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ARTICLE INFO ABSTRACT
Article history: Objective: To examine situations where shared decision making (SDM) in practice does not achieve the
Received 1 March 2018 goal of a patient-centered decision.
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Methods: We explore circumstances in which elements necessary to realize SDM - patient readiness to
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participate and understanding of the decision - are not present. We consider the influence of contextual
factors on decision making.
Keywords: ) Results: Patients’ preference and readiness for participation in SDM are influenced by multiple interacting
gti?:sj s;c;i;ggcr;akmg facto.rs inc}udir}g the paFignF's comprehension of the dec@si.on, their emptional stqte, the St}‘ﬂ:lgth of thgir
Patient engagement relationship VYlth the cl.1n1c1an, a.nd the nature_ qf the dec1.510n..Unce_rtamty often 1nhe4rent in mforrnaqon
Healthcare setting can lead to misconceptions and ill-formed opinions that impair patients’ understanding. In combination
with cognitive biases, these factors may result in decisions that are incongruent with patients’
preferences. The impact of suboptimal understanding on decision making may be augmented by the
context.
Conclusions: There are circumstances in which basic elements required for SDM are not present and
therefore the clinician may not achieve the goal of a patient-centered decision.
Practice Implications: A flexible and tailored approach that draws on the full continuum of decision
making models and communication strategies is required to achieve the goal of a patient-centered
decision.

© 2018 Elsevier B.V. All rights reserved.

1. Introduction has been hailed as the pinnacle of patient-centered care [1].
Consistent with this, we consider the outcome of the SDM process
Shared decision making (SDM) is a collaborative process in to be a patient-centered decision, one that respects a patient’s

which patients and providers make decisions together, integrating preferences, the degree to which a patient wants to be involved in
patient values and preferences with clinical evidence to arrive at a the decision making process, and integrates current understanding
patient-centered decision. Respect for patients’ values and of the benefits and harms inherent in different choices. Despite its

preferences and their incorporation into clinical decisions is a promise, SDM has been surprisingly hard to achieve in practice.
core feature of both SDM and patient-centered care. As such, SDM Numerous studies have identified barriers to SDM, and docu-
mented that decision making in the “real world” often falls short of

the ideal in which the patient is an active participant with a good

- understanding of the options and clearly formed preferences who
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Fundamental to most SDM models is the assumption that the
patient is informed about the decision and thereby understands not
only that there is a decision to be made, but also understands and is
able to evaluate the options and their associated risks, benefits and
uncertainties [6]. In fact, in some circumstances, patients may not
achieve such an understanding. As a result, they may prefer to
defer the decision to the clinician, or they may be ill-prepared or
unready to participate in the decision. In other cases, the patient
may feel they understand the issues and have reached a decision,
and only want to share it with the clinician to inform them of their
choice. The patient, the clinician and the decision making process
are all affected by the specific context, which we define as
including the decision characteristics and the broader healthcare
setting. These contextual factors may amplify or minimize the
effects of the patient not fully understanding or being ready to
grapple with the options. For these and other reasons, the decision
making process may unfold in a manner apparently at variance
with an idealized view of SDM. This may be unavoidable and in fact
such deviations may sometimes be necessary to achieve a patient-
centered decision which we posit as the ultimate goal.

This paper reports on a symposium on SDM, which took place at
the 2017 International Conference on Communication in Health-
care, in Baltimore, Maryland. The symposium considered the
importance of patient involvement and understanding as funda-
mental to the process of SDM and achievement of a patient-
centered decision. It explored whether and how clinicians should
respond when one or more of the key elements necessary for SDM
- patient desire to participate in a decision or patient understand-
ing of the decision and the options - are not present. Symposium
speakers were chosen with the intent of bringing together diverse
views of individuals working in the field of SDM on issues that
remain challenging and in need of further consideration. The goal
was to be provocative and stimulate discussion, rather than to
address each topic definitively. To that end, presentations were
brief and limited to exposition of key issues, allowing ample time
for audience discussion. A rich dialogue ensued, with attendees

Health Policies

contributing comments that were captured in the form of detailed
notes. Key themes were extracted and organized into sections
according to the presentation topics. One additional domain
emerged during the discussion that had not been included as a
presentation, but is included below as ‘The Health Care System,
Policy and Culture’.

The goal of this manuscript is to explore specific circumstances
in which the elements necessary to realize SDM are absent, making
it challenging in practice to engage in SDM in a manner that
achieves a decision that is consistent with the patients’ prefer-
ences. We explore the challenges these circumstances present for
clinicians and patients through synthesis of the symposium
presentations and subsequent discussion and offer suggestions
of how to reach a patient centered decision when these circum-
stances arise (Fig. 1).

2. When patients prefer not to decide

Implicit in many conceptualizations of SDM is that the patient
plays an active role in reaching a decision. Clinicians who recognize
the value of SDM and seek to integrate this approach into their
practice may therefore find it extremely challenging when the
patient says, “What would you do doc?” or “Doc, you're the expert,
I just want you to decide”. How clinicians approach this challenge
varies widely (Box 1) [7], and often falls short of enacting a shared
decision process.

Why do some patients not fully embrace participating in a
decision involving their own health and health care? Some
patients may choose to make an informed choice of a clinician
who they then expect to make the best choices on their behalf,
particularly for specialized treatment. Patients’ preferences for
participating in a decision are related to many factors, including
their knowledge and comprehension of the decision and the
options involved [8]. Some of the strongest evidence for this comes
from the Cochrane review of decision aids where patients in the
control arm (i.e., those who did not have access to decision aids)
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Fig. 1. Keeping the patient in the center of decisions — common challenges in the practice of shared decision making.
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the decision [7.

difficult.

Box 1. Examples of variations in cardiologists’ responses to a question about how they handle it when a patient asks them to make

No problem. . . so | say “If you were my dad, | would put it in because | want you around”. . . and then they say “Ok.” It’s not that

... the worst question is, “If this was your mother, what would you do?”. . . I say this is not about me or my mom.. . it’s about you. . . |
am not turning down the question. All | can tell you is that everything is specific to a person and you have to make the decision.

preferred to defer decisions to the physician about 25% of the time
compared to only 13% of those exposed to a decision aid [9]. Thus,
as patients gain a better understanding of the decision and the
underlying tradeoffs, they tend to prefer a more active role in
decisions. In short, willingness and self-efficacy for participating in
decision making, at least for some patients, is a state and not a trait.
Although increased understanding may promote patient willing-
ness to participate in decision making, other characteristics
associated with patients preferring a less active decision-role
may not be modifiable. For example, patients are more likely to
prefer an active role in decisions about minor illnesses as
compared to those involving a more serious illness [8]. It is
therefore likely that many patients will be reluctant to participate
in at least some decisions, at least some of the time. Providers need
to be equipped with the skills to engage patients in SDM when
patients are willing, and to use other strategies to achieve a
patient-centered decision when patients prefer not to participate
in SDM.

In some cases, patients may not be the only reluctant
participants in SDM. The real-world examples of how clinicians
in practice approach patients who prefer not to decide (Box 1)
demonstrate that not all clinicians have the tools and skills needed
to fully embrace sharing decisions with patients. Clinician training
is one means of equipping clinicians with the skills required to do
this. However, not all clinicians will have the interest, time or
resources to acquire these skills. Therefore, non-clinician decision
tools are also needed to support SDM. Decision aids are the best
known and studied, with evidence from a Cochrane review that
includes 105 trials demonstrating that decision aids routinely lead
to better-informed decision making that may be more consistent
with patients’ values [9]. Another approach to engaging clinicians
in SDM is to design strategies that help clinicians have better
conversations with their patients. One example of this is a
communication strategy that prompts surgeons to present surgical
outcomes as the best case, worst case, and most likely case [10]. A
full array of support tools and strategies may help patients and
providers fully engage in SDM.

2.1. Recommendations

We recommend that clinicians confronted with patients who
prefer not to decide work to keep the patient at the center by
respecting the patient’s preferences and seeking to provide a
recommendation that is aligned with the patient’s goals and
preferences. It may be helpful to treat reluctance to engage in a
decision as a “conversation starter”. That is, the clinician could
convey respect for the patient’s preference by saying “I'm happy to
make a recommendation for you ... ". Such a statement will also
reassure the patient that they are not alone and that they will not
be burdened with an overwhelming decision. However, to assure
that the recommendation is aligned with the patient’s goals and
preferences, the clinician could follow up with “. .. and before I
make a recommendation, I'd like to just understand a little more about
what is important to you. Would that be okay?” To the extent that a
patient’s reluctance to participate in SDM may relate to inadequate

information, the clinician could also inquire, “Before I make a
recommendation for you, are there questions about the options I can
help to address?” A response of this nature confirms the clinician’s
respect for the patient’s decisional role preferences while also
creating an opportunity to assure that a recommendation is
aligned with the patient’s goals and preferences. Such a response
may also help to maintain trust and strengthen the relationship. An
important final step is to check that the patient understands the
key elements of the decision and its implications for their care [11].

3. When patients are willing but not ready to share a decision

Knowledge of the decision and understanding of the choices
involved are necessary ingredients for patient involvement in SDM.
However, they are insufficient for patients to be well equipped or
well supported or ready to engage in SDM. Patients have reported a
variety of barriers to becoming involved in decision making
processes, including time and how care is organized, cognitive and
affective characteristics of the patient, and the patient’s relation-
ship with the clinician [2]. In short, patients’ readiness to engage in
SDM is related to their knowledge, their emotional state, and the
power balance with their clinician.

When looking at the most relevant steps in SDM processes,
patients’ ability to engage in the decision process is expected to
depend on the following elements: 1) being aware that a decision
needs to be made and motivated to participate in decision
making, 2) being sufficiently able to process and integrate
information into evaluations, 3) being sufficiently able to
communicate with the clinician, and 4) being aware of where
one stands in the decision process and of what one needs [12].
The elements are a function of patient characteristics, such as age,
health literacy and emotional state, and of the decision situation,
such as decision complexity and time available to make a
decision. The key elements are to a large extent variable or
amenable to change. That is, being ready to engage in a SDM
process is not a given, nor is it a psychological trait. It may vary
from one situation to another. For example, a patient may be
ready to engage in SDM with his general practitioner about
prostate cancer screening, but not with his oncologist about
hormone treatment for prostate cancer after he has just been told
that his cancer has spread. This difference in readiness may not
only result from the differences in decision-related character-
istics, but also from fluctuations in patient characteristics and the
interaction between decision- and patient-related characteristics.
The patient with prostate cancer may experience more emotional
distress when he needs to decide about hormone treatment
compared to his emotional reaction to considering screening,
which may make it more difficult for him to digest the
information and to be active during the consultation. The
influences of patient and decision-related characteristics can
also interact with those of the clinician and significant others
involved, and within the particular healthcare context. For
example, the patient may feel more ready to engage in SDM
with his general practitioner with whom he has a longstanding
relationship, but less ready with his new oncologist.
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3.1. Recommendations

We recommend that clinicians start by assessing the patient’s
readiness to be engaged in SDM soon after it is clear that there is a
decision to be made. This may be particularly challenging given the
complex and dynamic nature of patient readiness. Patients’ ability
to understand and manipulate information and express a
preference could be used as initial indicators of readiness. If the
patient does not appear ready, efforts may be focused on the
element or elements of readiness that seem most relevant. That is,
efforts may be directed at making the patient aware of the need to
make a decision by making it more explicit. If the patient appears
confused or to be having difficulty grasping the necessary
information, efforts should focus on making the information more
comprehensible for the patient, on allowing the patient time to
consider the options or to consult others. If the patient appears
emotionally overwhelmed or distressed, efforts should focus on
providing emotional support to help alleviate high levels of
distress. With permission from the patient, it may also be helpful to
engage family member(s) who can promote patient readiness by
providing emotional support and helping to obtain clarifying
information when needed. If genuine attempts to overcome
barriers to patient readiness fail, the clinician may need to
consider a different decision making strategy.

4. When challenges related to information processing and
decision making get in the way

A central premise of SDM is that by involving patients in this
process, their values and preferences will be carefully balanced
with information about options, resulting in a patient-centered
decision. However, several contextual factors related to the
available information and potential biases in the processing of
information make it difficult to achieve this ideal. First, evidence
regarding the expected risks and harms of treatment approaches is
often complicated and incomplete, and expert recommendations
may be conflicting. Expecting laypersons to navigate this
uncertainty may be burdensome and may impair their ability to
participate in decision making. Presenting more information or
options in itself can make decisions more difficult [13-16]. Simply
raising an issue with a patient can easily be misinterpreted as an
endorsement; patients do not expect clinicians to bring up
interventions that are not in their best interests. Second, exposure
to numerous sources of medical information that may be less
evidence-based, including social networks, media campaigns,
powerful anecdotes, and social norms can lead to misconceptions
and ill-informed opinions [17-19]. Thirdly, it has been well-
established that human decision making is subject to multiple
biases, including biases related to how information is presented,
such as order of presentation, loss- vs. gain-based framing, and
anchor effects, and what information is presented, such as
confirmation bias [20-25]. Use of common and natural decision
strategies such as shortcuts or heuristics to simplify complicated
decisions may lead to suboptimal choices [26-28]. Finally, patients
do not always have well-defined and articulated preferences to
incorporate into medical decisions. Especially for new or complex
decisions, patients need time to consider information and develop
their preferences [29]. In some cases, patients may even construct
preferences to justify their choices, rather than the other way
around. For all these reasons, the model of SDM in which impartial
presentation of evidence and solicitation of preferences, even done
“ideally,” often fails, resulting in decisions that may not be
consistent with patients’ informed preferences and therefore, not
patient-centered.

The challenges inherent in many aspects of the SDM process —
ensuring patients are adequately informed and understand the

options, combating misconceptions and ill-informed opinions,
encouraging thorough consideration instead of heuristic process-
ing, and clarifying unformed preferences - ask for alternative
communication strategies beyond simple unbiased information
provision. Some authors, using labels like “informed advocacy” and
“beneficent persuasion”, have suggested that, when there is
evidence supporting a normative decision, advocacy should be
combined with unbiased presentation of information [30,31].
These situations may not always typify the preference-sensitive
decisions for which SDM is most relevant. However, these models
recognize that most medical decisions do not conform to the
idealized model of informed, autonomous choice [32]. In practice,
patients often receive recommendations regarding preference-
sensitive choices, with little opportunity to deliberate about
options or even recognize that multiple options may exist. In other
cases, patients faced with a new decision situation tend to quickly
develop an early preference for an option or may focus on only a
few attributes. As a result, they may not consider alternatives as
thoroughly as would be ideal [29]. In these cases, “persuasive
messaging” to encourage patients to fully consider alternatives
may be “normatively correct.” In a trial of “persuasive decision
aids,” more participants changed their minds about mammogra-
phy and prostate cancer screening preferences after viewing a
persuasive decision aid, as compared to more traditional,
knowledge-focused materials [33]. The implications of these
findings for SDM might seem controversial; however, in practice,
many patients will need persuasion simply to engage with a
decision or to consider a recommendation to weigh the options
and make a personal choice.

4.1. Recommendations

As in the case of patients who prefer not to participate or are not
ready to participate in SDM, we recommend that clinicians assess
the patient’s understanding as a means of identifying misconcep-
tions that may lead to an ill-informed decision. How clinicians
handle this situation when it arises will depend on the potential
consequences of an ill-informed decision. If the decision circum-
stances allow, multiple conversations may be needed to shape the
patient’s understanding. Clinicians should also consider the range
of communication options available to achieve a patient-centered
decision. This is not limited to attempts at unbiased presentation of
information but may also require advocacy and persuasive
messaging.

5. The decision as contextual factor

An important thread throughout the above discussion is that
one of the things that makes it impossible to use a single, “one size
fits all” approach to achieving a patient-centered decision is that
the details of the decision process and the challenges that arise are
highly dependent on the decision of interest. We expect that every
reader of this paper can imagine decisions that he or she might
prefer to leave to an expert clinician and that he or she might not be
ready to face due to emotional distress or insufficient understand-
ing. It may be harder to imagine decisions where biases might
cloud our judgment, but hindsight may help to reveal such
instances. The point is that the details of the decision (e.g., urgency,
complexity, reversibility) and of the associated options (e.g., their
harms, benefits and uncertainties) all influence how decision
making unfolds. These decision characteristics may influence
patient willingness and readiness to participate in decision making
and even the likelihood of the patient having misconceptions
about the decision or specific options. For instance, patients may
prefer to defer a decision with great uncertainty — where the
evidence is conflicting, and experts disagree - to their clinician.
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Urgent or emergent decisions may not allow sufficient time for the
patient to become ready to fully engage in SDM. These decision
characteristics illustrate the need for a flexible view of how to
achieve a patient-centered decision.

5.1. Recommendations

We suggest that clinicians tailor their SDM approach to the
patient and the decision context. There well may be decision
characteristics that will prevent patients from being willing or
ready to participate in SDM, despite efforts to provide compre-
hensible information and address barriers to readiness. In these
cases, it is important to keep in mind the goal of SDM - to make a
patient-centered decision, one that is aligned with the patient’s
preferences. If clinicians clarify the patients’ preferences and
ensure patients are informed about the decision and the options,
they are still sharing the deliberation aspect of the decision, even if
the clinician ultimately provides a strong recommendation for the
actual decision.

6. The health care system, policy and culture

The broader context for decision making, including the
organization of the healthcare system, health policies, and cultural
factors, can all influence how decision making occurs in practice.
For example, it has been shown that patient preferences for
participation in decision making differ between patients from East
and West Germany, illustrating the influence of culture on patient
willingness to share decisions [34]. There are also cultural
differences in whether specific decisions are shared. This is
apparent in differences in end-of-life decision making across
countries. In some European countries, it is considered overly
burdensome to place responsibility for decisions to limit life-
sustaining measures on families of critically ill patients, leading to
a tendency for a paternalistic approach to these decisions [35,36].
By contrast, in the United States (U.S.), these decisions are
frequently left to the family with input and recommendations
from clinicians. It has been suggested that placing family members
in a decisional role that is incongruent with their expectations may
increase their risk of psychological distress following critical
illness [37-39]. Thus, cultural factors may influence patient
preferences and expectations regarding their role in decision
making. Failure to account for cultural factors and differences may
impose an undue burden on patients and their families. In this way,
SDM would not be patient-centered.

The healthcare setting may also influence patient and provider
readiness and ability to engage in SDM. Patients have reported
several features of healthcare organizations that impede partici-
pation in SDM. These include lack of continuity of care, short visit
duration, and difficulty arranging multiple visits to allow for
multiple conversations [2]. Many of these factors can also make it
more difficult for providers to engage in SDM with patients, with
insufficient time the most oft-cited provider-level organizational
barrier [5]. These organizational barriers may in turn exacerbate
the challenge faced by clinicians when fundamental elements
necessary for SDM - patient preference to participate and
understanding of the decision and options - are not present.
Overcoming these organizational barriers could conceivably
expand the situations in which SDM may be implemented and
patient-centered decisions achieved.

SDM is often conceptualized as a conversation occurring
primarily within the doctor-patient dyad. Expanding this view
to involve other types of health practitioners holds great promise
for enhancing the process of SDM. Health educators, nurses, and
therapists bring a complementary set of skills to those of
physicians and are therefore well positioned to serve as “decision

coaches” [40]. In this capacity, they may be able to overcome
barriers to patient readiness or preference to engage in SDM.
Although this inter-professional team-based approach is promis-
ing, it also faces organizational barriers including defining
individual roles and responsibilities, ensuring continuity, and
the need for time and space to interact as a team [41].

Health policies and legislation also influence the degree to
which specific decisions will be shared. Vaccine laws in the U.S.
mandate specific vaccinations for school-age children and health-
care workers, except in cases of exemptions [42]. These laws
appropriately recognize the public health relevance of vaccination
and favorable balance of benefits and harms and supersede SDM
where it would not be appropriate. In other cases, strong
recommendations from expert panels could be used to influence
policies and clinicians to avoid non-beneficial care, rather than
relying on SDM to avoid overutilization. Examples of this include
the Swiss Medical Board’s recommendation against new system-
atic mammography screening programs [43], and the Choosing
Wisely Campaign adopted by the American Board of Internal
Medicine Foundation in the U.S. It is important to distinguish these
approaches from SDM, as they require alternate communication
strategies. For example, an announcement approach in which
clinicians make a brief statement that assumes readiness for
vaccination increases human papillomavirus (HPV) vaccination
coverage compared to an open-ended conversation communica-
tion strategy [44]. Such approaches do not preclude the need for
patients to be informed, autonomous, or for their preferences to be
considered.

6.1. Recommendations

Approaches to implement SDM and achieve patient-centered
decisions should consider the influence of healthcare delivery,
policies, and culture on patient preferences and expectations
regarding participation in decision making. Communication skills
training programs that call attention to cultural differences in
patient preferences and expectations to participate in SDM could
help clinicians recognize the need for a nuanced approach to SDM.
Structural changes to overcome organizational barriers to patient
and clinician participation in SDM are also needed. Policy tools that
might promote necessary organizational changes to support SDM
could include development of measures of organizational support
for SDM and mechanisms to incentivize providers and organiza-
tions to make the necessary organizational changes. Finally, careful
consideration should be given to systematically identifying
decisions where legislation or strong expert recommendations
may appropriately shift the decision making approach from SDM
to a clinician-advocacy or societally mandated approach.

7. Discussion

We have described contextual factors that influence the extent
to which SDM leads to the achievement of patient-centered
decisions. Some of these factors, such as patient preference to take
a less active role and lack of readiness to participate in decision
making may be modifiable. In these cases, efforts to address these
factors are warranted and could expand the circumstances in
which SDM is patient-centered. However, it is important to also
recognize that some patients may persist in preferring a less active
role despite efforts to engage them in the decision making process.
In other cases, barriers to patient readiness, such as emotional
distress, may not be modifiable in the timeframe in which a
decision is required. In these instances, other approaches beyond
SDM may be required to achieve patient-centered decision making.
Given the dynamic nature of many of these contextual factors, the
biggest challenge in practice may be determining which approach
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is most likely to result in a patient-centered decision on a spectrum
ranging from a very directive approach, through SDM, to a patient
informing the clinician of a decision they have made on their own.

Practical tools and strategies are needed to help clinicians
efficiently ascertain patient preferences regarding decision mak-
ing, address modifiable factors, and identify which decisions are
appropriate to be shared. It would be helpful to incorporate the
complementary perspectives of patients, clinicians, caregivers and
communications experts during the development of such tools and
strategies. Patients have expertise in their awareness of the
decision, feelings of being informed and comfortable communi-
cating with their clinicians, as well as their preferences for
participation. Clinicians have medical expertise and experience
discussing decisions with patients. Patients’ family members and
caregivers have valuable experience supporting patients through
the decision process, while communication experts can help
identify ways to enhance the effectiveness of clinician-patient
interactions.

8. Conclusion

SDM offers tremendous potential for achieving patient-
centered care, and particularly patient-centered decisions. How-
ever, implementing SDM with a “one-size fits all” approach
without considering specific contextual factors will not necessarily
achieve this goal. When fundamental elements necessary for SDM
- patient desire to participate in the decision process, understand-
ing of the decision and options, and stable patient preferences - are
not present, a flexible strategy is required to achieve a patient-
centered decision. Ideally, this would involve use of an array of
decision tools, supports, communication strategies, and an inter-
professional team to promote patient understanding and partici-
pation. In cases when these supports are insufficient or unable to
achieve patient readiness in the timeframe the decision requires, it
is important to acknowledge and consider alternative models of
decision making and use precise terminology because different
approaches to decision making warrant different communication
strategies. More work is needed to determine which decision
making strategy best fits a given set of circumstances, and to
develop tools and communication strategies to support the full
spectrum of decision making models.

9. Practice implications

Clinicians should consider the full range of decision making
models and the contextual factors that influence which is most
patient-centered. Awareness of the patient- and decision-related
characteristics that can affect patients’ engagement in SDM may
help clinicians to identify and meet the decisional needs of
individual patients. Adopting a broader view on how to achieve a
patient-centered decision may overcome clinician resistance to
SDM by allowing for alternative strategies as indicated by the
circumstances.
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