carry alone ». (16, F2 polarized)
On the same line, these participants emphasized the role of higher managerial decisions, and subsequent financial pressure on the range of modalities truly discussed with their patients. 
 “In 30 minutes, I'm not going to launch into an in-depth conversation about all the treatment options. It's going to take me 2 hours if I want to do it, and I'm not going to be able to do it.”(5,F3)
 (about launching a  home dialysis program) “We're the hospital's cash cow and every project will be scrutinized (business plan). If it's not profitable or at least as profitable as in-center HD, the medical direction won't support us.”(16,F2 polarized)
Conversely, some participants loading positively on Factor 2 recognized the benefits of their efforts to adapt workflows for care delivery and home-based therapies uptake.
“Yes, patients can decide at any time; nothing is set in stone. However, this flexibility is only possible because of the high level of adaptability within our team — for example, being able to insert peritoneal dialysis catheters urgently and having surgeons readily available.” (8, F2). 
Overall, a more in-depth analysis of the think-aloud data and its qualitative components, when grounded in specific clinical “lived” contexts, reveals that this apparent rejection of paternalism in all the 3 group factors, actually masks a set of implicit restrictions and varying interpretations of what is considered to constitute paternalism and patient autonomy in real-world practice.

Appendix 6. Anonymised Q-sort dataset (KADE-RESULT Excell file)

Appendix 7. Scree plot of PCA eigenvalues. 
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