Commentary

Shared decision-making in an era
of silo-based care (or what it takes

to tango)

Shared decision-making (SDM) has become a ubiquitous
healthcare term in recent years. The concept traces back
to Jay Katz’s famous book “The Silent World of Doctor
and Patient”,! which celebrates its 40th anniversary this
year. However, until today, there is no single agreed-upon
definition of SDM.? More broadly, it has been elaborated
as a process that involves an “explanation of the patient’s
illness and discussion of the treatment options that are
viable in relation to the diagnosis, including the clinical
advantages and disadvantages of these options and the
patients’ perceptions thereof based on their medical history
and previous experiences.” Charles et al.‘s seminal article
with the words “It takes at least two to tango” in its title sum-
marizes four key characteristics of SDM, which include (a) at
least two participants (physician and patient) (b) sharing infor-
mation to (c) build consensus about a preferred treatment
from (d) an agreement on the treatment to be implemented.*
Thus, SDM is an interactive process that primarily serves
an educational purpose: It helps providers assist patients in
deciding on a clinically warranted treatment plan.>® At its
core lies the need for successful communication.

Successful communication as a
prerequisite for successful SDM

The term communication has become as prevalent in health-
care as SDM, and it has been similarly poorly conceptua-
lized. A key reason is the common misperception of
communication as a linear information-delivery process,7_9
which erases most of its substance. Recent contributions
from the communication sciences have attempted to make
healthcare’s understanding of the communication process
more accurate, and as a result, healthcare communication
more resilient to failure. One of them is the SACCIA frame-
vvork,7’9 which corrects nine misconceptions and five com-
munication pitfalls that commonly contribute to patient
safety events and turns them into “safe communication”
practices that help providers build interpersonal resilience
in their care. According to the SACCIA model, a key con-
dition for successful communication is that interactants
arrive at a shared understanding of each other’s thoughts,
intentions, and emotions. A common barrier in this
process is the common ground fallacy, our misassumption
that others will understand what we intend to convey.
The SACCIA model suggests that a correction of this
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misconception in combination with the practice of five
“safe communication” competencies will help interactants
establish a common ground and shared understanding,
which constitute the fundament for SDM to unfold. These
five competencies include ensuring that sufficient informa-
tion has been shared, validating its accuracy, eliminating
uncertainty, neutralizing contextual barriers to a shared
understanding, and adapting to each other’s communicative
(cognitive-linguistic-emotional) needs.

SDM has been linked to numerous patient outcomes,
such as empowerment, knowledge, decisional satisfaction,
certainty, and self-efficacy, just to name a few.'%'*
However, a thorough discussion of SDM as a safe commu-
nication practice is missing. Questions such as the follow-
ing remain unanswered: What are the communicative skills
that make SDM more or less successful, and which make it
fail? Which skills make SDM high or low in quality? And
which make it more or less safe for the patient?

The failure to consider these important communicative
aspects of SDM in sufficient scientific detail could com-
promise our understanding of its mechanisms and impede
an accurate conceptualization and measurement of SDM.
This article presents a clinical case scenario that illustrates
how the communication aspects of SDM involve much
more than two fo tango. In a brief discussion following
the case description, the article will briefly highlight how
safe communication is an overlooked barrier that needs to
be addressed for SDM to transpire safely and successfully
in daily healthcare encounters.

The case

After a cerebral stroke at age 39, a female patient received
lifelong anticoagulation and cholesterol medications. She
remained in continuous bloodwork consultations with a
neurologist, hematologist, and cardiologist at a mid-size
regional hospital. She met with these physicians regularly
to talk about her newest labs but in separate encounters.
All meetings were consultations about the same bloodwork,
and all physicians involved her properly into SDM. But the
patient was presented a different opinion about her blood-
work at each encounter. The hematologist stressed that
she would need to double the statins to decrease her LDL
to an even lower count. The neurologist advised her to con-
tinue the anticoagulation therapy, but not to double the
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statins at such a young age, arguing that her LDL was suf-
ficiently low for future stroke prevention. The cardiologist
discussed replacing anticoagulation with a blood-thinning
therapy. While each physician took time to discuss her
medication regiment with the patient, she was left confused
and afraid of the consequences she would face if she were to
choose any of the presented opinions — each of which were
coherent in themselves but contradicted each other. The
patient didn’t know where to turn to with her concerns, as
each physician had presented their own standpoint to her,
and there was no “shared” encounter in which she could
have addressed these perspectives jointly.

The missing link in SDM

In this scenario, the patient’s helplessness and fears were
not the result of ineffective SDM in the provider-patient
encounters. In fact, one could argue that each encounter
largely followed the “best practices” of SDM that are
described in the literature as follows: (a) the professional
informed the patient that a decision was to be made and
that the patient’s opinion was important; (b) the profes-
sional explained the options and their pros and cons; (c)
the professional and the patient discussed the patient’s pre-
ferences and the professional supported the patient in delib-
eration; (d) the professional and patient discussed the
patient’s wish to make the decision or defer the decision,
and discussed follow-up.® The problem was that the physi-
cians presented each of their clinical specialty’s viewpoints
separately to the patient. The patient’s confused response
was the result of ineffective SDM among the physicians,
which had never transpired, posing a severe barrier for suc-
cessful SDM to unfold in the subsequent provider-patient
interactions.

This case reveals that SDM in provider-patient interac-
tions can only take place if the clinical choice is presented
to the patient in an interprofessionally coherent manner.
Disagreement among providers about the best treatment
options for the patient defeats the success of SDM at its
root. In the presented case, SDM was doomed to fail
because such a coherent interprofessional foundation for
it was not provided: while each physician presented their
case to the patient, their misaligned interprofessional per-
spectives defeated SDM to succeed in the subsequent
provider-patient interactions.

What does it take to tango?

SDM is a communication challenge. Thus, at a most funda-
mental level, successful SDM requires successful commu-
nication. It requires the accomplishment of a shared
understanding amongst all involved interactants. The
pursuit of this objective requires communication skills
that will bring all interactants’ thoughts, intentions, and
emotions into alignment. The logical consequence is that

a primary focus needs to be on the communication pro-
cesses that will set the stage for successful SDM to
unfold. The “tango” metaphor* will be revisited here to
summarize four focal needs:

I. A dance requires a dancefloor

For SDM to transpire, a “common ground””*® needs to be

established first. Not just between the provider and the
patient, but first and foremost among the consulting provi-
ders. The presented case demonstrates that the common
ground fallacy does not only happen in dyadic interactions,
but it can also occur between multiple providers. Therefore,
SDM does not only require safe communication with the
patient. It also requires that the stage is set, that a
common ground is established among the providers. The
case also demonstrates how the common ground fallacy
can affect much more than the conversation at hand. In
this case, it impacted several subsequent SDM encounters
with the patient. In other words, an uncorrected common
ground fallacy between the providers spilled over into
numerous subsequent provider-patient consultations, com-
promising the patient’s ability to make sound decisions
for her care.

The SMD process itself requires collaborative communi-
cation skills. It is the dance. But the dance requires a stage, a
solid common ground, a shared understanding of the
subject matter. Without this fundament, the dancers will
stumble.

2. Preparing the dance moves prevents
tripping and stepping on toes

In the context of SDM, “the communication challenge” is
often discussed as an educational one, such that the clinical
options need to be linearly conveyed to the patient, and the
patient is assisted in making the best (evidence-based) care
decision based on that information. However, safe commu-
nication also holds an important quality aspect that is often
overlooked. The presented case shows a missing alignment
between the interprofessional perspectives about the best
medication regiment for the patient. The providers could
have used their communication with each other not only
for aligning their perspectives but also as a mechanism
for validating or even enhancing the accuracy of the recom-
mended treatment options they were about to present to the
patient. In other words, they could have used their commu-
nication with each other not only for building a “common
ground” that casts a bridge between their clinical specialties
(a shared dancefloor) but in addition, they could have used
their communication with each other for generating most
accurate (interprofessionally validated) “best-options” for
the patient that might not have come to light had each of
them remained in their individual perspectives. In sum, an
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important facet of safe communication in the context of
SDM is also its usefulness as a safety tool for maximizing
the accuracy and quality of the choice(s) presented to the
patient by the means of communicative interprofessional
validation.

3. A good sound requires all voices, and
that sound will move everyone to dance

It is important to have a stage for the dance. It is also
important to know how to dance. But ultimately, it is the
quality of the sound that moves people to dance. Good
music arises from the successful interaction of all voices
involved, in their loud and quiet tones. When even a
single voice is missing, the sound is incomplete. When a
person is missing at the dance, there is no dance. When
people do not feel moved by the music, they will not feel
a need to dance, and we will have to continue investing
our efforts into the need to make them want to dance.
Thus, it all starts with active co-participation. As the pre-
sented case demonstrates, more people than just the front-
line provider and patient influence the success or failure
of SDM. It is therefore important that everyone contributes
their voice to the music, as only then will the music motiv-
ate everyone to participate in the dance.

4. While original sound is best, digitization
can enforce (or ruin) the sound quality

As the presented case has shown, initial SDM between pro-
viders prior to the provider-patient encounter can be funda-
mental for successful SDM to transpire. Therefore,
“huddling” providers into an inter-provider SDM meeting
needs to be enabled structurally. But how can this be
done pragmatically, in a setting that is increasingly con-
strained by a lack of time, staff shortages, and budget cuts?

While introducing initial provider-based SDM meetings
to the task list would require additional resources at the
front end, doing so could save time and money at the
back end by reducing multiple separate SDM meetings
with the patient to one single provider-patient encounter.
In today’s digital era, the resource burden of such an
added provider-based encounter could be alleviated by the
means of digital support, such as an online platform that
could serve as a resource-friendly stage for providers to
convene in non-physical presence. The communicative
process of establishing a shared common ground of
course cannot be “delegated” to a digital solution.
Attempting to do so would most certainly lead to a commu-
nication syncope — without original sound, any digitization
is doomed to fail.

Alternative non-digital solutions could entail, for
example, allowing providers to bill joint interprofessional
SDM meetings with the patient, or finding ways to calibrate

their individual voices on the neutral sound board of the
patient’s primary care provider. However, any of these non-
digital solutions imply evitable added bureaucratic chal-
lenges and would be more difficult to arrange than digital
provider-based SDM encounters. Further benefits of
online huddles over these non-digital approaches include
(a) improved accuracy of the provided clinical choices by
the means of a priori interprofessional validation, (b)
increased safety and quality of the provider-patient SDM
encounter, and (c) higher efficiency by reducing the
number of SDM meetings with the patient and using
faster and cheaper scheduling means. A heuristic “sound-
track of the future” might even be the development of a
digital solution that could be integrated into existing institu-
tional platforms to help physicians guard themselves
against common ground fallacies and more quickly arrive
at a shared understanding.

No matter how provider-based SDM encounters may
transpire: enabling them structurally would serve the estab-
lishment of a common ground prior to meeting with
patients, and they could provide an opportunity for provi-
ders to activate interprofessional validation as a communi-
cative safety mechanism that can help them define jointly
the most accurate treatment option(s) for the patient.

Concluding thoughts

It is now forty years ago that Jay Katz' introduced the
radical idea that decisions in healthcare should be collab-
orative. The case in this article, presented through the
lens of the SACCIA framework, demonstrated that the
success of SDM is directly affected by communication
that precedes the provider-patient encounter. Safe communi-
cation is the string that holds the entire healthcare system
together. It is the point from which SDM unfolds — depending
on its success, either in safe or unsafe, in successful or unsuc-
cessful ways.

In summary, SDM is not a matter of iow many it takes to
tango. Rather, it is a matter of what it takes to tango. It is a
question of how people set the stage, how they practice their
dance moves, and ultimately if they join the dance. The
golden safety rule of SACCIA states: We must not stop
until we are 100% sure that we have arrived at a shared under-
standing of our intentions, thoughts and emotions. For SDM,
this rule implies: We must not start SDM until this golden rule
has been attained. Ultimately, we need a floor to dance on.
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