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Introduction

Approximately 82 % of Americans over age 40
have made a medical decision within the past
2 years across decisions ranging from initiating
medications to type and timing of cancer screening
to whether or not to have surgery (Zikmund-Fisher
et al. 2010a). More than half (56 %) have made two
or more health decisions in the past 2 years
(Zikmund-Fisher et al. 2010a). Some health deci-
sions are relatively simple to make based on strong
data about a beneficial intervention with minimal
associated risks, minimal lifestyle disruptions, and
minimal costs. However, most medical decisions
are burdened with unclear, conflicting, or unknown
data (Esserman et al. 2009). Intervention options
often require significant trade-offs between their
associated benefits and risks. In these situations,
shared decision making can assist clinicians and
patients as they together weigh the scientific evi-
dence with patient’s preferences and goals to reach
an agreement about health decisions with no clear
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best option from an evidence standpoint. In this
chapter, we will introduce the concept of shared
decision making between patients and clinicians,
and we will discuss current and future applications
of shared decision making in clinical practice.

Supporting Good Quality Health
Decisions

It is tempting to equate “good” medical outcomes
with “good” healthcare decisions. In the era of
CT scanners, robotic surgery, and genome map-
ping, patients often expect the certainty of med-
ical success when treating diseases. However,
over half of all medical interventions have
unknown or uncertain benefits (Esserman et al.
2009). Even healthcare decisions made based on
strong evidence can lead to unanticipated or
anticipated negative effects. Invasive interven-
tions may prolong a patient’s duration of life but
result in a significantly lower quality of life.
Therefore, decisions could be perceived both
positively and negatively by patients and clini-
cians depending on the context and aspect of the
decision being evaluated (Politi and Street 2011).
In this paper, we define quality medical decisions
as those that are made based on the best available
clinical evidence, incorporate patients values and
preferences, involve patients in the decision
making process, and are feasible to implement
(Elwyn et al. 2000; Sepucha et al. 2007).
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Unfortunately, good quality decisions in
healthcare are not always the norm. Only 36 %
of patients feel well informed when facing
important medical decisions (Sepucha et al.
2010). Most patients want to be informed to
some extent about their diseases, although
preferences for the amount of involvement may
vary by patient characteristics (Benbassat et al.
1998). Although a balanced discussion of the
clinical evidence and incorporation of patient
values and preferences are essential to quality
medical decisions, clinicians are much more
likely to actively discuss the advantages of a
treatment rather than its potential harms
(Zikmund-Fisher et al. 2010b), and they are
more likely to express an opinion about a
decision than solicit patients’ preferences
(Zikmund-Fisher et al. 2010b).

Lack of information and failure to solicit
patient preferences can lead to significant dis-
crepancies between a physician’s assessments
and recommendations and the actual implemen-
tation of appropriate care (Benbassat et al. 1998;
Rimer et al. 2004). Most medical interventions
require patient input and acceptance in order to
be effective. For example, while clinicians can
prescribe a medication or recommend surgery,
the impetus is on the patient to fill and take the
prescription or schedule and show up for surgery.
These behaviors are unlikely to occur if a patient
does not support or agree with his/her physi-
cian’s recommendation.

Shared decision making can improve patients
decision quality by improving their knowledge
about the decision, clarifying their values for the
possible outcomes of the decision, and improv-
ing the match between their values and choice.
(Sepucha et al. 2004). Improving decision quality
may improve the quality of overall care by better
matching the right patients with the right care for
them. The 2012 National Quality Strategy
announced patient and family engagement (in-
cluding shared decision making) as a priority in
healthcare reform with the potential to eradicate
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disparities, reduce harm, increase underuse, and
decrease overuse of interventions in the Ameri-
can healthcare system (Fenwick et al. 2001).

Shared Decision Making

Shared decision making is a collaborative approach
during which clinicians and patients work together
to reach an agreement regarding a healthcare
decision (Charles et al. 1997; Edwards and Elwyn
2006; O’Connor et al. 2009). The process involves
reviewing the best medical evidence, soliciting
patient preferences and values, and addressing
potential outcomes so that the patient can under-
stand the implications of their choice before a joint
decision is reached (Charles et al. 1997).

The process of shared decision making is
especially important for patients facing
preference-sensitive conditions where treatment
options are accompanied with substantial
trade-offs between benefits and risks to the
patient. Compared to usual care, patients who
participate in shared decision making demon-
strate improved understanding of their choices
and are more likely to receive treatment that is
aligned with their personal preferences and val-
ues (Stacey et al. 2011a). Patients who receive
more information regarding their treatment
options may choose to receive a lower intensity
of services than those who are less informed
about options and their associated uncertainty
(Stacey et al. 2011a). A study of patients with
preference-sensitive conditions—including heart
conditions, benign uterine conditions, benign
prostatic hyperplasia, joint pain, and back pain—
found that patients who received enhanced sup-
port through contact with health coaches (via
telephone, mail, e-mail, or the internet) opted for
fewer preference-sensitive surgeries, had fewer
hospital admissions, and had lower overall
medical costs (Veroff et al. 2013). In medical
ethics, shared decision making has been advo-
cated as the balancing force between the
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principles of patient autonomy and beneficence
(Elwyn et al. 1999; Stiggelbout et al. 2012).

Quality shared decision making for complex
decisions requires clinician and patient skills and
engagement. Clinicians first must have the nec-
essary clinical knowledge, reasoning, and judg-
ment to correctly interpret medical evidence and
its associated uncertainty (Dy and Purnell 2012).
The content, quantity, and level of detail of
information, verbal versus written form, and
timing of presentation are all important consid-
erations (Epstein et al. 2004). Framing of this
information can also impact patients’ under-
standing and decisions (Moxey et al. 2003). For
example, presenting information in a formats
using frequencies (e.g., X out of 100), pictorial
representations of risk, and using both positive
and negative frames are associated with
improved patient knowledge (Edwards et al.
2001).

In addition, interpersonal skills including
respect, empathy, and fidelity towards the patient
are essential to establishing a relationship from
which to engage in shared decision making (Dy
and Purnell 2012). Shared decision making
respects patient autonomy and seeks to foster a
sense of partnership between clinician and
patient. For this partnership to succeed, clinicians
must elicit, understand, and validate the patient’s
perspective, involve the patient in care and
decision making to the extent the patient desires
to be, provide clear and understandable expla-
nations, and foster trust and commitment
(Epstein and Peters 2009). Lack of trust can
inhibit shared decision making and patients’
willingness to engage in the shared decision
making process (Pearson and Raeke 2000; Poses
et al. 1995).

Patients also require shared decision making
skills, including an ability to understand clinical
information, appreciate its significance, and
apply the information to make value-consistent
decisions (Dunn et al. 2006). In addition, patients
need communication skills and self-efficacy to
ask questions, state preferences, express con-
cerns, and offer opinions (Street and Millay
2001). As a process, shared decision making
requires communicating about the patient’s
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health condition, sharing both a patient’s and
his/her clinician’s perspective on the decision,
and reaching an agreement about the best treat-
ment option for the individual patient (Politi and
Street 2011). However, during the process,
patients can disagree with some of what their
clinician suggests about treatment or preferences
for possible outcomes of treatment. Patients may
fear being labeled as a “difficult patient,” or feel
as if they will receive inferior care if they express
disagreement (Adams et al. 2012). Thus the
process can present challenges even for patients
with skills understanding clinical information
and communicating their preferences.

Although patients typically want some level
of involvement in medical decisions, the degree
that a patient desires to be in control of the
decisions may change across different medical
scenarios (Deber et al. 1996). In one study,
patients preferred clinicians to be more involved
in decisions that ultimately impacted mortality,
but preferred to remain in greater control of
decisions impacting morbidity or quality of life
(Deber et al. 1996). The act of involving the
patient in the decision making process may be
more important than whether the patient or
clinician ultimately makes the final decision
(Edwards and Elwyn 2006). For patients with
reluctance or hesitance to engage in the process,
encouragement and patient-centered communi-
cation can increase patient empowerment,
self-efficacy, and involvement and improve
decision making (Dy and Purnell 2012).

Decision aids may also facilitate the shared
decision making process. Decision aids serve as
balanced sources of information regarding the
treatment options for a particular health condition
(Stacey et al. 2011b). They aim to present
information in plain language, describe alterna-
tives to treat or manage a condition, and provide
information about the risks and benefits to vari-
ous treatment options. Decision aids can take the
form of paper-based brochures or pamphlets,
videos, or websites The use of decision aids in
making treatment choices has been shown to
increase patient knowledge of options, risks, and
benefits, create more realistic expectations, lower
decisional conflict, reduce uncertainty, enhance
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active patient participation, decrease the number
of undecided patients, and improve agreement
between values and choices (Stacey et al. 2011b).

Shared Decision Making in Practice

Future Opportunities

for the Application of Shared Decision
Making: High-Risk Surgical
Procedures, Postoperative Care,

and Surgical “Buy-in”

Shared decision making can be used to facilitate
the implementation of care that aligns with
patient preferences and values (Fenwick et al.
2001; Sepucha et al. 2004). While applicable to
many medical care decisions, shared decision
making is especially important for preference-
sensitive decisions. In the past, shared decision
making has been applied to medical decisions
regarding screening, medical drug therapy initi-
ation, and elective surgery. Decision aids
designed to promote shared decision making
have been developed for a variety of clinical
decisions, including but not limited to prostate
cancer screening and treatment, prenatal screen-
ing, obstetrical decisions, male newborn cir-
cumcision, vaccination, colon cancer screening,
genetic testing, diabetes treatment, hormone
replacement therapy, treatment for abnormal
uterine bleeding, back surgery, breast cancer
treatment, heart disease management, and
osteoporosis treatment (Stacey et al. 2011b).
However, discussions about high-risk surgical
procedures, postoperative care, and surgical
“buy-in” is one area in which shared decision
making could greatly improve clinical care, but
has yet to be applied.

Elective high-risk surgical procedures include
many vascular procedures, cardiac surgery, tho-
racic surgery, transplant surgery, extensive
abdominal operations, and neurosurgery. Such
procedures are considered elective if the patient’s
life is not in immediate jeopardy (requiring
emergent surgery) and if the operation is planned
in advance. These high-risk elective procedures
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have a high mortality rate (generally considered
to be above 3 %) and may result in the need for
prolonged postoperative intensive care unit stay
and temporary or permanent respiratory failure
requiring tracheostomy, renal failure requiring
hemodialysis, use of artificial nutrition, and/or
non-healing surgical wounds. Given the inherent
risks of the surgery and postoperative care, and
given the fact that these operations are planned in
advance, discussion of the risks, benefits, and
postoperative care is necessary for patients to
make informed decisions about surgery.
Unfortunately, detailed discussion of risks,
benefits, and postoperative care is often either
left out of preoperative discussions or is very
briefly discussed with patients. A study of
surgeon-patient discussions regarding treatment
for abdominal aortic aneurysms revealed that
only a minority of discussions (29 %) addressed
the disorder, the proposed procedure, the conse-
quences and risks of surgery, the option of
watchful observation, and individual prognosis
(Knops et al. 2010). Moreover, 18 % of patients
after aneurysm surgery indicated that they would
not have undergone surgery had they understood
the recovery process involved (Williamson et al.
2001). Even when patients are provided with
adequate information, they may fail to compre-
hend important details necessary to make an
informed decision (Mulsow et al. 2012). For
example, among patients consenting to carotid
endarterectomy, most had unrealistic expecta-
tions as to the risks and benefits of surgery and
postoperative care (Lloyd et al. 2001); And a
study of postoperative laparoscopic cholecystec-
tomy patients found that while 84 % believed
they were well informed and satisfied with the
information provided to them, only 51 %
demonstrated satisfactory knowledge of the pro-
cedure, and only 30 % could list a potential
complication of the procedure (Kriwanek et al.
1998). A similar lack of understanding of the
basic information required for surgical consent
has been shown in patients undergoing coronary
artery bypass grafting, carotid surgery,
lower-limb bypass, hip arthroplasty, and varicose
vein surgery (Dillon et al. 2005; Larobina et al.
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2007; Mishra et al. 2006; Stanley et al. 1998;
Turner and Williams 2002).

In addition, surgeons often assumed or infer
patient preferences without explicitly discussing
how patient preferences might affect surgery
decisions and subsequent postoperative care.
Surgical “buy-in” has been described by sur-
geons as the informal contract between surgeons
and patients that commits a patient to the sur-
geon’s anticipated postoperative care when the
patient consent for an operative procedure (Sch-
warze et al. 2010). Surgeons often view this
commitment to postoperative care as a packaged
deal, a roughly 30 day commitment by the
patient to receive intensive life-sustaining ther-
apy, including mechanical ventilation, hemody-
namic support, hemodialysis, artificial nutrition,
and additional invasive procedures after a surgi-
cal intervention (Schwarze et al. 2010). While
such anticipated postoperative care may involve
preference-sensitive life-sustaining therapies, it is
unclear if patients are aware of having consented
to such care upon arrival in the operating room
for a preference-sensitive, elective procedure
(Schwarze et al. 2010).

Surgeons invest time, operating facilities, and
resources (including scarce resources such as
blood products) in their patients, and while poor
outcomes are expected to occasionally occur,
these outcomes are often viewed as personal
failures of the surgeon (Schwarze et al. 2010).
These factors all contribute to the sentiment of
the surgeon to do everything possible to prolong
the patient’s life. However, many patients have
strong opinions regarding the wuse of
life-sustaining interventions. Surgeons perform-
ing such operations recognize the importance of
preoperative discussion with patients prior to
proceeding to the operating room (McKneally
et al. 2009), but it is not clear that patients fully
understand and consent to the plan for postop-
erative care that is assumed by the surgeon. The
lack of patient input preoperatively results in
patients proceeding with surgery and subse-
quently finding themselves in situations postop-
eratively where life-supporting therapy is
implemented, potentially against their wishes.
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In one study, none of the surgeons in the
study reported formal documentation of this
explicit contract (Schwarze et al. 2010). Some
view the presence of a signed informed consent
document as evidence that such a contract exists
(Schwarze et al. 2010). Ideally, surgical consent
should include a discussion of whether the
patient authorizes the surgeon to treat complica-
tions after the procedure, including prolonged
mechanical ventilation or intensive care unit stay
(Bernat and Peterson 2006). Unfortunately, in
many cases, patients remain uninformed and
unaware of surgical “buy-in”. Many suggest that
informed consent should be a process and not
simply a document. However, often, clinicians
simply request signatures from patients without
any engagement in shared decision making prior
to signing informed consent documents (Wein-
stein et al. 2007).

To better communicate about surgical
“buy-in” and engage in shared decision making
about these high-risk elective procedures, clini-
cians could design improved informed consent
documents for surgery that include postoperative
care as a distinct entity on the forms. However, in
current practice, patients feel misinformed about
the surgeries themselves, much less the unad-
dressed issue of “buy-in” and postoperative care.
In addition, focusing only on improving consent
documents to include stipulations on postopera-
tive care is likely to have little effect on current
practice. One study demonstrated that 70 % of
surgical patients do not read the informed con-
sent form (Lavelle-Jones et al. 1993). Most
adults admit that the forms are too long, intimi-
dating, with small, crowded text and unexplained
medical and legal terms (Han et al., in press), and
the readability of these documents exceeds the
average reading level in the United States (Ein-
horn and Hogarth 1986). Developing consent
documents that pay attention to principles of
health literacy (Lorenzen et al. 2008) and
including personalized risk assessments (Krum-
holz 2010) can improve patient-centered decision
making. Yet research suggests that going beyond
improving informed consent documents and
focusing on the informed consent process and
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discussion is needed to improve understanding
and decision making (Flory and Emanuel 2004).

Patients express a strong desire to be informed
about the risks of surgical procedures (Larobina
et al. 2007). Surgeons greatly underestimate
patients need for information relating to surgery
and the perioperative period (Keulers et al.
2008). Some believe that providing patients with
detailed information regarding the risks of pro-
cedures may increase anxiety, however this is not
supported by the research (Garrud et al. 2001).
Shared decision making can help improve the
surgical “buy-in” and informed consent discus-
sion by involving patients in conversations about
surgery and all postoperative care, incorporating
patients’ values into the discussion, and agreeing
on a plan based on possible outcomes of surgery
and postoperative complications. Consenting to
surgery with agreed upon limitations to postop-
erative care, or not consenting to the high-risk
elective procedures are both reasonable options
depending on patients’ goals and values. Sur-
geons should include their patients in shared
decision making to ensure that proceeding with
surgery and postoperative care aligns with the
patient’s preferences. The major limitation of
preoperative discussion of the patient’s prefer-
ences about postoperative care is the lack of
familiarity and experience that patients have with
life-sustaining interventions. Patients sometimes
report higher quality of life postoperatively than
they would have predicted preoperatively when
forced to deal with previously unimaginable sit-
uations (such as a colostomy or paraplegia) (Ubel
et al. 2005). It is possible that patients opposed to
life sustaining interventions preoperatively may
support such measures postoperatively.

The role of decision aids and patient narra-
tives during surgical “buy-in” might assist in this
process, although the role of decision aids for
informed consent remains unclear. In studies on
surgical consent, paper based tools have been
shown to have little effect on patient’s under-
standing of surgical consent and are often too
difficult to read (Mulsow et al. 2012). Multime-
dia interventions as an adjunct to informed con-
sent have been shown to increase recall and
knowledge (Danino et al. 2005; Evrard et al.
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2005; Mulsow et al. 2012). However, these
interventions have failed to have an effect on
patient understanding of potential complications
(Danino et al. 2005), with surgical patients who
had adverse outcomes showing poor recollection
of key messages in respect to complications
(Evrard et al. 2005).

Challenges in Shared Decision Making

The above section described one potential
application of shared decision making to an
important clinical context. However, across
many areas, shared decision making in clinical
practice remains a challenge.

Work Flow and Time Limitations

Time constraints are the most frequently cited
barrier to implementation of shared decision
making in clinical practice (Legare et al. 2008).
Despite the perceived time constraints, no robust
evidence exists that more time is required to
engage in shared decision making than to offer
usual care (Legare et al. 2010, 2012; Stacey et al.
2011a). As Legare and Witteman argue, time
constraints are the most frequently cited barrier
to any change in clinical practice and imple-
mentation of shared decision making is no dif-
ferent in this sense than implementation of any
other practice improvement (Legare and Witte-
man 2013).

Health Literacy Skills

Health literacy represents “the degree to which
individuals have the capacity to obtain, process,
and understand basic health information and
services needed to make appropriate health
decisions” (Einhorn and Hogarth 1986). In the
shared decision making process, limited health
literacy skills may affect a patient’s ability to
understand and process the medical information
required to make an informed decision. Patients
with limited health literacy skills have more



14 Shared Decision-Making and the Patient-Provider Relationship

difficulty understanding physician instructions
(Schillinger et al. 2004; Williams et al. 2002),
and ask fewer questions (Katz et al. 2007).
Clinicians commonly overestimate patients’ lit-
eracy levels (Bass et al. 2002; Powell and Kri-
palani 2005), and patients may hide their limited
understanding out of embarrassment (Parikh
et al. 1996). Patients with limited health literacy
skills are overrepresented among those with
chronic diseases (Dewalt et al. 2004; Howard
et al. 2005). Health literacy skills are not related
to the amount of information that patients desire,
however, patients with lower literacy skills
may have lower knowledge recall and might be
less likely to want an active role in medical
decision making (Lillie et al. 2007). Clarifying
decision role preference, using everyday
language/avoiding of medical jargon, limiting
the amount of information discussed at each
visit, and using teach-back techniques to confirm
patient understanding can help this population
(Kripalani and Weiss 2006).

Numeracy Skills

Shared decision making involves an understanding
of treatment options and the associated benefits and
harms, and the process often requires clinicians to
communicate statistical information to patients.
Low numeracy skills are pervasive across the US
population (Nelson et al. 2008) and can present
challenges when communicating and interpreting
risk/benefit information. One study demonstrated
that only 20 % of participants were able to convert
the frequency 1 in 1000 to a percentage (Lipkus
et al. 2001). Low numeracy skills cannot be pre-
dicted based on education or other sociodemo-
graphic characteristics (Nelson et al. 2008). When
numeric data is available, risks and benefits of
treatment options should be presented as frequen-
cies (e.g., X out of 100 or X out of 1000) with a
consistent denominator (Fagerlin et al. 2011). In
some cases, qualitative “gist” understanding may
result in superior quantitative processing (Nelson
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et al. 2008; Reyna 2005). One drawback to the gist
approach is that individuals may interpret qualita-
tive values such as “not likely”, “somewhat likely”,
and “very likely” or “high risk” or “low risk™ dif-
ferently from that of the clinician. As patients weigh
the risks and benefits, it is important to reinforce the
time interval over which risk occurs (Fagerlin et al.
2011). Risks may or may not be assumed imme-
diately and may or may not dissipate over time,
while the expected benefits of treatment may or
may not be realized immediately or over the course
of years, if at all. Research has demonstrated that
patients with limited numeracy skills are less likely
to prefer active roles in shared decision making,
although education efforts to improve numeric
understanding and using non-quantitative commu-
nication may foster the involvement of patients with
limited numeracy skills during shared decision
making (Galesic and Garcia-Retamero 2011).

Surrogate Decision Making

Surrogate decision making introduces additional
challenges into the shared decision making process.
Surrogates may not know patient preferences for a
particular situation or may encounter difficulty in
applying the patient’s preferences rather than their
own (Shah et al. 2009). Conflicts of interest, family
conflict, emotions, and role expectations may affect
decision making (Schenker et al. 2012). Research
has shown that treatment options that seem rea-
sonable for oneself may seem less appropriate
when giving advice or acting on behalf of another
(Zikmund-Fisher et al. 2006). Surrogate decisions
can suffer from omission bias, where an error of
omission is seen as preferable to an error of com-
mission (Asch et al. 1994). For example, a parent
may choose not to vaccinate a child (an omission)
due to unsubstantiated or exaggerated fears that
vaccination (a commission) will result in serious
side effects. Research on surrogate decision making
is recent and growing, and will help clinicians
better learn how to incorporate surrogates into
shared decision making with patients.
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Shared decision making has the potential to
improve patient health while helping control
healthcare costs (Frosch et al. 2011). Despite its
promise, shared decision making has not been
universally integrated into clinical practice (Pel-
lerin et al. 2011). The Accreditation Council for
Graduate Medical Education has recognized the
need to train physicians in communication and
interpersonal skills, and endorses such skills as a
general competency requirement for medical
education during residency. Despite this
requirement, studies have demonstrated that
physician residents overestimated the clarity to
which they were able to communicate with
patients and, on average, used two medical jar-
gon terms per minute in interactions with stan-
dardized patients (Howard et al. 2013). While it
is clear that clinicians need more training in clear
communication and the shared decision making
approach, the best interventions to teach such
skills or to measure professional competency of
such skills remains unclear (Epstein and Hundert
2002; Legare et al. 2010; Legare and Witteman
2013). Use of educational meetings, giving
healthcare  professionals feedback, giving
healthcare professionals learning materials, and
using patient decision aids have been tried to
increase the adaptation of shared decision mak-
ing by established healthcare professionals
(Legare et al. 2010); standardized patients,
workshops, and role modeling have been sug-
gested for training resident physicians and med-
ical students in the use of shared decision making
(Kripalani and Weiss 2006; Lagan et al. 2013).

Conclusions

Shared decision making involves providing
information to patients as to the benefits and risks
associated with different treatment options and
incorporating patient values into the treatment
decision (Charles et al. 1997). Shared decision
making respects patient autonomy and seeks to
foster a sense of partnership between clinician
and patient. For this partnership to succeed,
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clinicians must elicit, understand, and validate
the patient’s perspective, involve the patient in
care and decision making to the extent the patient
desires to be, provide clear and understandable
explanations, and foster a relationship of trust
and commitment (Epstein and Peters 2009). The
clinician-patient relationship can have a signifi-
cant impact on medical decision making. In some
settings, when discussions occur in clinical
practice without a shared decision making
approach, physician recommendations have been
shown to lead patients to make decisions against
what they would otherwise prefer (Gurmankin
et al. 2002). In addition, there is a delicate bal-
ance between involving patients in medical
decision making without leaving them feeling
unsupported through the complex process of
making sense of uncertain clinical evidence.
Patients should feel empowered, and not aban-
doned, during the shared decision making pro-
cess. Overall, the goal of shared decision making
is to encourage a patient-clinician discussion that
goes beyond factual information giving, resulting
in the physician and patient understanding the
patient’s health condition, discussing each oth-
er’s perspective about the decision and its asso-
ciated uncertainty, incorporating patients’ values
into the decision, and agreeing on a decision and
follow-up plan. In this chapter, we present cur-
rent and future applications of shared decision
making, and discuss some challenges incorpo-
rating shared decision making in clinical prac-
tice. Additional research, shared decision making
training opportunities, and institutional policy
approaches can illuminate possible solutions to
these challenges.

Key Points

Shared decision making is a collaborative
approach where physicians and patients
work together to reach an agreement
regarding a preference-sensitive healthcare
decision where valid treatment options are
accompanied by both risks and benefits.
The shared decision making process
involves presenting the medical evidence
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clearly, soliciting patient preferences and
values, and addressing potential outcomes
so that the patient can appreciate the
implications of their decision before an
agreement is reached.

Shared decision making facilitates the
implementation of care that aligns with
patient preferences and values, and may
increase patient compliance and adherence
with medical treatment. Several innovative
applications of shared decision making are
discussed in this chapter.

One innovative application in the field
of surgery is to practice shared decision
making regarding high-risk surgical pro-
cedures and postoperative care. This
chapter discusses how shared decision
making could enhance informed consent
and patient-centered care for high-risk
surgical procedures that carry significant
risk of need for intensive, life-sustaining,
postoperative care.
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